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Darvon  Compound-  65 

Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 
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THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 


Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 


A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 


Psychotherapy,  analytic  or  directive,  individually  or  group,  oriented; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 


Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 
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C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirato 
and  cerebral  stimulation  for  t! 


500- 


400  - 


300 


200  - 


100  - 


Fig.  I.  Average  plasma  levels  of  C-14  radioactivity  following  oral  administration  of  C-14  nicotinic  acid  tablets.  Key:  hbb Group 
A,  one  sustained-release  tablet  containing  150  mg.  C-14  nicotinic  acid,  ===  Group  B,  one  nonsustained-release  tablet 
containing  50  mg,  nicotinic  acid,  mmmmBmm—mm ■ Group  C,  one  nonsustained-release  tablet  containing  50  mg.  C-14  nicotinic  acid 
at  0,  4 and  8 Fiours. 


(fewer  absent  doses  by 
absent-minded  patients 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  ( See  Figures  I and  II ) The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be 
tinuous  on  a daily  dose  of  only  one  Geroniazol  TT 
let  every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroni 
TT  will  provide  the  well-known  peripheral  vasodil 
tion  needed  in  patients  with  deficient  circulation 
with  a minimum  amount  (if  any)  of  “flushing.”  i 
cerebrovascular  circulation  is  complemented  by 
tylenetetrazol,  long-established  as  a cerebral  and 
piratory  stimulant. 

Geroniazol  TT  improves  the  typical,  unfortui 
signs  of  senile  confusion.  Patients  become  more  a 


I 

iE 
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*ed  and  debilitated 


TIME  AFTER  ADMINISTRATION  (Hours) 


:ss  confused  and  moody.  Personal  care,  memory, 
motional  stability,  social  attention  improve.  Fatigue, 
pathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
ermit  your  patients  to  enjoy  the  benefits  of  time- 
rolonged  nicotinic  acid /pentylenetetrazol  therapy, 
j t an  economical  price.  Dosage  is  only  one  tablet  every 
2 hours. 

ontraindications : There  are  no  known  contraindica- 
ons. 

recautions:  Exercise  caution  when  treating  patients 
/ ith  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56: 263  (Aug.)  1960.  3.  Curran,  T.  R„  and  Phelps, 
D.  K. : Am.  Pract.&  Digest  Treat.  11 :617  (July)  1960. 
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“First  with  the  Retro-Steroids ” 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


Geroniazol  TT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 
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...can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity1  or  side  effects2,3  and  will  not  mask  symptoms  of 


serious  organic  disorders. 


1.  Bradley,  J.  E.,  et  al.:  J.  Pediat.  38: 41  (Jan.)  1951. 

2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst. 
& Gvnec.  6.5:311  (Feb.)  1953. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


RORER 


Togetherness 


An  institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug 
and  alcohol  habituation. 

Insulin,  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate 

for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.D  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 

For  rates  and  further  information  write  APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 


APPALACHIAN  HALL 

ESTABLISHED  — 1916 

ASHEVILLE  NORTH  CAROLINA 


in  the  bronchitis  - emphysema  syndrome 
...bronchodilation  without  pressor  effects 


Most  bronchodilators  for  use  in  pulmonary  emphysema  contain  ephedrine-like  drugs.  ELIXOPHYLLIN® 
never  did.  So,  ELIXOPHYLLIN  will  not  cause  tachycardia,  palpitations,  nervousness,  insomnia,  or  other  un- 
desirable side  effects  of  ephedrine-like  products.  Even  patients  with  hypertension,  cardiac  insufficiency,  hyper- 
thyroidism, prostate  hypertrophy  and  glaucoma  can  take  ELIXOPHYLLIN. 

Other  advantages  of  ELIXOPHYLLIN:  rapid  and  sustained  bronchodilation  • proven  increase  in  pulmonary 
function  • adrenergic  abuse  eliminated. 

ELIXOPHYLLIN  is  theophylline  in  free  and  soluble  form— resulting  in  rapid  and  dependable  absorption  with 
less  risk  of  gastric  irritation. 

Adult  maintenance  dosage  in  bronchitis  and  pulmonary  emphysema:  one  ounce  (30  ml.)  t.i.d.  on  arising, 
at  3 P.M.,  and  on  retiring.  Adjust  dosage  to  patient  response.  This  average  dosage  provides  continuous 
bronchodilation.  Do  not  administer  other  xanthine  prep-  "■"'V*'  ¥'»7/^T|T¥'l  7T  T 
arations  concurrently.  Maybe  contraindicated  in  peptic  | j | ¥ W Wt  1 1 B I A I i I 1 ¥ 

ulcer.  Each  15  ml.  contains  theophylline  (anhydrous)  80  mg.;  alcohol  20% 


Detroit,  Michigan  48211 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 


EMPIRIN’®  COMPOUND  with  CODEINE  PHOSPHATE  gr.  1/2  No.  3 


Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning  — May  be  habit  forming), 
Phenacetin  gr.  214,  Aspirin  gr.  314,  Caffeine  gr.  14. 


■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 

-IZi  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention 
of  salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possi- 
bility of  small  bowel  lesions 
(obstruction,  hemorrhage,  and  per- 


foration) should  be  kept  in  mind. 
Surgery  for  these  lesions  has  fre- 
quently been  required  and  deaths 
have  occurred.  Discontinue  enteric- 
coated  potassium  supplements 
immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or 
gastrointestinal  bleeding  occur. 

Use  with  caution  in  pregnant  pa- 
tients, since  the  drug  may  cross  the 
placental  barrier  and  adverse  reac- 
tions which  may  occur  in  the  adult 
(thrombocytopenia,  hyperbilirubine- 


mia, altered  carbohydrate  metabo- 
lism, etc.)  are  potential  problems 
in  the  newborn. 

Precautions:  Antihypertensive  ther- 
apy with  Hygroton  should  always  be 
initiated  cautiously  in  postsympa- 
thectomy patients  and  in  patients 
receiving  ganglionic  blocking 
agents  or  other  potent  antihyper- 
tensive drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihyper- 
tensive agents  by  at  least  one-half. 
Barbiturates,  narcotics  or  alcohol 


may  potentiate  hypotension,  jt-  r 
cause  of  the  possibility  of  pi > rt  . 
Sion  of  renal  damage,  perior1  H 
determination  of  the  BUN  is  jfi' 
cated.  Discontinue  if  the  BU  j'is 
or  liver  dysfunction  is  aggra  e 
Hepatic  coma  may  be  preci|[iH 
Electrolyte  imbalance,  sod i i a 
or  potassium  depletion  may  ei  ' 
If  potassium  depletion  shou  (X  '■ 
cur  during  therapy,  Hygroto  N ■- 
be  discontinued  and  potass  .1  ■ 
supplements  given,  provide  (tie 


Did 

Dorothy  Larson 
show  you 
her  ankles  in 
private? 

Now  she 
shows  them 
in  public. 


Hygroton*  Geigy 

chlorthalidone 


Your  office  examination 
confirmed  Mrs.  Larson’s 
ankle  edema. 

You  prescribed 
Hygroton— to  get  rid  of 
the  edema. 

And  you  found  that 
Hygroton  is  not  only 
effective;  it  frequently 
costs  less  than  other 
equivalent  therapy. 

A nice  way  to  treat  the 
Mrs.  Larsons  in  your 
practice. 

Hygroton  therapy  may 
mean  troublesome  side 
effects  for  some  patients. 
A summary  of  the  pre- 
scribing information  is 
shown  below. 


jnt  does  not  have  marked  oli- 


BU  *ti 


special  care  in  cirrhosis  or 
re  ischemic  heart  disease  ant 
ients  receiving  corticoste- 
, ACTH,  or  digitalis.  Salt  re- 
tion  is  not  recommended. 
ie  Reactions:  Nausea,  gastr 
on,  vomiting,  anorexia,  con- 
ion  and  cramping,  dizziness 
<ness,  restlessness,  hypergly- 
a,  hyperuricemia,  headache, 
le  cramps,  orthostatic  hypo- 


...  irsi 
> -•  ^ - 

...  it  i ■ 

nshoui  »l1 

3; 


tension,  aplastic  anemia,  leuko- 
penia, thrombocytopenia,  agranu- 
locytosis, impotence,  dysuria, 
transient  myopia,  skin  rashes,  urti- 
caria, purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 


breakfast  daily  or  100  mg.  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 
of  50  mg.,  in  bottles  of  100  and  1000. 
(B)R46-230-D 

For  full  details,  please  see  the  com- 
plete prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


HY-5576 


100  mg. 
Hygroton 

chlorthalidone 

and  new 
50  mg. 
Hygroton 


For  the 

Dorothy  Larsons 
in  your  practice, 
you  can  prescribe 
Hygroton 
either  way. 

Hygroton  50  mg.  offers  convenience 
for  your  patients  who  are  halving  the 
100  mg.  tablets  or  taking  one  every 
other  day. 


Please  see 
preceding  pages  for 
prescribing  summary. 


Geigy 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


An  ounce  of  prevention 
3 times  a day 

An  ounce  of  klixophyllin— morning,  3 p.m.,  and  night. 
That’s  all  it  takes  to  avoid  bronchospastic  attacks.  But 
he  sure  to  prescribe  the  full  dose. 

There’s  little  worry  about  gastric  upset  because 
klixophyllin  is  free,  soluble  theophylline— which  means 
rapid  absorption  and  less  risk  of  gastric  irritation. 

Adult  dosage:  one  ounce  on  arising,  at  3 p.m.  and  on 
retiring. 

Children’s  Dosage:  0.2  ml.  per  lb.  of  body  weight  on 
arising,  at  3 p.m.  and  on  retiring.  Adjust  dosage  to 
patient  response.  Do  not  administer  other  xanthine 
preparations  concurrently. 

klixophyllin  may  be  contraindicated  in  peptic  ulcer. 

KLIXOPHYLLIN 

Each  15  ml.  contains  theophylline  (anhydrous)  80  mg.;  alcohol  20% 


Detroit,  Michigan  48211 


in  moderate  hypertension  and 
poorly  controlled  mild  hypertensior 

(when  diuretics  or  sedatives  are  inadequate,  for  example) 


When  your  patients  expect  a lot... 
like  relief  from  hypertensive  symptoms 

(headache,  fatigue,  nervousness,  palpitation  or  insomnia,  for  example) 

like  an  up-to-date,  once-a-day  dosage  schedule 

(a  schedule  not  unlike  timed-release  medication,  for  example) 

like  a daily  dose  of  medication  for  peanuts 

(at  IOC  a tablet,  for  example) 

like  generally  well-tolerated  therapy 

(as  described  in  the  package  insert,  for  example) 


...give  them  a little 

(one  tablet  daily) 


Regroton 

chlorthalidone  50  mg.,  reserpine  0.25  mg. 


Indications:  Hypertension.  Contraindications:  History  of 
mental  depression,  hypersensitivity,  and  most  cases  of 
severe  renal  or  hepatic  diseases.  Warning:  With  the  admin- 
istration of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation 
is  not  practical,  the  possibility  of  small-bowel  lesions  (ob- 
struction, hemorrhage,  and  perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions  has  frequently  been  required 
and  deaths  have  occurred.  Discontinue  coated  potassium- 
containing  formulations  immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  one  week  before  electroshock  therapy,  and  if 
depression  or  peptic  ulcer  occurs.  Use  in  pregnancy: 
Regroton  should  be  used  in  pregnant  patients  or  in  women 
of  childbearing  potential  only  when,  in  the  judgment  of  a 
physician,  its  use  is  deemed  essential  to  the  welfare  of  the 
patients;  adverse  reactions  (thrombocytopenia,  hyperbili- 
rubinemia, altered  carbohydrate  metabolism,  etc.)  are 
potential  problems  in  the  newborn. 

Precautions:  Antihypertensive  therapy  with  Regroton  should 
always  be  initiated  cautiously  in  postsympathectomy  patients 
and  in  patients  receiving  ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs,  or  curare.  Reduce  dosage  of 
concomitant  antihypertensive  agents  by  at  least  one-half.  To 
avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In 
emergency  surgery,  use,  if  needed,  anticholinergic  or  adre- 
nergic drugs  or  other  supportive  measures  as  indicated. 
Because  of  the  possibility  of  progression  of  renal  damage, 
periodic  kidney  function  tests  are  indicated.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated.  Electrolyte  imbalance,  sodium 
and/or  potassium  depletion  may  occur.  If  potassium  deple- 
tion should  occur  during  therapy,  Regroton  should  be  dis- 
continued and  potassium  supplements  given,  provided  the 


patient  does  not  have  marked  oliguria.  Take  particular  care 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction 
is  not  recommended.  Use  cautiously  in  patients  with  ulcera- 
tive colitis  or  gallstones  (biliary  colic  may  be  precipitated). 
Bronchial  asthma  may  occur  in  susceptible  patients.  Adverse 
Reactions:  The  drug  is  generally  well  tolerated.  The  most  fre- 
quent side  effects  are  nausea,  gastric  irritation,  vomiting, 
diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
and  acute  gout.  Other  potential  side  effects  include  angina 
pectoris,  anxiety,  depression,  bradycardia  and  ectopic 
cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness,  transient  myopia,  impotence 
or  dysuria,  orthostatic  hypotension  which  may  be  potenti- 
ated wnen  chlorthalidone  is  combined  with  alcohol,  bar- 
biturates or  narcotics,  leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranulocytosis,  nasal  stuffiness, 
increased  gastric  secretions,  nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis,  optic  atrophy  and  glaucoma, 
and  pruritus.  Eruptions  and/or  flushing  of  the  skin,  a reversi- 
ble paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deaf- 
ness, anorexia,  and  pancreatitis  when  epigastric  pain  or  un- 
explained G.l.  symptoms  develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia,  paresthesia,  photosensitization 
and  necrotizing  angiitis  are  possible.  Average  Dosage:  One 
tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)  46-600-B 
For  details,  see  complete  Prescribing  Information. 

Geigy  Pharmaceuticals,  Division  of 
Geigy  Chemical  Corporation,  Ardsley,  N Y. 
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Get  them  while 
they’re  easily  reversible. 


Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

S/de£ffecfs:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEG  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels 

Dextro-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York 


WHAT  DOES 

GALVANIC  SKIN  RESISTANCE 

DEMONSTRATE 

ABOUT  THE  EFFECT  OF 

GALIUM  (diazepam)? 


Galvanic  skin  resistance... one  measure  of  the  Valium  (diazepam)  effect 
in  reducing  the  somatic  response  to  acute  stress1 2 


The  subjective  value  of  Valium  (diazepam)  has  been  proved  by 
many  clinical  and  empirical  evaluations.  Now,  also  objective 
criteria  sucb  as  used  in  other  areas  of  scientific  research  have 
demonstrated  the  effectiveness  of  Valium  (diazepam)  in  reduc- 
ing certain  somatic  responses  to  acute  stress. 

Devised  as  a research  tool  in  psychosomatic  medicine,  this  in- 
teresting method  records  respiratory  excursions,  galvanic  skin 
resistance,  cardiac  activity  and  finger  pulse  volume  as  physical 


responses  to  stress.  These  autonomic  nervous  system  responses 
to  a standardized  stressor  — a film  dealing  with  life-threatening 
incidents  — are  continuously  monitored  on  the  polygraph. 

This  gives  a graphic  representation  of  changes  which  the  body 
may  undergo  in  reacting  to  stress.  The  application  of  modern 
statistical  analysis  to  these  graphs  provides  a yardstick  by 
which  the  calming  effect  of  Valium  (diazepam)  can  be  meas- 
ured quantitatively. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Contraindications:  Infants,  patients  with  a history  of  con- 
vulsive disorders,  glaucoma  or  known  hypersensitivity  to  drug. 
Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  or  debilitated  patients  (not  more  than  1 mg,  one  or  two 
times  daily  initially)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  or  tolerated.  As  is  true  of  all 
CNS-acting  drugs,  until  correct  maintenance  dosage  is  estab- 
lished, advise  patients  against  possibly  hazardous  procedures 
requiring  complete  mental  alertness  or  physical  coordination. 
Driving  during  therapy  not  recommended.  In  general,  concur- 
rent use  with  other  psychotropic  agents  is  not  recommended. 
If  such  combination  therapy  is  used,  carefully  consider  in- 
dividual pharmacologic  effects  — particularly  with  known  com- 
pounds which  may  potentiate  action  of  Valium  (diazepam), 
such  as  phenothiazines,  barbiturates,  MAO  inhibitors  and 
other  antidepressants.  Advise  patients  against  simultaneous 
ingestion  of  alcohol  or  other  CNS  depressants.  Safe  use  in 
pregnancy  not  established.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures 
necessary.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Periodic  blood  counts  and  liver  function  tests 
advisable  in  long-term  use.  Cease  therapy  gradually. 

Side  Effects : Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizzi- 
ness, blurred  vision,  diplopia,  headache,  incontinence,  slurred 
speech,  tremor  and  skin  rash;  paradoxical  reactions  (excite- 


ment, depression,  stimulation,  sleep  disturbances,  acute  hyper- 
excited  states,  hallucinations);  changes  in  EEG  patterns  dur- 
ing and  after  drug  treatment.  Abrupt  cessation  after  prolonged 
overdosage  may  produce  withdrawal  symptoms  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting,  sweating)  simi- 
lar to  those  seen  with  barbiturates,  meprobamate  and  chlor- 
diazepoxide  HC1. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic  reactions, 
2 to  5 mg  b.i.d.  or  t.i.d. ; severe  psychoneurotic  reactions,  5 to 
10  mg  t.i.d.  or  q.i.d. ; alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24 
hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with 
cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  1 or  2 mg/ day  initially,  increase  gradually  as  needed 
and  tolerated.  (See  Precautions.) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10 
mg;  bottles  of  50  and  500. 

Roche  Laboratories,  Division  of  Hoffmann -La  Roche  Inc. 
Nutley,  N.J.  07110 

References:  1.  Selesnick,  S.  T.,  and  Clemens,  T.  L.:  From  research  film 
“Motion  Picture  Films  in  Psychosomatic  Research,”  available  from  Roche 
Laboratories.  2.  Clemens,  T.  L.,  and  Selesnick,  S.  T. : Dis.  Nerv.  System, 
28: 98,  1967. 

VALIUM9 

(diazepam)  Roche® 

useful  for  somatic  symptoms 
of  psychic  tension 
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DORSEY  "FLU-GRAM” 

DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED -RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 
COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 
TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 
MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 
REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 
ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 


each 

Tussagesic 

timed-release  tablet  contains: 

Triaminic® 50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide 30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen 325  mg. 

Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 


I 

| clip  and  file  under  “flu” 

For  relief  of  “flu-like”  symptoms 
Tussagesic  timed-release  tablets 

PHONE  COLLECT 

For  emergency  starter  samples 
to  Keith  Sehnert,  M.D. 

Medical  Director 
(402)434-6311 

Fast  delivery  by  your  Dorsey 
| Representative 

[ J 


DORSEY  LABORATORIES 

a division  of  The  Wander  Company 

Lincoln,  Nebraska  68501 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindrone  lmg.  c mestranol  0.05mg ) 

Turn  page  for  contraindications,  precautions  and  side  effects. 
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Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Prescribing  Information 
Contraindications : Patients  with  any 
symptoms  or  history  of  thrombo- 
phlebitis, pulmonary  embolism,  liver 
dysfunction  or  disease,  carcinoma 
of  breast  or  genital  organs,  or  un- 
diagnosed vaginal  bleeding. 
Warnings:  Discontinue  medication 
pending  examination  if  there  is  sud- 
den partial  or  complete  loss  of  vision, 
proptosis,  diplopia  or  migraine.  If 
examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication 
should  be  withdrawn.  The  safety  of 
Norinyl-1  in  pregnancy  has  not  been 
demonstrated.  If  a patient  misses 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  continu- 
ing the  medication.  If  she  has  not  ad- 
hered to  the  prescribed  schedule, 
pregnancy  should  be  considered  at 
the  first  missed  period.  Active  ingre- 
dients of  oral  contraceptives  have 
been  detected  in  the  milk  of  mothers 
who  received  these  drugs;  the  signifi- 
cance to  infants  has  not  been  de- 
termined. 

Precautions:  Pretreatment  physical 
should  include  examination  of  the 
breasts  and  pelvic  organs,  as  well  as 
a Papanicolaou  smear.  If  endocrine 
or  liver  function  tests  are  abnormal 
during  therapy,  repeat  tests  are  rec- 
ommended after  the  drug  has  been 
withdrawn  for  two  months.  Follow- 
ing administration  of  drug,  preex- 
isting uterine  fibromyomata  may 
increase  in  size.  Careful  observation 
and  caution  are  required  for  patients 
with  symptoms  or  history  of  epi- 
lepsy, migraine,  asthma,  cardiac  or 
renal  dysfunction,  cerebrovascular 
accident,  psychic  depression,  and 
diabetes.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnos- 
tic measures  are  indicated.  Possible 
long-term  effects  of  the  drug  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or 
uterine  function  must  await  further 
studies.  The  physician  should  be 
alert  to  the  earliest  manifestations 
of  thrombophlebitis  and  pulmonary 
embolism.  The  drug  should  be  used 
judiciously  in  those  young  patients 
in  whom  bone  growth  is  not  com- 
plete. The  age  of  the  patient  consti- 
tutes no  absolute  limiting  factor, 
although  treatment  with  Norinyl-1 
may  mask  symptoms  of  the  climac- 
teric. The  pathologist  should  be 
advised  of  Norinyl-1  therapy  when 
relevant  specimens  are  submitted. 


Side  Effects:  The  following  have 
been  observed  with  varying  incidenc 
in  patients  receiving  oral  contracep- 
tives: nausea,  vomiting,  gastrointes- 
tinal symptoms,  breakthrough 
bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea,  edema, 
chloasma  or  melasma,  breast  change 
(tenderness,  enlargement  and 
secretion),  change  in  weight  (increaslil 
or  decrease),  changes  in  cervical 
erosion  and  cervical  secretions, 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatii 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  posttreatment,  premen- 
struallike  syndrome,  changes  in 
libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervous- 
ness, dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
nodosum,  hemorrhagic  eruption,  an 
itching.  The  following  occurrences 
have  been  observed  in  users  of  oral 
contraceptives  (a  cause  and  effect . 
relationship  has  neither  been  estab- 
lished nor  disproved):  thrombo- 
phlebitis, pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  tests  may 
be  altered  by  the  use  of  oral  contra- 
ceptives: increased  sulfobromo- 
phthalein  and  other  hepatic  functioi 
tests,  coagulation  tests  (increase  in 
prothrombin,  factors  VII,  VIII,  IX 
and  X),  thyroid  function  (increase  ii 
PBI  and  butanol  extractable  protein 
bound  iodine  and  decrease  in  T3 
values),  metyrapone  test,  preg- 
nanediol  determination. 


norethindrone  — an  original  steroid  from 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


Untreated  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with 
Spinnbarkeit  (stretchability)  of  15  to  20  cm. 


Spermatozoa  appear  healthy,  active,  freemoving. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
barkeit of  1 cm.  or  less. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-1. 


new  low  dose  of  time-proved  ingredients 
established  norethindrone/mestranol  ratio 
lower  patient  cost 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 

Synalar 

fluocinolone  acetonide 


For  everyday  topical  steroid  therapy 

Synalar  o.or° 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025%  — 5.  1 5 and  60  Gm.  tubes  and  425 
Cm.  jars.  Cream  0.0 1 % — 15,  45  and  60  Gm.  tubes 
and  120  Gm.  jars.  Solution  0.0 1 % — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.0252—  15  and 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate 
0.52  [0.352  neomycin  base],  fluocinolone  acetonide 
0.0252)  Cream  — 5,  I 5 and  60  Gm.  tubes. 
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this  issue:  the  cold  in  pregnancy... 


the  cold  in  pregnancy 

Frederick  W.  Goodrich,  Jr.,  M.D. 

Senior  Obstetrician  and  Gynecologist,  Lawrence  and  Memorial  Hospital,  New  London,  Connecticut 


Since  pregnancy  and  the  common  cold  are  both 
ubiquitous,  it  is  not  surprising  that  they  often  occur 
at  the  same  time  in  the  same  patient.  Incidence  fig- 
ures are  hard  to  come  by,  but  the  chances  are  very 
good  that  any  given  pregnant  woman  will  have  a 
cold  at  some  time  during  the  nine  months  of  her 
gestation.  When  she  does,  she  will  tell  you  that  it 
is  the  worst  cold  she  ever  had.  It  seems  to  last  longer 
and  the  symptoms  are  more  distressing  than  they 
are  in  the  non-pregnant. 


For  purposes  of  this  discussion,  the  common  cold  i 
considered  to  be  the  well-known  symptom  comple) 
which  includes  sore  throat,  stuffy  nose,  and  a cough 
Febrile  states  or  extension  of  the  disease  procesi 
into  the  lower  respiratory  tree  are  not  part  of  th< 
common  cold  and  will  not  be  included  in  this  dis 
cussion. 

the  clinical  picture  of  a cold  in  pregnancy  can  b< 
confused  by  a long-known  physiological  phenome 


bladder 


ion.  Kiesselbach’s  area  in  the  nose  (on  the  anterior 
Dart  of  the  nasal  septum  above  the  intermaxillary 
Done)  becomes  engorged,  apparently  due  to  hypere- 
nia  induced  by  the  increased  estrogen  level  which 
iccompanies  pregnancy.  The  amount  of  congestion 
:an  vary  in  degree  from  woman  to  woman.  Some 
lave  very  little  congestion,  others  will  have  occa- 
;ional  nosebleeds  from  this  area,  still  others  will 
have  symptomatic  congestion  to  the  degree  that  they 
vill  complain  of  having  a "chronic’’  or  constant 
:old. 

ess  well  recognized  is  the  occurrence  of  this  type 
)f  hyperemia  in  any  part  of  the  nasopharyngeal 
nucosa,  again  in  varying  degree.  Such  swelling 
iften  produces  a postnasal  drip  which,  the  patient 
vill  state,  is  present  only  when  she  is  pregnant, 
’atients  who  do  not  have  symptomatic  congestion 
•rdinarily,  will  find  that  when  they  do  get  a cold, 
he  symptoms  last  much  longer  than  those  of  a cold 
sually  do.  Occasionally,  this  hyperemia  is  respon- 
ible  for  closure  of  the  medial  end  of  the  Eustachian 
ube;  such  patients  will  complain  of  plugging"  of 
ae  ears.  Inspection  of  the  ear  drum  will  show  a 
epression  which  confirms  the  presence  of  Eusta- 
rian  closure  rather  than  wax  in  the  canal  which  is 
le  patient’s  diagnosis.  Symptoms  related  to  this 
hysiological  congestion  are  more  apt  to  occur  in 
eavier  smokers  or  those  who  have  a history  of 
llergic  rhinitis,  just  as  are  the  symptoms  of  the 
Dmmon  cold.  And  when  the  cold  does  occur  in 
regnancy,  the  symptoms  are  worse  because  of  the 
nderlying  congestion. 

he  pregnant  woman  with  a cold  is  miserable  for 
ther  reasons,  dependent  somewhat  on  her  parity 
ad  the  length  of  her  gestation.  As  parity  increases, 

) also  does  the  relaxation  of  the  abdominal  and 
erineal  musculature.  The  uterus,  lying  against  a 
ack  abdominal  wall,  and  bearing  down  on  relaxed 
erineal  muscles,  acts  like  a piston  when  the  patient 
)ughs,  sneezes,  or  even  blow's  her  nose,  pushing 
own  on  the  bladder.  Stress  incontinence  during 

))lds  is  almost  the  rule. 

s the  length  of  gestation  increases,  so  does  the  size 
f the  uterus.  As  it  grows,  it  pushes  the  abdominal 
intents  above  it  and  elevates  the  diaphragm.  This 
“suits  eventually  in  a lateral  displacement  of  the 
iwer  rib  cage,  often  to  a point  at  which  the  patient 
ill  complain  of  soreness  in  this  area.  If  such  a 

( Concluded  on  following  page ) 


From  a continuing  study  on  nasal  congestion . . . 


R.  made  ,N  u.&a. 


££FORE  TRIAMINIC 


timed  to  work 
while  your  patient  does 


A study  begun  in  1966  by  the  Department  of  Otolaryn- 
gology, Greater  Baltimore  Medical  Center,  has  accu- 
mulated evidence  that  documents  the  effectiveness  of 
Triaminic’s  timed-release  action  in  the  treatment  of 
nasal  congestion. 

With  its  balanced  formulation  of  an  oral  nasal  decon- 
gestant and  two  antihistamines,  Triaminic  effected 
partial  or  complete  relief  in  more  than  82%  of  the 
85  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 

It’s  a comforting  thing  to  know  that  Triaminic  really  works. 

■ " ■ ® 

IdminiC  timed-release  tablets 

Each  timed-release  tablet  contains: 
Phenylpropanolamine  hydrochloride  50mg. 

Pyrilamine  maleate  25mg. 

Pheniramine  maleate  25mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 

(Advertisement) 


patient  has  a cold,  the  coughing  and  sneezing  will 
exaggerate  this  soreness.  The  diaphragmatic  restric- 
tion caused  by  the  enlarging  uterus  also  makes 
breathing  more  difficult,  particularly  when  the  pa- 
tient lies  down.  A cold  compounds  this  difficulty. 

Treating  a cold  in  pregnancy  requires  two  addi- 
tional considerations.  The  patient  should  be  told 
that  the  symptoms  may  last  longer  lest  she  become 
discouraged,  and  she  should  be  reassured  that  the 
treatment  will  not  damage  the  fetus.  Although  there 
are  still  some  women  who  seem  blissfully  ignorant 
regarding  matters  of  health  (and  these  need  to  be 
cautioned  not  to  take  medication  recommended  by 
friends),  most  of  our  maternity  patients  are  aware 
of  the  thalidomide  tragedy.  These  women  need  con- 
stant reassurance  that  the  symptoms  of  a cold  can 
be  treated,  and  that  the  medication  is  safe.  Fortu- 
nately, many  of  the  drugs  which  are  of  benefit  have 
been  in  use  long  enough  and  widely  enough  so  that 
such  a statement  can  be  offered.  Occasionally  one 
encounters  a patient  who  is  so  anxious  to  avoid 
medication  that  she  is  extremely  reluctant  to  take 
anything  at  all.  Since  cold  is  self-limited,  it  seems 
reasonable  enough  to  give  such  a patient  the  choice 
and  not  to  force  drugs  on  her  if  she  is  obviously 
afraid  of  taking  them. 

the  most  distressing  symptom  of  the  common  cold 
is  the  nasal  congestion.  This  can  be  mitigated  by 
the  use  of  a decongestant  which  will  help  reduce 
the  postnasal  drip  and  the  coughing  caused  by  it. 
The  kind  of  a cough  which  is  described  as  a "tick- 
ling” in  the  throat  and  which  is  apt  to  occur  when 
the  patient  goes  to  bed  is  usually  due  to  nasopha- 
ryngeal congestion  rather  than  inflammation  in  the 
lower  respiratory  tract. 

There  are  many  cough  mixtures  available.  Most 
contain  an  antihistamine,  a decongestant,  and  a 
cough  "suppressant.”  Should  cough  suppression  be 
desirable,  it  is  important  to  remember  not  to  use 
both  a decongestant  tablet  and  such  a cough  mix- 
ture as  the  patient  would  be  getting  a double  dose  of 
the  decongestant.  With  some  patients,  the  placebo 
effect  of  a cough  syrup  may  be  important  and  a 
liquid  preparation  might  be  substituted  for  an  oral 
tablet. 

For  a sore  throat,  candy  drops  or  lozenges  at  fre- 
quent intervals  are  soothing.  It  is  not  only  unneces- 


sary but  unwise  to  use  antibiotic  lozenges  or  drops1 
The  use  of  antibiotics  in  an  uncomplicated  cold  it 
contraindicated  and  should  be  scrupulously  avoided 

In  summary,  a cold  in  pregnancy  is  more  severe  anc 
longer  lasting.  The  treatment  of  the  symptoms  with 
local  and  systemic  decongestants  will  make  th< 
patient  more  comfortable. 

Apparently  the  cold  is  so  common  in  pregnancy  tha 
it  has  received  very  little  attention  in  the  literature 
References  are  almost  non-existent  and  the  fev 
which  are  available  add  little  to  the  common  knowl 
edge,  are  out-dated,  or  are  not  helpful.  Thus  th< 
usual  bibliography  is  not  appended. 


Tell  her  to  get 

“The  Orange  Medicine”  i 


Triaminic  syrup 

Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  m 

Pheniramine  maleate  6.25  m 

Pyrilamine  maleate  6.25  m 

For  nasal  congestion  you  can  bring  quick,  lasting  cor 
fort  to  your  little  patients  with  Triaminic  Syrup.  You  m 
occasionally  encounter  these  side  effects:  drowsiner1 
blurred  vision,  cardiac  palpitations,  flushing,  dizziness 
nervousness  or  gastrointestinal  upsets.  Precautions:  tl 
possibility  of  drowsiness  should  be  considered  by  p 
tients  engaged  in  mechanical  operations  requiring  aleij 
ness.  Use  with  caution  in  patients  with  hypertensio 
heart  disease,  diabetes,  or  thyrotoxicosis. 
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Phenaphen 

with  Codeine 


Each  capsule  contains: 

Phenobarbital  (!4  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate % gr.  (No.  2), 


y2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


the  only  leading  compound 
analgesic  that 
instead  of  caffeinates 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 


Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported. 

/I-HDOBINS 

A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220  I V 


He  goes  home  at  night 
and  takes  it  out  on  — 
his  family. 


When  the  agitated 


businessman 


goes  to  work... 

He  loses  his  temper 
with  colleagues  and 
subordinates. 


Emotionally  upset,  he 
misses  half  of  what 
is  said  at  meetings. 


SANDOZ 


He  is  always  fearful 
about  his  standing 
with  the  boss. 


He  just  can’t  seem 
to  settle  down 
to  his  work. 


for  moderate  to  severe  anxiety 

Mellaril' 

(thioridazine) 
25  mg.  t.i.d.  A 


See  following  page  for  additional  product  information, 


When  the  agitated 
businessman  goes  to  work . . . 

Anxiety  that  seriously  interferes  with  the 
individual’s  performance  at  work,  at 
home,  or  in  the  community  may  be  re- 
garded as  moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  to  the 
treatment  of  moderate  to  severe  anxiety 
because  it 

• helps  control  the  most  frequent  symp- 
toms: marked  tension,  agitation,  appre- 
hension, restlessness,  hypermotility 

• often  alleviates  anxiety- induced  so- 
matic complaints 

• frequently  helps  strengthen  emotional 
resources 

• helps  the  patient  maintain  realistic 
contact  with  environment,  closer  har- 
mony with  family 

Thus,  when  you  consider  the  anxiety 
moderate  to  severe . . . consider  Mellaril. 

Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 
time.  May  potentiate  central  nervous 
system  depressants,  atropine,  and  phos- 
phorus insecticides.  Where  complete  men- 
tal alertness  is  required,  administer  the 
drug  cautiously  and  increase  dosage  grad- 
ually. In  addition,  orthostatic  hypotension 
(especially  in  female  patients)  has  been 
observed.  Epinephrine  should  be  avoided 
in  treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  infre- 
quent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur;  noc- 
turnal confusion,  dryness  of  the  mouth, 
nasal  stuffiness,  headache,  peripheral 
edema,  lactation,  galactorrhea,  and  inhibi- 
tion of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  re- 
actions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for 
full  product  information. 


for  moderate  to  severe  anxiety 

Mellaril' 

(thioridazine) 
25  mg.  t.i.d.  4 


mudJicuie 

■/or 

' • EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbltal,  Caution:  May  be  habit  forming. . . 21  ITlg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrinc- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


a puzzle 
of  antacid 
complaints 


“Will  this  one 
taste  O.K.?” 


-.Ill  it  help  “my 
gassy  stomach?” 


Will  it  stop  the  pain?” 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 


a solution 
to  peptic  ulcer 
distress 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


newj 

- evidence 

rorTAote%cin) 

a 

macrolide 

antibiotic  for  the 
frequently  seen 
respiratory  infection 
in  the  office 
and 

for  a problem  pathogen* 
in  the  hospital. 

"Staphylococcus  aureus 


study  I 


Results  of  a 1967  in  vitro-in  vivo 


Correlation  study  involving  116  patients  with  Gram-posi- 


study  II 


2 


Effect  of  oral  therapy  with 


TAO,  erythromycin,  and  cloxacillin  on  the  survival  time 


live  coccal  infections  in  five  institutions.  All  patients 
were  given  TAO  prior  to  determining  the  susceptibility 
)f  the  offending  organism. 

97.0% 

of  the 

organisms  were 
susceptible 
o oleandomycin* 

98.0% 

of  the 
patients 

responded 

favorably 

to  TAO  (triacetyloleandomycin) 


of  Rhesus  monkeys  after  intravenous  inoculations  of  le- 
thal doses  of  staphylococci,  phage  type  80/81. 

(8  monkeys  in  each  group) 

conclusion: 

*Under  the  conditions  of  this  study  and  the  doses  employed, 
it  was  found  that 


was  far  superior  to  erythro- 
mycin, as  was  cloxacillin,  a 
bactericidal  agent,  and  of  par- 
ticular interest, “...bacterio- 
static triacetyloleandomycin 
was  as  effective  or  perhaps 
superior  to  cloxacillin  in 
preventing  lethal  (staphylo- 
coccal, phage  type  80/81) 
infection.” 


(triacetyl- 

oleandomycin) 


i some  cases  more  than  one  pathogenic  organism  was 
dated  from  the  patient. 


*lt  should  be  pointed  out  that  results  obtained  in  an  exper- 
imental study  of  this  nature  may  not  necessarily  be  di- 
rectly extrapolated  to  the  clinical  situation  as  it  pertains 
to  man. 

0 Rx  Information 

DICATIONS:  Include  streptococci,  staphylococci,  pneumococci  and  gonococci.  Recommended  for  acute,  severe  infections 
i ere  adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents. 
NTRAINDICATIONS  AND  PRECAUTIONS:  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
vich  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatoxicity  of  this  drug  when  therapy 
yond  ten  days  proves  necessary,  other  less  toxic  agents  should  be  used.  If  clinical  judgement  dictates  continuation  of 
lerapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the 
st  evidence  of  any  form  of  liver  abnormality.  When  treating  gonorrhea  in  which  lesions  of  primary  or  secondary  syphilis 
? suspected,  proper  diagnostic  procedures,  including  darkfield  examinations,  should  be  followed.  In  other  cases  in  which 
ncomitant  syphilis  is  suspected,  monthly  serological  tests  should  be  made  for  at  least  four  months.  Contraindicated  in 
3-existing  liver  disease  or  dysfunction,  and  in  individuals  hypersensitive  to  the  drug.  Although  reactions  of  an  allergic 
ture  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  When  used  in 
eptococcal  infections,  therapy  should  be  continued  for  ten  days  to  prevent  the  development  of  rheumatic  fever  or 
(imerulonephritis.  The  use  of  antibiotics  may  occasionally  permit  overgrowth  of  nonsusceptible  organisms.  A resistant 
ection  or  superinfection  requires  re-evaluation  of  the  patient’s  therapy.  In  the  event  such  occurs  with  this  drug  the 
dication  should  be  discontinued,  and  specific  antibacterial  and  supportive  therapy  instituted, 
ferences:  1.  Isenberg,  H.  D.:  Clinical  Evaluation  of  Laboratory  Guidance  to 
/ tibiotic  Therapy;  Health  Laboratory  Science  (July)  1967.  2.  Saslaw,  S.,  Car- 
lie,  H.  N.:  Studies  on  Therapy  of  Staphylococcal  Infections  in  Monkeys. 

1 Comparison  of  Cloxacillin,  Triacetyloleandomycin  and  Erythromycin.  Proc. 

Exp.  Biol.  & Med.:  Vol.  125,  No.  4 (Aug.-Sept.)  1967. 


J.  B.  ROERIG  DIVISION 
CHAS.  PFIZER  & CO..  INC. 
235  EAST  42nd  STREET 
NEW  YORK.  N.Y.  10017 


For  your  impatient  cold  patients 


Two  sprays  from  NTz  Nasal  Spray— and  nasal  congestion,  rhinorrhea, 
sneezing  are  reduced  for  immediate  comfort  for  patients  with  colds. 

NTz  is  more  than  a simple  vasoconstrictor.  It  contains: 

Neo-Synephrine  (brand  of  phenylephrine)  HCI  0.5  per  cent,  the 

major  component,  virtually  synonymous  with  fast,  efficient  but 
gentle  nasal  vasoconstriction  on  contact. 


I®  (brand  of  thenyldiamine)  HCI  0.1  per  cent,  topical  anti- 
histamine for  reduction  of  rhinorrhea,  sneezing  or  itching.  It 
combats  the  allergic  reactions  that  may  occur  in  colds  or  sinusitis. 

Zephiran®  (brand  of  benzalkonium,  as  chloride,  refined)  1:5000, 

antiseptic  preservative  and  wetting  agent  to  promote  penetration 
and  spread  of  the  formula. 

nTz  is  well  tolerated.  Used  in  a cold  it  may  help  prevent  sinus- 
itis by  opening  sinus  ostia  and  permitting  drainage.  It  may  also  j 
be  used  in  sinusitis  to  help  establish  drainage. 

The  spray  is  best  used  twice,  the  second  a few  minutes  after 
the  first,  repeated  every  three  or  four  hours  as  needed.  nTz  1 

is  for  temporary  relief  of  nasal  symptoms,  and  overdosage 
should  be  avoided. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles 
of  20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml. 

(1  fl.  oz.)  with  dropper. 


Winthrop 


Winthrop  Laboratories 
New  York,  N.Y.  10016 


NASAL  SPRAY 

relieves 
nasal  symptor 
on  contact 


V*e**l5SSCA*5 


m 

alcoholism: 


B and  C vitamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  can 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  in 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B,2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  ‘'reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

691-6—3942 


Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 


In  rare  instances,  transient  card: 
arrhythmias  have  occurred  in  hy  J- 
thyroid  patients  and  in  patients  r a 
ceiving  thyroid  medication  when  f 
Tofranil  was  added  to  the  regime  t 
Imipramine  may  block  the  pharn  * 
cologic  activity  of  guanethidine 
other  related  adrenergic  neuron 
blocking  agents. 

The  drug  is  not  recommended  a 
present  time  in  patients  under  1 
of  age. 

Adverse  Reactions:  Dryness  oft 
mouth,  tachycardia,  constipatior 
turbances  of  accommodation,  sv 
ing,  dizziness,  weight  gain,  urine 
frequency  or  retention,  nausea  e 
vomiting,  peripheral  neuritis,  mi 
parkinson-like  syndrome,  tremc 
rare  cases  of  falling  in  elderly  p: 
tients.  confusional  states  (with  s 
symptoms  as  hallucinations  and 
orientation),  activation  of  psych 
schizophrenics  and  agitation  (ir 


Juki's  a* 


When 
a milestone  in  life 
is  marred 
by  depression... 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she's  not 
gaining  a daughter.. .she’s  losing  a son. 
The  occasion  may  be  marred  by  such 
symptoms  of  depression  as  feelings  of  sad 
ness,  incapacity,  helplessness  and 
hopelessness. 

In  about  3 out  of  4 cases,  Tofranil  relieves 
symptoms  of  primary  depression. 


As  maintenance  therapy  in  primary  de- 
pressive illness,  it  helps  prevent  relapse. 


Eimanic  and  manic  episodes) 
ay  require  dosage  reduction 
iddition  of  a tranquilizer  or 
p<3ry  discontinuation  of  the  druc 
ei  form  seizures,  orthostatic 
-■nsion  and  substantial  blood 
is  e fall  in  hypertensive  patients 
3^.1,  transient  jaundice,  bone  ma 
impression  including  agranulocy 
pnsitization  and  skin  rash 
g photosensitization,  eosino- 
ifiind  mild  withdrawal  symptom: 
;u  ten  discontinuation  after  pro- 
je  treatment  with  high  doses, 
a onal  hormonal  effects  (im- 
-rp-  decreased  libido,  and  estro- 
iCffects)  may  be  observed. 

>p  e-like  effects  may  be  more 
ic-iced  (e  g.  paralytic  ileus)  in 
e ible  patients  and  in  those 
9 nticholinergic  agents  (includ- 
ar  parkinsonism  drugs). 

Jient  Adult  Dosage:  Initially, 

3c daily,  increased,  if  necessary, 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Tofranil:  Round  tablets  of 
25  and  50  mg  ; triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use:  and  ampuls,  each  containing 
25  mg.  in  2 cc.  for  I.M.  administration. 
(B)46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Although  toxic  reactions  severe  enough  to 
require  discontinuation  of  Tofranil  are  un- 
common, in  patients  with  cardiovascular 
disease,  thyroid  disorders,  increased  intra- 
ocular pressure,  or  in  those  receiving  anti- 
cholinergics (including  antiparkinsonism 
agents),  the  special  precautions  listed  in 
the  Prescribing  Information  should  be 
carefully  observed.  The  use  of  Tofranil 
in  patients  receiving  M.A.O.I.’s  is  contra- 
indicated. 


-i-  r — • i®  imiprsmine 
lotranil  hydrochloride 

Geigy 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 
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If  hypothyroidism  leaves  your  patient  feeling  like  this... 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER'5  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


Synthetic  Thyroid  Replacement  Therapy 


consider 

LETTER 

(SODIUM  LEVOTHYROXINE, 
ARMOUR)  TABLETS 


fHH  ARMOUR  PHARMACEUTICAL  C O M PA  N Y • C H I C AG  0,  ILLINOIS 


b.i.d. 

The  sensible  schedule 
that  covers  the 
patient  day  and  night 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  then  you  know 
why  b.i.d.  DECLOMYCIN  is  considered  to  be  a 
sensible  dosage  schedule. 

The  maintenance  dosage  of  DECLOMYCIN 
can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

The  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
the  comfortable  assurance  that  the  patient 
is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
a therapeutic  dose  of  DECLOMYCIN  are 
high,  prolonged,  and  effective;  because  of 
high  serum  binding  and  slow  renal  clearance. 

And  if  there’s  a broader  susceptibility 
pattern  of  organisms,  we’ve  yet  to  see  it. 

(There  is  no  need  to  give  higher  daily  dosage 
than  300  mg  b.i.d.,  except  in  venereal  diseases 
and  Eaton  Agent  pneumonia. 

DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 


Prescribing  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  the 
patient  day  and  night 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  he 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe, 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessarv  subse- 
quent courses  of  treatment  with  tetracyclines  should  he 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney  — rise  in  BUN. 
apparently  dose  related.  Transient  increase  in  urinarv 
output,  sometimes  accompanied  by  thirst  (rare).  Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth— dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue 
medication  and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Cm. 
given  in  equally  divided  doses  over  a period  of  10  to  15  days  should  he 
followed.  Close  follow-up  observation  of  the  patient  is  recommended, 
including  appropriate  laboratory  tests,  since  demethylchlortetracycline 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effectively 
with  a single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortetra- 
cycline. Individuals  unable  to  tolerate  large  single  doses  due  to  gastro- 
intestinal side  effects  may  be  treated  with  150  mg.  every  6 hours  for  a 
minimum  of  4 doses  or  300  mg.  every  12  hours  for  a minimum  of  2 doses. 
Females  should  be  treated  with  a dosage  of  150  mg.  every  6 hours  or  300 
mg.  every  12  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 
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HIGHLAND  HOSPITAL 

Ashpjville,  North  Carolina 
Founded  190  b 
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THE  LASER  IN  OPHTHALMOLOGY 


In  April  of  1965,  the  Lions  Club  of 
South  Carolina  presented  the  Department 
of  Ophthalmology  of  the  Medical  College 
of  South  Carolina  with  a Laser  photo- 
coagulator. Since  that  time,  it  has  been 
used  on  patients  approximately  250  times. 

The  purpose  of  this  paper  is  to  describe 
the  Laser  and  its  uses.  Townes  (a  fellow 
South  Carolinian)  and  Shawlow  first  dis- 
covered the  principle  of  the  Laser  in  1958. 
They  found  that  by  forcing  an  electron  to 
shift  from  one  orbit  to  another,  a photon 
would  be  released  from  the  atom.  By 
bouncing  these  photons,  or  particles  of 
light,  off  of  mirrors,  they  could  obtain 
more  or  less  a chain-type  of  reaction  (the 
photons  stimulating  other  atoms  to  shift 
electrons  and  thus  releasing  more  pho- 
tons). Maiman,  in  1960,  demonstrated  the 
first  workable  Laser  using  an  artificial 
ruby  rod.  When  the  waves  of  photons 
reached  a point  of  intensity  capable  of 
“bursting  through”  the  lesser  dense  mir- 
ror on  one  end  of  the  ruby  rod,  a brilliant 
flash  of  light  would  emerge  from  the  ruby 
rod.  This  light  wrould  have  the  following 
characteristics:  (1)  collimation  or  bundl- 
ing, (2)  lack  of  divergence  characteris- 
tics, i.e.  an  inch-wide  Laser  beam  would 
only  be  a slight  bit  larger  one  mile  away 
whereas  an  ordinary  light  would  be  many 
times  larger,  (3)  monochromaticity — a 
ruby  Laser  light  would  measure  6943 
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Angstrom  units,  (4)  the  light  would  be 
about  10,000  times  brighter  than  the  light 
of  the  sun,  (5)  the  light  emerging  would 
have  essentially  the  same  physical  char- 
acteristics as  ordinary  light,  i.e.  it  can  be 
focused,  diverged  or  converged  with 
lenses,  and  (6)  the  light’s  energy  potential 
could  be  controlled  by  variations  of  power 
input,  ruby  size,  cooling,  etc.  Once  such 
a method  of  controlling  Laser  light  had 
been  discovered,  men  began  to  think  of 
practical  uses  for  it. 

Solar  eclipses  have  long  been  known  to 
cause  retinal  burns  resulting  in  choriore- 
tinal scars.  In  fact,  an  attempt  was  made 
at  one  time  to  use  the  sun  through  a 
system  of  lenses  and  a machine  that  would 
follow  the  sun  automatically  to  allow  the 
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concentrated  rays  to  be  focused  on  the 
retina  in  attempts  to  produce  chorio- 
retinal burns  for  sealing  off  holes  in  the 
retina  thus  helping  cure  a retinal  detach- 
ment. This  Heliostat  was  not  a very  ver- 
satile instrument  and  was  eventually  dis- 
carded. A very  few  years  after  World 
War  II,  Dr.  G.  Meyer-Schwickerath  made 
a much  superior  photocoagulator  using  a 
high  pressure  Xenon  tube  as  a light 
source.  It  is  a well-built  machine  and  has 
been  used  on  tens  of  thousands  of  cases 
of  detached  retinas  and  other  eye  diseases 
amenable  to  photocoagulation.  This  ma- 
chine is  rather  bulky,  is  difficult  to  use, 
causes  some  patient  discomfort  and  re- 
quires some  special  preparations  in  its 
installation. 

Almost  immediately  after  the  first  Laser 
was  made,  experimentation  began  being 
directed  toward  using  Laser  light  for 
photocoagulation  of  the  retina,  and  in 
1964,  Zweng  performed  the  first  Laser 
photocoagulation  of  the  human  retina. 

Perhaps  the  most  significant  use  of  this 
highly  versatile  light  is  in  the  repair  of 
retinal  holes  and  tears.  Trauma  to  the 
eye,  hereditary  predisposition,  and  aging 
are  some  of  the  factors  in  the  production 
of  these  holes  and  tears  in  the  retina.  Once 
the  retina  has  a hole  or  tear  in  it,  the 
vitreous  of  the  eye  may  pull  on  the  retina 
and  fluid  may  accumulate  under  or  leak 
through  the  hole,  getting  under  the  retina 
and  causing  it  to  separate  from  the  re- 
tinal pigment  epithelium,  thus  causing 
serious  impairment  of  vision.  If  this  is 
left  untreated,  total  blindness  may  result. 

By  utilizing  photocoagulation,  an  actual 
burn  is  placed  on  the  retina  and  choroid 
in  the  area  surrounding  the  retinal  hole 
or  tear,  and  a water-tight  seal  is  effected 
thus  preventing  a possible  further  detach- 
ment. Unfortunately,  there  is  usually  a 
considerable  amount  of  subretinal  fluid 
present  which  prevents  the  use  of  the 
Laser  or  photocagulator.  In  these  cases, 
an  attempt  is  made  to  let  the  retina  settle 


back  against  the  choroid  by  gravity.  This 
is  done  by  putting  the  patient  on  strict 
bedrest  with  binocular  patches. 

If  the  vitreous  is  not  pulling  on  the  re- 
tina too  much,  the  fluid  may  decrease 
enough  to  allow  the  retina  to  repose  it- 
self against  the  pigment  epithelium  and 
the  choroid.  When  this  condition  has  oc- 
curred, Laser  photocoagulation  can  be 
done  and  the  detachment  repaired.  If  the 
holes  are  too  far  anterior  in  the  eye  to  be 
seen  through  the  viewer  of  the  Laser,  a 
cryopencil  is  placed  on  the  eye  and  the 
temperature  is  dropped  in  the  tip  of  the 
probe  to  about  — 70°  F.  The  area  of  the 
hole  or  tear  is  being  observed  through  an 
ophthalmoscope  and  is  seen  to  develop  a 
small  ice  ball.  Several  of  these  are  placed 
around  the  involved  area.  Freezing  of  the 
retina  and  choroid  accomplishes  the  same 
thing  as  Laser  photocoagulation  by  creat- 
ing a firm  chorioretinal  scar  and  sealing 
the  break  in  the  retina. 

Unfortunately,  many  patients  have  too 
much  vitreous  traction  on  the  retina  and 
settling  does  not  occur.  In  these  cases,  the 
sclera  and  choroid  must  be  pushed  up 
against  the  break  in  order  to  seal  it  off. 
The  areas  having  retinal  breaks  are  local- 
ized with  indirect  ophthalmoscopy,  and 
the  sclera  overlying  these  breaks  is  pushed 
inwardly  with  silicone  rubber  implants 
which  are  sutured  into  place.  Heat  cau- 
tery, cryocautery  or  Laser  photocoagula- 
tion may  then  be  applied  to  the  choroid 
and  retina  around  the  break,  and  a fluid- 
tight  chorioretinal  adhesion  obtained.  If 
there  is  too  much  fluid  present  to  allow 
good  chorioretinal  coaptation,  it  must  be 
carefully  drained  off.  An  operation  of  this 
type  almost  always  requires  general  anes- 
thesia, and  the  actual  operating  time  may 
be  from  two  to  six  hours.  In  contrast, 
Laser  photocoagulation  can  be  done  in  as 
little  as  five  minutes  without  anesthesia 
of  any  sort.  For  anterior  retinal  breaks 
in  which  the  cryopencil  must  be  used, 
local  anesthesia  is  necessary.  Operations 
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using  this  method  may  be  done  in  15-20 
minutes  as  an  out-patient  procedure. 

The  Laser  that  we  use  is  made  by  the 
American  Optical  Company.  It  utilizes  a 
ruby  rod  about  the  size  of  a cigarette.  This 
ruby  is  stimulated  by  a Xenon  photoflash 
tube  to  emit  the  Laser  beam.  After  the 
beam  leaves  the  ruby,  it  passes  through 
a series  of  lenses  to  allow  it  to  be  focused 
on  the  retina  of  the  patient’s  eye.  This 
lens  system  is  afocal  in  type — which 
means  that  none  of  the  Laser’s  light  ever 
comes  to  focus  within  a lens  itself,  or  the 
lens  would  be  destroyed  by  the  Laser 
energy.  The  operator’s  eye  is  protected 
from  bounce-back  reflection  from  the  pa- 
tient’s eye  by  a filter  that  slides  into  place 
the  moment  before  the  Laser  is  fired.  The 
time  it  takes  for  the  Laser  beam  to  be 
made  in  the  ruby  rod  and  reach  the  eye 
is  about  7/10,000  of  a second,  and  has  a 
very  low  power — about  0.75  joules.  The 
ruby  rod  is  water  and  air-cooled,  as  a rise 
in  temperature  of  the  ruby  rod  decreases 
its  power  and  output. 

A unique  focusing  device  allows  the 
operator  such  fine  depth  of  focus  that  it 
can  enable  him  to  burn  print  pigment  off 
of  paper  without  burning  the  paper  itself. 

The  Laser  photocoagulator  does  have  a 
few  disadvantages.  It  is  expensive,  cost- 
ing about  $15,000.  However,  this  is  com- 
parable to  the  Xenon  photocoagulators.  It 
is  dangerous  because  the  collimated  light 


may  be  reflected  many  times  and  yet  still 
retain  sufficient  energy  to  produce  retinal 
burns  in  the  eyes  of  bystanders.  Obser- 
vers of  Laser  photocoagulations  in  our 
Laser  room  are  required  to  wear  special 
“laser-proof”  shades. 

Since  the  beam  emitted  from  the  ruby 
is  monochromatically  red,  retinal  blood 
vessels  are  more  or  less  immune  to  the 
Laser  energy.  This  fact  allows  us  to  dis- 
regard a blood  vessel  if  it  gets  into  the 
line  of  fire.  However,  ruby  rod  Laser  light 
cannot  be  used  effectively  in  the  treat- 
ment of  diabetic  microaneurysms  or  other 
blood  vessel  tumors  of  the  eye  because  of 
this  same  monochromaticity. 

We  have  found  the  Laser  an  extremely 
useful  instrument  in  the  treatment  of  re- 
tinal detachments.  When  a primary  re- 
pair cannot  be  done  with  the  Laser,  we 
have  often  used  it  post-operatively  to 
re-enforce  chorioretinal  adhesions  in  the 
areas  of  the  retinal  breaks.  This  is  done 
a day  or  two  following  surgery.  Here 
again,  no  anesthesia  is  necessary. 

Recently,  we  have  been  able  to  treat 
with  Laser  photocoagulation  areas  of  ac- 
tive chorioretinititis  in  the  eye  with  the 
Laser  when  steroids  and  other  medica- 
tions have  failed  to  halt  the  continuing 
inflammation. 

The  Department  of  Ophthalmology  of  the  Med- 
ical College  of  South  Carolina  wishes  to  take  this 
opportunity  to  again  thank  all  of  the  Lions  in  South 
Carolina  for  giving  us  this  wonderful  machine. 
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ACTIVE  MANAGEMENT  OF 

ACUTE  MYOCARDIAL  INFARCTION.  II. 


Therapy  of  A-V  Block  Complicating 
Acute  Myocardial  Infarction 

The  incidence  of  complete  or  third  de- 
gree atrioventricular  (A-V)  block  as  a 
complication  of  acute  myocardial  infarc- 
tion has  been  variably  reported  as  2 to 
8%, 14  and  in  two-thirds  is  noted  within 
the  first  24  hours.-  In  three-fourths  of 
these  cases  the  infarction  is  diaphrag- 
matic (also  called  posterior  or  inferior) 
since  a branch  of  the  right  coronary  artery 
supplies  the  A-V  node  in  90  % of  human 
hearts.  In  the  remaining  one-fourth,  com- 
plete A-V  block  is  associated  with  anter- 
ior wall  infarction  and  carries  worse  pi’og- 
nosis.2  Reported  mortality  figures  for  com- 
plete A-V  block  complicating  acute  myo- 
cardial infarction  vary  from  39  to  almost 
100%, w making  studies  of  comparative 
treatment  methods  difficult.  There  is  no 
doubt,  however,  that  many  patients  dis- 
play transient  A-V  block  which  reverts 
to  normal  conduction  either  from  drug 
therapy  or  spontaneously  within  a few 
hours  or  by  the  end  of  2 weeks.0 

Catastrophic  complications  which  may 
occur  in  the  presence  of  complete  A-V 
block  include  not  only  ventricular  stand- 
still, but  also  ventricular  irritability  pro- 
gressing rapidly  to  ventricular  tachycar- 
dia and  ventricular  fibrillation.  In  addi- 
tion, important  reduction  of  cardiac  out- 
put resulting  in  congestive  heart  failure 
and/or  further  myocardial  ischemia  may 
result  from  an  inappropriately  slow  heart 
rate  in  the  presence  of  associated  myo- 
cardial disease.7’8 

Drug  Therapy 

Some  authorities  prefer  to  give  drug 
therapy  a thorough  trial  before  inserting 
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a transvenous  catheter  pacemaker.2  Medi- 
cal methods  of  treatment  comprise  the 
use  of  atropine  in  intravenous  or  subcu- 
taneous doses  of  0.3  to  1.2  mg  repeated 
every  four  hours  if  necessary.  This  drug 
is  effective  when  vagal  influences  are  con- 
tributing to  the  problem,  and  may  be  use- 
ful in  first  degree  A-V  block  (prolonged 
P-R  interval),  which  may  be  associated 
with  sinus  bradycardia,  and  in  some  cases 
of  second  degree  A-V  block  (intermittent 
dropped  beats) . The  most  important  side 
effects  are  difficulty  with  micturition  and 
central  nervous  system  effects  including 
restlessness  and  delirium. 

Isoproterenol  (Isuprel)  may  be  given 
sublingually  or  rectally  in  doses  of  5 to  15 
mg  every  1 to  6 hours  and  is  available  in 
10  and  15  mg  tablets.  For  the  acute  situa- 
tion parenteral  administration  of  0.2  mg 
subcutaneously  or  slowly  intravenously 
may  be  used ; however,  results  can  best  be 
obtained  with  dose  titration  of  an  intra- 
venous infusion  in  which  2 mg  of  iso- 
proterenol are  added  to  a bottle  of  1000  ml 
of  5%  dextrose  in  water  and  dripped  in 
at  varying  rates,  often  2 ml  minute  (20- 
40  drops/ minute  depending  on  the  type 
of  infusion  set  used).  Isoproterenol  may 
be  effective  in  second  or  third  degree  A-V 
block.  It  is  very  important  for  a physician 
to  be  in  constant  attendance  during  titra- 
tion of  an  isoproterenol  infusion  because 
of  the  propensity  of  this  drug  to  increase 
ventricular  irritability.  Another  disad- 
vantage is  the  unpredictable  and  some- 
times eratic  response  of  the  A-V  block 
to  this  drug.1 

If  a sympathomimetic  drug  with  some 
peripheral  pressor  effect  is  desired,  one 
may  choose  to  use  epinephrine  rather 
than  isoproterenol.  Initial  dose  titration 
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may  be  accomplished  by  placing  4 ml  of 
1:1000  epinephrine  (4  mg)  in  1000  ml  of 
5(/c  dextrose  in  water,  in  which  case  the 
effective  dose  is  often  in  the  range  of  1 
ml/min."  Careful  monitoring  for  increased 
ventricular  irritability  is  also  very  impor- 
tant with  this  drug. 

Adrenal  steroids  have  been  reported  to 
be  useful  in  treatment  of  A-V  block  com- 
plicating acute  myocardial  infarction,1"’11 
presumably  due  to  the  anti-inflammatory 
effect  on  injured  conducting  tissue.  For 
rapid  onset  of  action  in  the  acute  situa- 
tion, hydrocortisone  sodium  succinate 
(Solu-Cortef)  100  mg  or  methylprednisol- 
one  sodium  succinate  (Solu-Medrol)  40  mg 
intravenously  will  be  maximally  effective 
within  one  hour.  If  this  therapy  is  initially 
effective,  high  blood  levels  can  be  main- 
tained by  repeated  intravenous  or  intra- 
muscular injections  of  the  same  drug 
every  4 to  6 hours,  or  one  may  elect  to 
continue  steroid  therapy  orally  with 
prednisone  10  to  15  mg  every  6 hours. 
Potential  hazards  and  side  effects  of  con- 
tinous  steroid  therapy  are  well  known  and 
will  not  be  listed  here.  The  not  uncommon 
association  of  acute  myocardial  infarction 
and  diabetes  mellitus  should  make  one 
alert  for  surfacing  of  latent  diabetes  or 
worsening  of  a known  case  secondary  to 
steroid  administration.  Just  as  is  true  with 
atropine  and  sympathomimetic  drugs,  the 
effectiveness  of  steroid  therapy  is  un- 
predictable in  the  given  patient,  and  has 
added  disadvantage  of  requiring  a period 
of  hours  rather  than  minutes  to  be  effec- 
tive during  the  most  critical  phase  of 
therapy  of  acute  myocardial  infarction. 

T ransvenous  Pacemakers 

Indications  for  the  use  of  transvenous 
catheter  pacemakers  for  treatment  of  A-V 
block  in  patients  with  acute  myocardial 
infarction  are  not  yet  universally  agreed 
upon.  An  obvious  disadvantage  is  neces- 
sity to  transport  the  patient  to  the  x-ray 
department  for  fluoroscopic  placement  of  a 
bipolar  catheter  through  a jugular  venous 


cutdown.  This  can  only  be  circumvented 
by  mastering  the  technique  of  threading  a 
flexible  wire  through  a needle  blindly  into 
the  right  ventricle  under  electrocardio- 
graphic control  at  the  bedside.  In  skilled 
and  experienced  hands,  the  latter  tech- 
nique is  successful  in  80  '/<  of  these 
cases.1*12  Serious  ventricular  arrhythmias 
may  be  induced  during  placement  of  the 
catheter  requiring  ready  availability  of  an 
electrical  debrillator.  Infection  and  ven- 
tricular perforation  by  the  catheter  tip 
are  rare  later  complications. 

Despite  these  potential  problems  with 
catheter  pacemakers  in  acute  myocardial 
infarction,  there  are  a signicant  number 
of  patients,  such  as  the  one  in  the  case 
report  to  be  described,  in  whom  trans- 
venous catheter  pacing  during  the  initial 
period  after  infarction  is  imperative  for 
survival.  Modern  active  treatment  of  acute 
myocardial  infarction  is  therefore  incom- 
plete unless  this  procedure  is  available. 

One  should  make  the  decision  to  put  in 
a pacemaker  as  early  as  possible  to  permit 
adequate  mobilization  of  the  necessary 
equipment  and  personnel  before  the  pa- 
tient is  in  marked  distress  requiring  true 
emergency  management.  Once  the  pace- 
maker has  been  inserted  there  is  con- 
siderable security  in  knowing  that  the 
heart  can  be  effectively  paced  when  and 
if  necessary,  and  that  digitalis  can  be 
used  when  necessary  to  treat  congestive 
heart  failure  despite  the  presence  of  A-V 
block.  This  security  is  doubly  important 
when  experienced  cardiologists  are  not  in 
constant  attendance,  which  is  the  case  in 
the  great  majority  of  hospitals  in  which 
myocardial  infarctions  are  treated.  Local 
factors  must  weigh  heavily  in  making 
therapeutic  decisions  of  this  type  and  cri- 
teria used  in  the  Peter  Brent  Brigham 
Hospital3  are  not  necessarily  optimal  for 
the  average  community  hospital. 

Many  cardiologists  experienced  in 
coronary  care  unit  work  would  put  in  a 
catheter  pacemaker  in  patients  with  acute 
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infarction  if  either  third  decree  (com- 
plete) or  second  degree  (Wenckebach, 
2:1,  or  occasional  dropped  beat)  A-V 
block  is  present.  Some  would  add  first 
degree  block  with  P-R  interval  greater 
than  0.30  seconds  to  this  list  of  indica- 
tions.' A-V  block  associated  with  anterior 
wall  infarction  would  re-enforce  these  cri- 
teria, because  of  the  poorer  prognosis.  In 
instances  of  first  and  second  degree  block, 
the  electrical  pacemaker  may  be  kept  off, 
to  serve  as  a stand-by  to  be  used  should 
drug  therapy  fail  to  prevent  the  develop- 
ment of  complete  block  or  to  maintain  a 
sufficiently  rapid  ventricular  rate.  A 
catheter  pacemaker  in  the  right  atrium 
may  also  be  useful  in  diagnosis  of  arrhy- 
thmias by  serving  as  the  V lead  of  the 
ECG  in  which  the  P wave  will  have  signi- 
ficantly augmented  voltage.  It  may  also  be 
used  to  increase  the  heart  rate  should 
A-V  conduction  be  intact." 

Once  the  catheter  is  being  used  to  pace 
the  patient,  the  rate  will  need  adjustment 
to  achieve  optimal  benefit  from  this  para- 
meter of  circulatory  function.  The  optimal 
rate  not  only  varies  from  patient  to  pa- 
tient, but  also  varies  in  the  same  patient 
from  time  to  time  depending  on  such  as- 
sociated factors  as  fever,  infection,  hypo- 
tension, and  congestive  heart  failure.7’13 
Ventricular  arrhythmia  may  be  suppres- 
sed by  increasing  the  heart  rate  in  some 
patients.  If  the  rate  is  too  high,  cardiac 
output  and  blood  pressure  will  fall'3; 
therefore,  it  is  best  to  start  at  pacing  rates 
of  70  to  80  beats  per  minute  and  titrate 
the  rate  by  observing  closely  for  signs  of 
improvement  in  congestive  heart  failure, 
hypotension,  mentation,  peripheral  vas- 
constriction,  sweating,  ventricular  prema- 
ture beats,  and  blood  pressure — all  de- 
pending on  the  individual  circumstances 
involved.  The  energy  level  of  the  pace- 
maker impulse  should  be  set  at  the  lowest 
level  which  will  be  effective  in  capturing 
the  ventricle  in  order  to  help  prevent  trig- 
gering ventricular  arrhythmias  should  the 


patient’s  sinus  rhythm  return  and  pace- 
maker impulses  intermittently  fall  on  the 
vulnerable  period  (near  apex  of  T wave)." 

The  pacemaker  is  turned  off  when  com- 
plete A-V  block  is  replaced  by  either  stable 
1:1  conduction  or  second  degree  block 
which  can  be  controlled  by  drug  therapy. 
The  pacemaker  catheter  is  preferably  left 
in  place  for  another  10  to  21  days  as  a 
stand-by  for  recurrence  of  complete  block. 

So-called  demand  pacemakers  are  now 
generally  available.  Demand  pacemakers 
activate  when  the  heart  rate  falls  below 
a preset  rate  and  drive  the  heart  only 
until  the  heart’s  own  rate  increases  again. 
These  demand  pacemakers  avoid  the  po- 
tential danger  of  competitive  normal  sinus 
rhythm  and  fixed  rate  pacing,  which  may 
precipitate  ventricular  tachycardia  and 
fibrillation  due  to  increased  sensitivity  of 
the  vulnerable  period  in  patients  with 
acute  myocardial  infarction.3  For  this 
reason,  demand  pacemakers  are  prefer- 
able for  coronary  care  units.  In  addition, 
use  of  any  electrical  equipment  in  contact 
with  patients  with  intracardiac  catheter 
pacemakers  is  hazardous  unless  grounding 
is  adequate  and  the  manufacturer  has 
carefully  avoided  current  leakage. 

Should  the  complete  heart  block  persist 
beyond  2 weeks,  it  may  be  necessary  to 
implant  a permanent  pacemaker  before 
the  patient  leaves  the  hospital. 

The  following  case  report  illustrates  the 
life  saving  potential  of  temporary  trans- 
venous catheter  pacing  in  a severely  ill 
patient  who  was  refractory  to  initial  drug 
therapy  for  A-V  block  and  who  required 
immediate  digitalization.  The  usefulness 
of  variable  controlled  ventricular  rates  to 
meet  current  circulatory  demands  even 
when  his  own  rate  had  increased  to  88 
beats  per  minute  is  also  demonstrated. 

W.  J.  was  a 62  yr.  old  Negro  male  admitted  to 
the  Columbia  Hospital  on  5 June,  1966.  Although 
diffuse  anterior  chest  pain  had  been  present  for 
two  days,  he  elected  to  remain  in  bed  at  home 
until  the  day  of  admission  when  he  for  the  first 
time  summoned  his  family  physician.  Examination 
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in  the  home  revealed  the  appearance  of  severe  ill- 
ness with  a blood  pressure  of  190/70  mm  Hg,  pulse 
50,  and  diffuse  inspiratory  rales  in  both  lung  fields. 
An  ambulance  was  called  and  he  was  brought  to 
the  emergency  room  and  subsequently  admitted. 
The  initial  electrocardiogram  revealed  complete 
A-V  block  with  an  atrial  rate  of  80,  ventricular 
rate  of  52,  and  typical  changes  of  acute  posterior 
wall  myocardial  infarction. 

Within  the  first  30  minutes  after  arrival  in  the 
emergency  room,  he  was  successively  given  atropine 
1.2  mg  intravenously,  hydrocortisone  sodium  suc- 
cinate 100  mg  intravenously,  and  isoproterenol  0.2 
mg  intravenously,  all  of  which  failed  to  produce 
any  improvement  in  his  cardiac  rhythm.  Because 
he  was  in  early  pulmonary  edema,  he  was  then 
given  lanatoside  C 1.2  mg  intravenously. 

He  was  then  taken  immediately  to  the  x-ray  de- 
partment for  passage  of  a transvenous  bipolar 
pacemaker  through  the  right  superficial  jugular  vein 
under  fluoroscopic  observation  with  the  image  in- 
tensifier.  Using  the  catheter  pacemaker  with  the  tip 
in  the  right  ventricle  his  rate  was  gradually  in- 
creased from  80  to  90  beats  per  minute  over  the 
next  several  hours,  and  he  was  more  fully  digitalized. 

The  serum  glutamic  oxalacetic  transaminase 
reached  a maximum  of  220  units  24  hours  after 
admission  and  the  lactic  acid  dehydrogenase 
reached  a maximum  of  3,400  units  on  the  third 
hospital  day.  His  temperature  rose  to  a maximum 


of  103  degrees  on  the  third  hospital  day.  Through- 
out the  first  two  weeks  in  the  hospital  he  required 
additional  digitalis  and  diuretics  for  congestive 
heart  failure,  manifested  by  ventricular  gallop 
rhythm,  diffuse  rales,  and  elevated  jugular  venous 
pressure.  The  pacemaker  made  it  possible  to 
"push”  digoxin  without  fear  of  increasing  the  A-V 
block,  and  the  ventricular  rate  was  maintained  at 
100  to  110  beats  per  minute. 

On  the  third  day  his  ventricular  rate  with  the 
pacemaker  turned  off  had  increased  to  88  beats 
per  minute,  even  though  complete  heart  block  con- 
tinued. It  was  noted  that  when  the  pacemaker  was 
turned  off,  his  blood  pressure  declined  from  130/80 
to  110/80,  his  respiratory  rate  increased  from  24  to 
44  beats  per  minute,  and  his  extremities  became 
cool  and  moist  within  a few  minutes.  Improvement 
would  occur  within  minutes  after  artificial  pacing 
was  resumed  at  100  to  110  beats  per  minute. 

On  the  seventh  hospital  day  for  the  first  time  he 
showed  second  degree  A-V  block  with  Wenckebach 
conduction  which  could  be  converted  to  1 to  1 
conduction  transiently  with  atropine.  On  the  ninth 
day  he  for  the  first  time  showed  continuous  1 to 
1 A-V  conduction  without  specific  drug  therapy.  The 
pacemaker  was  turned  off  and  the  catheter  was 
left  in  place  for  an  additional  10  days.  It  was  re- 
moved after  a total  of  19  days,  and  he  was  dis- 
charged doing  well  after  a total  of  30  days  in  the 
hospital. 
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CARCINOMA  OF  THE  PANCREAS: 
SURVIVAL  WITHOUT  RESECTION 

A CASE  REPORT 


There  are  many  recorded  cases  of  un- 
expected longevity  following  resection  of 
what  seemed  to  be  incurable  carcinoma. 
Such  cases  serve  to  illustrate  an  unknown 
and  uncomputable  factor  in  cancer  prog- 
nosis. Among  these  are  a few  cases  of 
long  survival  in  treated  cases  of  malignant 
pancreatic  disease.  Gordon-Taylor1  re- 
ported partial  resection  of  the  pancreas 
for  carcinoma  in  a middle  aged  man  who 
lived  11  years  before  recurrence  in  the 
operative  site.  Weber2  reported  the  five 
year  survival  of  a man  who  had  pan- 
creatico-duodenal  resection  and  recon- 
struction after  the  technique  described  by 
Whipple,  Parsons  and  Mullins3.  Smith, 
Krementz,  Reed  and  Bufkin4  in  1967  re- 
viewed 600  patients  with  carcinoma  of  the 
pancreas  treated  at  Charity  Hospital  of 
Louisiana.  They  had  three  patients  who 
lived  5 years  and  two  of  these  lived  10 
years  after  surgery.  However,  Cattell  and 
Pyrtch5  in  1949  reviewed  60  cases  of  pan- 
creatico-duodenectomy  and  reported:  “It 
must  be  admitted  that  no  patient  as  yet 
has  been  cured  or  lived  5 years  or  more.” 
It  is  not  our  purpose  to  enter  the  argu- 
ment whether  to  do  or  to  forsake  pan- 
creatico-duodenectomy.  Rather  we  wish 
to  present  an  unusual  patient  with  pan- 
creatic carcinoma  who  survived  14  years 
without  resection. 

On  August  26,  1952  a 55  year  old  white  female 
was  first  seen  because  of  pain  and  soreness  in  her 
upper  abdomen.  For  the  previous  15  years  she  had 
had  episodes  of  “indigestion”.  At  times  this  “in- 
digestion" was  accompained  by  dull  abdominal 
pain  and  “gas”.  She  attributed  these  episodes  to 
dietary  indiscretion.  On  several  occasions  she  had 
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nausea  and  vomiting  but  no  hematemesis.  No  blood 
or  melena  was  observed  in  her  stools.  Her  present 
pain  and  soreness  began  10  days  previously.  Food 
of  any  type  seemed  to  increase  her  pain.  This  pain 
was  never  sharp  but  it  had  radiated  to  her  left 
side  and  left  shoulder.  She  was  employed  in  a tex- 
tile plant  and  had  an  excellent  work  record.  She  had 
a hysterectomy  at  the  age  of  32  and  a bilateral  vari- 
cose vein  ligation  with  stripping  at  the  age  54.  On 
physical  examination  she  was  a small  well  developed 
woman  with  no  abnormalities  except  slight  soreness 
in  her  supraumbilical  region,  and  the  operative  scars 
of  her  abdominal  hysterectomy  and  varicose  vein 
resections. 

A cholecystogram  and  barium  enema  were  nor- 
mal. Urinalysis  was  normal.  WBC  8,500  with  56 
segmented  neutrophils,  2 stabs  and  42  lymphocytes. 
Hemoglobin  13  grams,  urea  nitrogen  8.5  mg,  blood 
sugar  138.8  mg,  icterus  index  9.0,  Kahn  Test  nega- 
tive. On  August  31,  1952  she  was  readmitted  to  the 
hospital.  She  had  vomited  several  times.  She  felt 
that  the  upper  part  of  her  abdomen  was  distended 
and  the  previous  type  of  epigastric  pain  which 
radiated  to  her  left  side  and  left  shoulder  recurred. 
There  was  no  change  in  her  physical  conditon, 
except  slight  dehydration.  On  September  1,  1952  her 
icterus  index  was  7.6;  cephalin  flocculation-|- . 

On  September  3,  1952  an  exploratory  laparotomy 
was  done.  The  gall  bladder  was  found  slightly  dis- 
tended but  it  contained  no  stones  and  emptied  with 
very  slight  pressure.  The  common  duct  was  esti- 
mated to  be  normal  in  size.  A firm  tumor  measur- 
ing 15  by  7.5  cm  and  replacing  the  body  and  tail  of 
the  pancreas  was  found.  Biopsy  specimen  of  the 
tumor  was  reported  as  being  probable  carcinoma 
of  the  pancreas.  A cholecystojejunostomy  was  then 
done.  The  patient  was  discharged  from  the  hos- 
pital September  14,  1952.  Her  convalescence  was 
uneventful  and  at  her  insistence  she  was  permitted 
to  return  to  work  in  less  than  two  months.  For 
about  a year  she  requested  and  was  given  12  fifty 
mg  tablets  of  Demerol  every  six  to  eight  weeks. 

She  was  not  seen  again  until  August  14,  1954  when 
she  fell  and  broke  the  distal  end  of  her  left  hu- 
merus. This  was  treated  by  closed  reduction  and  a 
cast.  During  this  admission  her  abdominal  findings 
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Tissue  obtained  by  biopsy  at  time  of  second 
operation. 

were  normal  except  for  her  operative  scars.  Her 
hemoglobin  was  11.4  with  7,700  WBC,  55  segmented 
neutrophils,  one  stab  and  44  lymphocytes.  Her 
icterus  index  was  11.7  Gm;  blood  sugar  106  mg; 
cephalin  flocculation+ ; and  thymol  turbidity  nor- 
mal. She  was  discharged  from  the  hospital  August 
18,  1954  but  because  of  epigastric  pain  with  nausea 
and  vomiting  was  readmitted  August  23,  1954.  She 
was  treated  symptomatically.  A chest  x-ray  film 
was  normal.  Her  hemoglobin  was  8.95  grams  with 
6,950  WBC,  73  segmented  neutrophils  and  27  lympho- 
cytes. The  packed  cell  volume  was  40%.  After  two 
transfusions  of  500  ml  whole  blood  her  hemoglobin 
reached  14.35  grams  and  PCV  was  54%.  A glucose 
tolerance  test  done  on  August  30  was  abnormal, 
indicating  mild  diabetes. 

Fasting  1st  hour  2nd  hour  3rd  hour 

Blood  sugar  70  mg/100  ml  244  224  179 

Urine  0 0 0 0 

Her  diabetes  mellitus  was  controlled  with  U-10  Lente 
insulin  each  morning.  She  was  again  discharged 
from  the  hospital  on  September  4,  1954.  Her  frac- 
ture healed.  She  returned  to  work  and  was  not 
seen  until  October,  1958. 

On  October  2,  1958  she  was  readmitted  to  the 
hospital  complaining  of  pain  in  her  epigastrium 
with  nausea  and  vomiting  of  two  weeks  duration. 
She  had  slight  diarrhea.  No  physical  changes  were 
noted  except  for  a small  mass  in  her  epigastrium 
which  was  estimated  to  be  10  x 10  cm  in  diameter. 
It  did  not  pulsate.  October  3,  1958,  x-ray  “Examina- 
tion of  the  upper  GI  tract  reveals  a large  upper 
gastric  mass  pushing  the  fundus  of  the  stomach  to 
the  left  and  downward.  There  is  no  intrinsic  lesion 
of  the  stomach  noted.  There  is  noted  a communi- 
cation between  the  jejunum  and  the  gall  bladder 
well  filled  with  barium  from  the  fundus  into  the 
cystic  duct  and  there  is  a small  amount  of  air  in 
the  proximal  common  duct”.  October  4,  1958, 

“Barium  enema  normal”.  October  6,  1958,  “Intra- 
venous pyelogram  reveals  both  kidneys  low  in 


position,  evidently  due  to  the  upper  gastric  mass. 
The  collecting  structures  appear  normal  with 
prompt  functions”.  Her  hemoglobin  was  11.8  grams 
with  6,350  WBC,  68  segmented  neutrophils,  28 
lymphocytes,  2 eosinophils  and  2 basophils.  Her 
urinalysis  remained  normal.  It  was  recommended 
that  the  patient  have  a laparotomy  but  she  re- 
fused and  after  discharge  from  the  hospital  October 
7,  1958  had  no  treatment  until  1961. 

On  March  29,  1961  she  was  again  admitted  to  the 
hospital  complaining  of  severe  episodes  of  ab- 
dominal pain  almost  every  day.  Nausea  sometimes 
accompained  the  pain.  Again  on  physical  examina- 
tion she  appeared  in  fairly  good  health.  The  mass 
in  her  epigastrium  now  measured  12  x 14  cm  in 
size  and  was  firmer  than  it  had  been  four  years 
previously.  The  mass  was  not  tender.  Two  separate 
masses  measuring  2 x 3 cm  and  2 x 4 cm  were  just 
inferior  to  the  larger  mass.  X-ray  films  taken 
March  30,  1961  are  reported  “Gall  bladder  examina- 
tion fails  to  outline  a gall  bladder  shadow  with  oral 
contrast  media.  However,  a small  amount  of  air  is 
visible  in  the  gall  bladder  and  the  bile  duct  sys- 
tem. The  esophagus  appears  normal.  The  stomach  is 
pushed  far  to  the  left  flank  by  the  previously  de- 
scribed large  tissue  mass  in  the  left  upper  quadrant. 
This  mass  is  unchanged  in  size  or  shape  since  the 
last  examination.  The  stomach  is  flexible.  Peristalsis 
is  normal.  The  duodenal  cap  shows  no  abnormalities. 
Gall  bladder  fills  with  barium  and  appears  normal. 
Impression:  Large  soft  tissue  in  the  left  upper 
quadrant  displacing  the  stomach  to  the  left.  This 
mass  is  unchanged  in  appearance  since  the  last 
examination  3 years  ago.  The  gall  bladder  has  been 
anastomosed  to  the  small  bowel  and  fills  with 
barium.  The  gall  bladder  is  not  outlined  with  gall 
bladder  dye.  Negative  small  bowel  study.” 

Her  hemoglobin  was  13.5  grams  with  8,153  WBC 
and  a normal  differential.  Her  serum  amylase  was 
75  mg  and  her  urinalysis  was  normal.  On  March 
31,  1961  a laparotomy  was  done.  The  epigastric 
mass  completely  replaced  the  body  and  tail  of 
the  pancreas.  It  was  8 cm  in  width  by  12.5  cm  in 
length  and  6 cm  in  depth.  The  omentum  contained 
4 masses  about  3 cm  in  diameter,  of  rubbery  con- 
sistency, and  light  purple  in  color.  The  masses 
were  excised.  The  periaortic  lymph  nodes  were 
markedly  enlarged  but  there  was  no  tumor  in- 
volvement of  the  stomach  or  liver.  Sections  of  the 
excised  nodules  revealed  fibrous  tissue  extensively 
infiltrated  by  plugs  of  malignant  epithelial  cells. 
There  appeared  to  be  a tendency  toward  gland  for- 
mation. The  primary  site  could  not  be  detected 
and  the  tumor  was  diagnosed  as  metastatic  adeno- 
carcinoma of  the  abdomen.  Her  wound  healed 
promptly  and  she  left  the  hospital  on  the  13th  post- 
operative day. 

On  May  19,  1964  she  was  again  admitted  to  the 


January,  1968 


9 


OAKCINOM A OK  PANCREAS 


hospital  with  nausea  and  vomiting  and  a hemo- 
globin of  5.5  grams.  She  improved  after  transfu- 
sion of  1000  ml  whole  blood  and  symptomatic 
therapy.  She  left  the  hospital  June  7,  1964. 

On  February  4,  1965  she  broke  her  left  humerus, 
which  was  treated  with  a Velpeau  bandage.  The 
fracture  healed.  In  early  1966  her  abdominal  pain 
became  more  severe,  with  nausea,  vomiting  and 
weight  loss.  She  again  fell  and  broke  her  humerus. 
May  23,  1966  she  died. 

Autopsy  revealed  normal  lungs  except  for  pos- 
terior congestion.  The  liver  weighed  1700  grams  and 
contained  8 nodules  of  neoplastic  tissue  measuring 
up  to  5 cm  in  diameter.  The  pancreas  was  replaced 
by  a 17  cm  lobulated  mass  of  firm  rubbery  neo- 
plastic gray  tissue.  The  left  adrenal  gland  was 
distended  by  a 4 cm  neoplastic  mass.  The  small  and 
large  bowel  contained  numerous  mesenteric  nodules 
of  gray  neoplastic  tissue  measuring  up  to  1 cm 
in  diameter.  The  brain  was  not  examined.  Final 
pathological  diagnosis  was  carcinoma  of  the  pan- 
creas with  metastasis  to  the  liver,  adrenal  gland, 
omentum,  mesentery  and  periaortic  nodes  blocking 
the  right  ureter  and  producing  right  hydronephrosis. 


Tissue  of  the  tumor  at  the  time  of  autopsy. 


A similar  case  has  been  mentioned  by 
Everson  and  Cole.'1  They  refer  to  Dr.  W.  E. 
Davison’s  case  of  an  84  year  old  male,  who 
on  October  31,  1956  underwent  a laparo- 
tomy for  painless  jaundice.  “No  stones 
were  found  within  the  common  duct  and 
the  pancreas  was  only  slightly  firmer 
than  normal.  A small,  rather  hard  node 
just  medial  to  the  duodenum  was  removed 
for  histologic  examination  and  a cholecys- 
tojejunostomy  was  performed.  On  micro- 
scopic examination  of  the  nodes  a diag- 
nosis of  well  differentiated  adenocarcinoma 
was  made.  The  diagnosis  was  confirmed  by 
several  pathologists.  The  patient  was 


known  to  be  alive  and  with  no  clinical  evi- 
dence of  jaundice  or  cancer  in  August, 
1965”.  No  explanation  of  the  long  survival 
is  offered  by  Drs.  Everson  and  Cole. 

Neither  is  an  obvious  explanation  ap- 
parent in  our  case.  We  recognize  that  cer- 
tain factors  are  accepted  as  determining 
the  prognosis  of  cancer  patients.  These  are 
generally  thought  of  as  (a)  histological 
grading  of  the  tumor;  (b)  the  infiltration 
of  surrounding  parts ; especially  the  neigh- 
boring veins  and  lymphatics;  (c)  the  in- 
vasion of  lymph  nodes;  (d)  the  presence 
of  local  or  distal  metastasis ; (e)  the 
method  of  treatment;  (f)  the  general 
health  of  the  patient  (g)  and  the  patient’s 
resistance  to  his  own  cancer.  This  patient 
exhibited  most  factors  of  an  unfavorable 
prognosis  at  the  time  of  her  first  laparo- 
tomy in  1952.  Again  in  1961  laparotomy 
revealed  an  extension  of  the  unfavorable 
factors,  and  a larger  tumor  with  local  and 
omental  and  mesenteric  extension.  Despite 
these  findings,  this  patient  remained 
healthy  in  appearance  for  over  13  years. 
She  carried  a full  work  load  and  certainly 
found  life  more  pleasant  than  many  pa- 
tients. 

We  submit  that  this  patient  represents 
the  incomputable  factor  in  cancer  prog- 
nosis. This  is  the  longest  recorded  survival 
of  proven  carcinoma  of  the  pancreas. 
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CLINICAL  NOTE 


A PRACTICAL  TECHNIQUE  FOR  THE  RESUSCITATION  OF  THE  NEWBORN 


At  a time  of  cardiac  arrest,  the  phy- 
sician often  finds  himself  without  benefit 
of  proper  resuscitative  equipment,  espe- 
cially in  the  newborn  nursery.  Few  hospi- 
tals are  equipped  with  artificial  breathing 
apparatus  for  infants. 

Here  is  an  effective,  practical,  and 
available  means  to  inflate  the  lungs  of  a 
newborn  baby  in  distress. 

A single  towel  is  rolled  and  placed  be- 
neath the  shoulders  of  the  baby  lying 
supine  in  his  incubator  or  crib.  The  head 
is  thus  thrown  back  with  the  neck  ex- 
tended. The  nasopharynx  is  aspirated  for 
mucus  plugs.  The  infant’s  mouth  is  closed. 
The  chin  is  elevated  with  the  finger  tips 
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of  the  left  hand,  with  the  left  thumb 
against  and  closing  the  left  nostril.  The 
tip  of  a standard  three  or  four  ounce 
bulb  syringe  is  inserted  into  the  right  nos- 
tril and  the  bulb  is  squeezed,  forcing  the 
air  through  the  nasal  passages  into  the 
throat  and  bronchial  tubes  of  the  baby, 
inflating  the  lungs  by  positive  pressure. 
By  releasing  the  pressure  on  the  bulb,  air 
is  sucked  out  and  the  lungs  deflated  by 
their  own  compliance  and  by  negative 
pressure  suction. 

Mucus  can  also  be  aspirated  at  the  same 
time.  This  procedure  can  be  repeated  often 
without  tiring  the  resuscitator.  Cardiac 
massage  by  two  finger  compression  over 
the  lower  one  third  of  the  sternum  can 
be  done,  alternating  the  massage  and  arti- 
ficial respiration. 


Hemicorporectomy : Hemodynamic  and  Metabolic 
Problems— Pano  A.  Lamis,  Jr.,  A.  J.  Richards,  Jr., 
and  M.  G.  Weidner,  Jr.  (Charleston)  Amer  Surg  33: 
443-448  (June)  1967. 

Hemicorporectomy,  translumbar  amputation, 
has  been  proposed  for  excision  of  extensive  malig- 
nant conditions  of  the  lower  body  with  no  evi- 
dence of  distant  metastases.  Several  reports  have 
demonstrated  the  technical  feasibility  of  the 
procedure.  The  post-operative  metabolic  and 
hemodynamic  responses  however  have  presented 
serious  problems.  A 38  year  old  patient  with  mas- 
sive extension  of  carcinoma  of  the  penis  satis- 
fied the  criteria  for  the  operation.  On  December 
14,  1964,  he  had  a translumbar  amputation  at 
the  L4,  L5  level.  He  had  a very  difficult  post- 
operative course  and  died  approximately  32  days 
later. 

During  his  post-operative  course  he  was  studied 
very  thoroughly  from  many  standpoints.  It  was 
extremely  difficult  to  control  his  acid-base  equili- 
brium and  fluid  replacement.  It  is  difficult  to 
generalize  from  this  limited  experience,  but  cer- 


tain recommendations  are  made  for  the  post- 
operative care  of  these  patients  in  the  future. 
An  accurate  determination  of  all  fluid  losses 
should  be  made  with  volume  for  volume  replace- 
ment of  water  in  all  external  losses. 

Electrolyte  replacement  should  be  calculated  on 
basis  of  the  measured  electrolyte  content  of  the 
lost  fluids.  Careful  and  continuous  measurements 
of  the  patient’s  weight  seem  to  be  unquestioned. 
Central  venous  pressure  monitoring  and  cardiac 
output  determination  are  excellent  guides  and 
should  be  used  to  guide  fluid  replacement.  Gen- 
eral care  should  include  a gastrostomy,  readily 
available  fresh  whole  blood,  and  the  use  of  me- 
chanical respirators. 

It  should  be  noted  that  other  patients  have 
had  the  operative  procedures  performed  who 
apparently  have  not  demonstrated  this  marked 
difficulty;  however,  most  of  these  patients  have 
been  those  with  extremely  small  body  mass  in 
their  extremies.  It  is  also  noted  that  several  pa- 
tients have  been  rehabilitated  and  are  living  a 
functional  life. 
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X-RAY  FILM  OF  THE  MONTH 
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This  63-year  old  white  male  was  seen 
by  his  physician  for  a complaint  of  exer- 
tional dyspnea  and  the  chest  film,  Figure 
1,  was  taken  at  that  time.  After  a sug- 
gested radiological  diagnosis,  he  wTas 
treated  medically,  and  the  second  film. 
Figure  2,  was  taken  one  month  later. 

This  is  an  example  of  the  so-called 
“vanishing  tumor”  of  the  lungs.  This  is 
a term  for  a localized  transudative,  inter- 
lobular pleural  fluid  collection  resulting 
from  congestive  heart  failure.  While  at 
first  glance  it  resembles  a solid  neoplasm, 
following  effective  diuresis  as  shown  here 
from  digitalis  and  diuretics,  it  will  dis- 
appear, hence  the  name.1 

A lateral  film  is  of  great  value  in  demon- 


strating the  fluid  to  be  in  the  fissure. 
Quite  often  this  loculation  may  be  the  only 
fluid  seen  in  the  pleural  space.  Most 
authors  seem  to  feel  that  this  is  the  result 
of  an  obliterative  pleuritis,  which  makes 
the  larger  portion  of  the  pleural  space  un- 
available for  the  accumulation  of  fluid. - 
The  majority  of  the  reported  cases  are 
right-sided,  and  can  be  in  either  the  trans- 
verse or  oblique  fissure.  When  the  fluid 
is  in  the  oblique  fissure  it  tends  to  be 
hazier  and  less  well  demarcated  than  a 
collection  in  the  transverse  fissure  on  the 
posterior-anterior  roentgenogram.  Ob- 
viously, early  recognition  will  prevent  the 
patient  having  to  undergo  the  usual  diag- 
nostic tests  that  might  otherwise  be  em- 
ployed in  the  management  of  a true  lung 
tumor. 
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Presidential  Address:  The  Sins  of  the  Surgeon — 

C.  P.  Artz  ( Charleston*  Amer  Surg  33:  597-601  <Aug. ' 
1967. 

Probably  the  greatest  sin  of  surgeons  as  a group 
is  the  sin  of  sloth  in  which  there  has  been  a 
distinct  disinclination  to  action  in  many  facets  of 
the  profession.  We  have  not  looked  at  the  needs 
of  the  people  of  our  country  in  a realistic  fashion. 
Since  1945  the  population  of  the  United  States 
has  increased  by  nearly  40  per  cent  and  this 
increase  continues.  By  the  end  of  this  decade 
there  will  be  nearly  210  million  Americans  and 
by  the  end  of  the  century  more  than  300  million. 

We  have  not  organized  our  surgical  practices 
best  to  exploit  our  capabilities.  More  partner- 
ships and  more  clinics  are  needed  for  the  better 
utilization  of  our  talents.  Medical  care  must  be 
looked  at  from  the  patient’s  point  of  view,  not 
just  the  doctors’. 

Many  surgeons  are  really  slothful  in  their  ap- 
proach to  postgraduate  education. 

A surgeon  should  spend  a minimum  of  two 
weeks  per  year  in  real  postgraduate  education. 
This  may  mean  participating  in  a course  or  go- 
ing to  a postgraduate  meeting.  It  has  been  dif- 
ficult to  measure  how  well  physicians  keep  up 
with  the  changes  in  medicine.  Ninety  per  cent 
of  what  we  know  and  utilize  today  was  not 
known  20  years  ago.  In  this  rapidly  advancing 
age  surgeons  must  budget  their  time  and  energy 
for  acquistion  of  new  knowledge. 

Undoubtedly  there  are  many  virtuous  avenues 
that  should  be  pursued— I would  like  to  propose 
five  for  your  thoughtful  and  conscientious  de- 
liberation. 

1.  Every  surgeon  should  use  his  time,  influence, 
talent  and  money  to  promote  expansion  and  in- 
crease in  the  number  of  medical  schools.  It  is 
obvious  that  we  need  more  physicians. 

2.  Every  surgeon  must  accept  responsibility  in 
his  own  community  for  improvement  in  the  or- 
ganization and  extension  of  medical  care.  If 


this  responsibility  is  not  taken  by  us  physicians, 
someone  will  be  appointed  or  elected  by  the  con- 
sumer to  do  it.  Regionalization  appears  at  the 
present  time  to  be  a highly  efficient  method  of 
improving  medical  care  in  our  large  population 
with  a limitation  of  professional  manpower. 

3.  Physicians  in  general  should  provide  a rep- 
resentative organization,  such  as  a national 
academy  of  medicine!  perhaps  surgeons  should 
take  the  leadership  in  the  formation  of  such  a 
group.  A single  organization  of  approximately 
100  physicians  representing  the  highest  excel- 
lence in  medical  practice,  medical  education,  re- 
search and  the  basic  sciences  as  well  as  all  the 
specialties  should  be  available  for  opinions  and 
guidance  when  legislation  and  other  changes 
related  to  medicine  are  under  consideration. 

4.  Greater  emphasis  must  be  placed  upon  post- 
graduate education.  Specialized  postgraduate 
courses  should  be  increased;  gi'eater  importance 
must  be  given  to  the  acquisition  of  good  teachers 
even  if  this  means  providing  them  with  ade- 
quate remuneration  for  the  time  spent  away  fi*om 
their  offices. 

5.  There  is  a great  need  to  delineate  who  is 
permitted  to  do  surgery.  Obviously,  improvement 
in  care  will  come  when  only  those  individuals 
trained  in  surgery  are  permitted  to  perform  ma- 
jor operative  procedures.  Are  we  coming  to  a 
time  when  surgeons  will  be  licensed  to  perform 
their  art?  And  now  in  summary,  surgeons  in 
America  should  be  joyful  in  their  accomplish- 
ments of  the  past  quarter  century.  They  should 
face  the  new  challenges  of  the  revolutionary 
future  with  a youthful  and  optimistic  spirit.  They 
should  direct  their  energies  more  than  ever  be- 
fore toward  improved  organization  for  the  more 
efficient  care  of  all  peoples.  We  must  not  sup- 
plant our  sins  of  the  past  with  other  evils  but 
replace  them  with  new  virtues  as  these  new  chal- 
lenges arise. 
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President’s  Pages 

This  is  the  substance  of  an  address  to  a local 
service  club. 

A large  segment  of  the  public  feels  animosity 
towards  the  medical  profession — not  towards  in- 
dividuals but  towards  the  group.  Most  people  think 
their  physician  is  a wonderful  person  but  they  are 
prejudiced  against  physicians  as  a class.  There  is 
one  particular  reason  for  this  physicians  cannot 
deny:  when  a person  gets  sick  and  has  to  call  a 
physician  he  is  forced  to  buy  something  (the  phy- 
sician’s services)  that  he  did  not  want  in  the  first  place.  He  might  joyously  spend  four 
or  five  thousand  dollars  for  a car.  That  is  something  he  wanted.  But  who  wants  to  get 
sick,  who  wants  to  pay  a physican. 

Now  though  let  us  look  at  some  of  the  debatable  complaints  the  public  thinks  it 
reasonably  has  against  physicians.  1.  There  is  no  guarantee  the  physician’s  services  are 
going  to  be  successful — even  death  might  come  in  spite  of  his  most  valiant  efforts.  2. 
All  expense  related  to  an  illness  is  usually  blamed  on  the  attending  physician — nurses, 
medicines,  appliances,  hospital  bills,  etc.  (The  physician  actually  gets  less  than  one  third 
of  the  “health  dollar”.)  3.  All  doctors  are  rich,  got  rich  quickly,  and  did  it  by  goug- 
ing the  public.  4.  Doctors  will  not  work  much,  you  can’t  get  one  when  you  want  him, 
they  will  not  make  house  calls  and  certainly  not  at  night,  etc.,  etc. 

Now  obviously  where  there  are  so  many  complaints  against  a profession,  identical 
complaints  common  to  every  town  and  state  scattered  across  the  nation,  one  of  two 
things  had  to  occur.  1.  The  complaints  were  organized  and  publicized  deliberately  by 
some  group  or  2.  The  profession  is  indeed  made  up  of  renegades,  charlatans,  and 
criminals. 

Could  it  be  that  the  public  has  been  meticulously,  skillfully,  deliberately  misled  by 
people  bent  on  the  destruction  of  our  profession  as  it  now  exists?  Consider  the  am- 
bitions of  the  social  planners,  the  liberals,  that  group  of  politicians  desperately  anxious 
to  get  their  hands  on  the  thousands  of  jobs  to  be  handed  out  under  socialized  medicine. 
And  consider  those  who  sincerely  believe  in  the  desirability  of  socializing  our  nation. 
Could  it  be  that  these  people  have  performed  the  perfidious  near-miracle  of  brainwash- 
ing this  nation  as  to  its  attitude  toward  the  medical  profession?  Could  it  be? 

There  is  no  point  in  taking  time  to  refute  individual  charges.  By  proving  a per- 
son wrong  we  would  simply  win  a battle  and  lose  a war.  Nobody  wants  to  be  proven  wrong 
in  specifics.  And  so  far  as  the  unscrupulous  are  concerned  as  fast  as  you  prove  them 
wrong  about  one  complaint  they  manufacture  two  more. 

Instead  let  us  look  at  the  fundamental  premise  on  which  the  supposed  complaints 
are  based.  If  the  fundamental  premise  is  wrong,  immoral,  intolerable  the  entire  case 
collapses.  A fire  cannot  be  extinguished  when  no  fire  exists.  Could  it  be  that  our  op- 
ponents are  manufacturing  a case  by  yelling  fire  when  no  fire  exists? 

Most  of  this  propaganda  started  during  the  First  and  Second  World  wars.  The  rate 
of  people  rejected  for  military  service  because  of  having  received  improper,  or  no, 
medical  care  was  astounding.  News  releases  stated  thirty,  fifty,  even  sixty  percent  of 
draftees  were  rejected  for  medical  reasons.  The  national  news  media,  most  of  which  is 
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liberal,  blazoned  the  “news”  all  over  the  world.  But  do  you  have  any  idea  how  many 
categories  were  included  in  these  startlingly  high  percentages  of  “rejects” — medical  re- 
jects? Included  were  those  who  could  not  read  and  write,  those  who  were  born  with 
conditions  for  which  there  was  no  known  treatment,  those  who  had  been  saved  from 
imminent  death  by  miraculous  medical  care  (such  as  cardiacs  successfully  operated  on 
for  congenital  heart  defects).  Obviously  these  people  could  not  possibly  be  classed  as 
having  been  rejected  because  of  lack  of  proper  medical  care.  Blit  they  were.  And  the 
resulting  false  statistics  have  been  cited  every  since  as  proof  of  the  lack  of  proper 
medical  care  received  by  our  people. 

Obviously  the  fundamental  premise  on  wrhich  the  accusations  against  the  medical 
profession  were  made  is  wrong,  immoral,  and  intolerable.  The  only  tire  was  an  arti- 
ficial fire,  the  only  alarm  a false  alarm.  The  entire  premise  was  intolerable  and  the 
socializers’  case  collapses  if  regarded  with  impartiality. 

Our  profession  is  not  perfect  but  then  none  is.  There  is  room  for  vast  improve- 
ment and  unbelievable  improvement  has  already  been  made.  Our  own  medical  school 
graduates  twice  as  many  physicians  now  as  it  did  when  I graduated  and  shortly  it  will 
be  graduating  three  times  as  many — 120  a year  to  be  exact.  And  today’s  physicians  and 
those  graduating  are  just  as  dedicated  to  humanity  as  were  those  fifty  years  ago.  Phy- 
sicians have  not  changed : people’s  opinion  has  changed  or,  rather,  been  manipulated. 

Obviously  most  of  the  charges  against  us  are  artificial,  created,  cultivated,  and 
propagated  by  a highly  dedicated  group,  a group  dedicated  to  the  socialization  of  med- 
icine— and  of  the  nation.  Make  no  mistake  about  it  either.  If  they  succeed  you  will 
find  them  just  as  determined  to  destroy  and  socialize  your  profession,  the  banks,  the 
farmers,  the  merchants,  etc.  These  ultra-liberals  are  zealots. 

Well,  what  can  we  physicians  do  to  defend  ourselves?  In  a way,  very  little.  We  can- 
not go  round  shouting  our  praises.  A virtuous  woman  who  runs  around  bragging  how 
virtuous  she  is  generates  the  attitude  “Methinks  she  doth  protest  too  much”. 

Professionally,  all  we  can  do  is  go  our  way  in  honor  and  dignity.  But  there  is 
something  else  we  can  do  outside  of  our  profession,  something  wre  must  do.  We  must 
enter  the  political  life  of  the  nation.  We  must  become  politically  informed  and  active. 
No  longer  can  we  naively  leave  the  selection  of  a president  to  labor  union  leaders.  Some 
fifteen  million  people  belong  to  labor  unions.  But  all  the  rest  do  not.  You  and  I and  all 
of  us  must  take  our  political  responsibilities  more  seriously.  It  is  no  understatement  to 
say  that  it  is  a life  or  death  proposition. 

The  medical  profession  wants  no  special  dispensation.  All  we  ask  is  intelligent 
consideration,  consideration  free  of  bias  and  political  chicanery.  If  the  premise  on  which 
a case  is  based  is  proved  wrong  the  whole  case  falls.  I think  this  has  been  shown  here. 
The  socializers’  premise  is  based  on  false  propaganda.  I am  not  ashamed  of  the  medi- 
cal profession.  I am  ashamed  of  the  socializers  who  sail  under  false  labels.  If  the  nation 
wants  to  be  socialized  it  has  a perfect  right  to  be  socialized.  But  let  us  not  make  the 
mistake  of  having  it  inflicted  on  us  unbeknownst! 


Norman  O.  Eaddy 
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Editorials 


The  Governors  Council  on  Health 

Twenty  four  individuals,  all  but  four 
of  them  in  some  official  position,  have  been 
appointed  by  the  Governor  to  act  as  an 
advisory  council  for  developing  a state 
health  plan  which  will  provide  for  the 
health  needs  of  every  person  in  South 
Carolina.  The  Council  includes  represen- 
tatives of  state  departments  concerned 
with  health  matters,  of  professional  or- 
ganizations in  the  health  field,  and  other 
groups  less  specificially  related  to  health, 
such  as  the  NAACP,  the  Farm  Bureau, 
and  various  councils  and  educational  in- 
stitutions. 

There  have  been  a number  of  Health 
Councils  in  the  past,  but  none  so  broadly 
constituted  or  officially  backed.  Most  of 
them  have  stumbled  over  the  usual  root 
of  all  evil.  In  the  light  of  their  vast  ex- 
periences, many  in  existence  should  be 
valuable  councillors  to  the  Council  in  get- 
ting its  plans  under  way. 

sjs  * * 

To  Save  or  Not  To  Save 

Modern  equipment  intended  for  resus- 
citation of  patients  with  cardiac  or  res- 
piratory arrest  is  commonly  available  in 
hospitals.  An  emergency  call  brings  quick- 
ly a team  and  its  equipment.  The  urgency 
of  speedy  action  often  disallows  time  for 
consideration  of  the  basic  desirability  of 
saving  a patient  in  sudden  distress  whose 
survival  may  mean  only  sorrow  and 
trouble  for  him  and  his  family. 

Some  hospital  staffs  have  adopted  the 
policy  of  discussing  beforehand  the  need 
for  using  or  withholding  heroic  measures 
of  resuscitation  on  individual  patients. 
One  London  hospital  staff  considered  that 
there  were  several  categories  in  which 
efforts  should  not  be  made.  They  were  1) 
the  very  elderly  (over  sixty-five!)  2) 
those  with  cancer,  3)  chronic  chest  dis- 
ease, or  4)  chronic  renal  disease.  A pa- 


tient in  this  hospital,  getting  wind  of 
the  standing  rules,  alerted  a national 
broadcasting  system,  which,  along  with 
other  media,  produced  numerous  indignant 
programs.  These  dramatic  expressions  led 
the  Minister  of  Health  to  make  an  investi- 
gation through  a committee,  which  com- 
mended the  Chief  of  the  Medical  Service 
for  his  foresight  and  guidance,  but  de- 
plored the  publicity  attached  to  the  me- 
morandum that  the  patient  had  seen. 
Furthermore  it  pointed  out  that  narrow 
classification  of  patients  was  dangerous, 
and  that  judgment  of  a situation  should 
always  be  individual. 

It  is  interesting  to  know  that  the  re- 
sponse of  the  general  public  was  far 
more  favorable  than  would  have  been  ex- 
pected from  the  sensational  outbursts 
from  the  communications  media. 

iji  i}c 

The  South  Carolina  Tuberculosis 
Association 

On  the  cover  of  the  annual  report  of 
this  organization,  well  recognized  for  its 
accomplishments,  is  the  note  “Fifty  Years 
of  Service”  and  indeed  its  service  has  been 
a good  one.  Starting  its  work  very  mod- 
estly under  the  name  of  the  Red  Cross 
Seal  Commission  in  1912,  with  a budget 
of  $400,  it  became  the  South  Carolina 
Anti-Tuberculosis  Association  in  1917, 
and  now  fifty  years  later  as  the  South 
Carolina  Tuberculosis  Association  works 
with  a fund  of  nearly  $400,000.  Primarily 
its  goal  was  education.  Gradually  it 
worked  with  and  for  the  State  and  County 
Boards  of  Health  in  promoting  establish- 
ment of  sanatoria,  providing  nurses,  chest 
clinics,  scholarships,  nutrition  camps  and 
the  like. 

In  spite  of  the  loss  of  its  funds  in  the 
depression  of  the  1930’s,  the  Association 
came  back  vigorously,  initiating  x-ray 
surveys,  case  findings,  and  tuberculin  test- 
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ing.  The  recent  general  decline  of  tuber- 
culosis seemed  to  indicate  that  its  goals 
had  been  nearly  accomplished,  but  a new 
increase  in  the  disease  shows  that  the  ef- 
fort toward  eradication  cannot  be  re- 
laxed. 

The  successful  and  active  course  of  the 
Association  now  allows  it  to  extend  its 
interest  to  non-tuberculous  pulmonary  dis- 
ease, which  appears  too  to  be  growing  in 
seriousness  and  frequency.  In  view  of  this, 
the  recently  expressed  thought  that  sana- 
toria are  now  of  limited  usefulness  ap- 
pears to  be  unjustified. 

The  Association  carries  on  with  the  as- 
sistance of  a large  body  of  volunteers. 
Many  of  our  prominent  citizens  and  phy- 
sicians have  been  active  workers  in  its 
growth,  so  many  that  it  is  hard  to  ascribe 
major  credit  to  any  one  of  them.  Among 
those  who  showed  early  interest  in  the 
movement  to  control  tuberculosis  were 
Dr.  John  L.  Dawson  and  Dr.  Robert  Wil- 
son of  Charleston.  The  leader  of  efforts  to 
organize  action  in  a state  level  was  Dr. 
Reed  Smith  of  Columbia.  The  rank  and 
file  of  volunteers  have  shown  continuing- 
dedication  to  the  cause,  and  have  made 
the  work  of  the  Association  possible  and 
successful. 


The  Future  of  Tuberculosis  Control 
in  South  Carolina 

With  the  death  of  Rudolph  Farmer  on 
12  October  1967  the  State  lost  a dedicated 
physician  who  devoted  his  life  to  the  study 
and  treatment  of  patients  with  tubercu- 
losis. As  a member  of  the  staff  of  the 
South  Carolina  Sanitorium,  usually  re- 
ferred to  as  State  Park,  from  1930  until 
his  death,  his  name  became  synonymous 
with  the  tuberculosis  program  in  South 
Carolina.  After  he  became  the  Superin- 
tendent and  Medical  Director  of  the  South 
Carolina  Sanitorium  in  1934,  he  continued 
to  strive  for  improvement  in  services  the 
State  could  offer  its  citizens  afflicted  with 
this  long  time  scourge  of  mankind.  The 
State  will  be  forever  indebted  to  him  for 


his  devotion  to  duty  and  service  through- 
out his  life. 

With  the  passing  of  Dr.  Farmer,  how- 
ever, there  has  come  a time  for  reappraisal 
of  the  method  and  methods  of  tubercu- 
losis control  in  the  State  of  South  Carolina. 
During  Dr.  Farmer’s  lifetime,  the  empha- 
sis in  tuberculosis  control  was  primarily 
upon  case  finding  and  isolation  of  the  pa- 
tient from  the  well  public,  for  the  protec- 
tion of  the  latter  as  well  as  for  the  treat- 
ment of  the  former.  Since  the  advent  of 
the  specific  anti-tuberculous  agents  around 
1950,  the  efficacy  of  treatment  has  im- 
proved strikingly  and  the  duration  of 
hospitalization  for  isolation  has  been 
markedly  shortened.  This  shortening  in 
the  time  of  hospitalization  has  led  to  a 
decrease  in  the  number  of  hospital  beds 
needed  for  tuberculosis  and  a consolida- 
tion of  hospitals  to  allow  the  closing  of 
some.  This  in  turn  has  led  the  public,  and 
to  some  extent  the  medical  profesison,  to 
the  general  belief  that  tuberculosis  is  no 
longer  a significant  problem.  Unfortun- 
ately, nothing  could  be  farther  from  the 
truth.  The  decline  in  the  mortality  rate 
and  the  decrease  in  the  duration  of  hos- 
pitalization have  not  been  accompanied  by 
a proportionate  decrease  in  the  number  of 
cases  in  the  population.  There  remain  an 
estimated  25,000,000  persons  affected  with 
tuberculosis  in  the  country  today,  and 
there  are  still  approximately  50,000  new 
cases  reported  each  year. 

In  view  of  the  large  tuberculosis  prob- 
lem which  does  exist  throughout  our  state 
and  the  nation,  a change  will  have  to  be 
made  from  the  traditional  methods  of  deal- 
ing with  it.  The  importance  of  the  prin- 
ciples of  prolonged  isolation,  prolonged 
bed  rest,  outdoor  living,  and  elaborate 
regulation  of  diet  and  physical  activity 
have  been  altered  dramatically  since  the 
advent  of  safe  and  effective  antimicrobials 
for  the  treatment  of  tuberculosis.  In  the 
future,  in  the  continued  effort  to  eradicate 
tuberculosis,  more  emphasis  will  have  to 
be  placed  upon  prevention  of  the  disease 
as  well  as  upon  its  treatment  after  the 
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onset  of  its  activity.  In  addition  to  hospital 
services,  there  are  now  and  will  be  needed 
increased  out-patient  services  and  im- 
proved laboratory  services.  These  are 
pressing  needs.  Better  continuity  of  care 
is  needed.  The  importance  of  out-patient 
care  now  equals  or  even  exceeds  that 
of  inpatient  care.  There  is  needed  im- 
provement of  services  for  the  care  of  non- 
tuberculous  respiratory  diseases,  many 
of  them  chronic  and  extremely  disabling. 
There  are  needed  increased  resources  to 
make  available  the  improvements  that  are 
needed  so  urgently. 

It  is  hoped  that  the  Governor  and  the 
Board  of  Trustees  of  the  South  Carolina 
Sanitorium  will  give  due  consideration  to 
the  changes  that  need  to  be  wrought. 
Serious  consideration  should  be  given  to 
placing  the  entire  Tuberculosis  Control 
Program  under  the  State  Board  of  Health, 
since  hospitalization  is  only  one  com- 
ponent of  a complete  control  program. 

Edward  F.  Parker,  M.D. 


Pioneers  in  Vitamins 

With  “vitamins”  a household  word  and 
the  joy  of  Madison  Avenue,  it  seems  hard 
to  realize  that  some  55  years  ago  we 
blundered  along  ignorant  of  our  dietary 
deficiences  and  reasonably  content  in  that 
unfortunate  state. 

Two  of  the  great  pioneers  in  the  field 
from  which  grew  our  present  knowledge 
of  these  substances  have  recently  gone  to 
their  rewards.  Certainly  their  contribu- 


tions to  our  knowledge  of  health  entitle 
them  to  the  best  of  whatever  is  to  be  had 
in  the  scientist’s  heaven. 

Dr.  Casimir  Funk  was  a Pole  who  came 
as  a young  man  to  this  country,  then  re- 
turned to  direct  an  ideal  laboratory  in 
Warsaw,  later  coming  back  to  the  United 
States.  He  made  contributions  related  to 
hormones  and  cancer,  but  his  best  known 
work  was  the  discovery  of  thiamine,  ac- 
complished in  his  search  for  a cause  for 
beri-beri.  He  always  emphasized  that  the 
necessary  vitamins  came  from  a proper 
diet,  not  from  bottles. 

Dr.  Elmer  V.  McCollum  made  his  con- 
tribution by  observation  of  nutritional  ex- 
periments with  animals.  His  work  with 
rats  demonstrated  among  other  things  the 
function  of  vitamin  A and  especially  the 
importance  of  vitamin  D in  rickets. 
Thanks  to  Dr.  McCollum  and  to  many 
thousands  of  rats,  which  served  what 
seems  to  be  their  one  useful  purpose,  the 
cause  of  rickets  was  established.  Once  ex- 
tremely prevalent,  today  the  disease  is  a 
rarity  where  proper  food  and  vitamins  are 
available  and  used. 

These  men  were  true  pioneers  in  estab- 
lishing the  knowledge  of  vitamin  deficiency 
as  a cause  of  disease  and  providing  neces- 
sary curative  material.  While  other  ob- 
servers had  shown  much  earlier  that  dis- 
eases such  as  scurvy  were  due  to  lack  of 
certain  kinds  of  food,  it  remained  for  them 
to  demonstrate  scientifically  the  facts  up- 
on which  much  of  our  knowledge  of  nutri- 
tion rests. 


50  YEARS  AGO 


January  1918 


The  Committee  on  the  Scientific  Program  was 
elected  by  the  House  of  Delegates.  The  Association 
was  still  collecting  small  sums  to  pay  for  the  Nor- 
wood Memorial  Monument  which  had  been  put  in 
place  ( a stone  to  Wesley  C.  Norwood  in  Abbeville.) 


The  Journal  carried  a roster  of  members  of  the 
Association. 

Dr.  Tyler’s  Private  Hospital  for  surgical  patients 
in  Greenville  was  advertised.  The  Medical  College 
also  advertised  its  “fine  new  three  story  building”. 
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THE  OSTEOPATHIC  PROBLEM 

M.  L.  MEADORS 


The  principal  legislative  problem  and, 
in  fact,  the  only  one  of  serious  concern  in 
the  past  few  years  has  resulted  from  the 
repeated  efforts  by  the  osteopaths  to  have 
the  South  Carolina  General  Assembly  ex- 
tend the  scope  of  their  license  to  practice. 
For  ten  years  or  more,  each  Session  has 
had  before  it  for  consideration  Bills  with 
this  general  purpose.  The  few  (about  six) 
osteopaths  in  the  State  have  had  the  ac- 
tive assistance  of  the  American  Osteo- 
pathic Association  which,  on  two  occas- 
ions, has  had  is  chief  counsel  from  the 
Chicago  headquarters  to  testify  before 
a legislative  committee — once  in  the 
Senate  and  once  in  the  House.  The  most 
active  advocate  for  the  position  of  the 
osteopaths  has  been  Dr.  E.  A.  Johnson, 
of  Summerville,  Secretary-Treasurer  of 
the  State  Board  of  Osteopathic  Examiners. 
Dr.  Johnson  is  a former  resident  of  Phila- 
delphia and  a graduate  of  the  osteopathic 
college  there  where  he  was  engaged  in 
practice  for  some  time.  He  is  a genial, 
pleasant,  able  man  and  a tireless  worker 
in  his  efforts  to  convince  the  Legislators 
to  his  point  of  view.  In  many  cases  he  has 
been  successful. 

Despite  the  efforts  of  the  American  Os- 
teopathic Association  and  Dr.  Johnson,  and 
also  in  spite  of  the  able  assistance  given 
them  by  some  of  the  leaders  in  the  Gen- 
eral Assembly,  so  far  their  efforts  have 
been  unsuccessful  although  there  is  no 
question  about  the  fact  that  they  have 
gained  considerable  strength  over  the  past 
few  years.  Having  failed  in  the  previous 
General  Assembly  to  get  their  Bill  con- 
sidered on  the  floor  of  the  House  in  which 
it  had  been  introduced,  friends  of  the 
osteopaths  early  in  the  1967  Session  pre- 
sented three  Bills — H.  1116,  H.  1117  and 
H.  1118.  H.  1116  would  have  added  the 
osteopaths  to  the  limited  categories  (phy- 
sicians, dentists  and  veterinarians)  who 
are  authorized  to  prescribe  and  administer 
antibiotics,  narcotics  and  other  dangerous 
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drugs.  H.  1117  would  have  redefined  the 
practice  of  osteopathy,  so  as  to  make  it 
all  inclusive,  giving  to  the  osteopaths  the 
right  to  perform  surgery  and  to  practice 
medicine  generally  to  the  same  extent  as 
the  M.  D.’s  but  would  have  continued  to 
designate  them  as  osteopaths  or  doctors  of 
osteopathy.  The  third  Bill,  H.  1118  would 
have  changed  the  Medical  Practice  Act  by 
adding  an  osteopath  to  the  State  Board  of 
Medical  Examiners  and  requiring  all  new 
applicants  for  license  in  South  Carolina 
in  osteopathy  to  take  the  same  board  ex- 
amination as  applicants  for  medical  license 
and,  in  addition,  an  examination  in  osteo- 
pathy by  the  osteopathic  member.  All  of 
the  Bills  were  referred  to  the  House  Com- 
mittee on  Military,  Public  and  Municipal 
Affairs.  At  the  request  of  the  Association, 
a public  hearing  was  held  and  shortly 
thereafter  all  three  Bills  were  reported 
out  favorably  with,  however,  a minority 
unfavorable  report.  There  followed  what 
must  be  a unique  situation  in  the  annals 
of  legislative  history.  When  the  three 
Bills  were  reached  on  the  Calendar  of  the 
House,  and  despite  the  fact  that  op- 
ponents were  alert  and  prepared  to  oppose 
them,  they  were  called  for  consideration 
and  disposed  of  in  such  rapid  fire  suc- 
cession that  even  the  proponents  of  the 
Bills  had  no  opportunity  to  speak  on  them. 
Within  a few  minues,  however,  and  as 
soon  as  recognition  could  be  obtained  from 
the  Speaker,  motions  were  made  and 
readily  adopted  for  reconsideration  of  the 
vote  whereby  each  of  the  Bills  had  just 
been  passed  on  second  reading.  Each  of 
them  was  then  taken  up  in  order  and  on 
that  or  the  next  legislative  day,  were  de- 
feated by  a majority  of  approximately  two 
to  one.  (A  recent  account  appearing  in 
some  of  the  newspapers  of  the  State  to 
the  effect  that  the  Bills  had  been  defeated 
by  only  a one  vote  margin  was  in  error  ) 

No  further  effort  was  made  to  pass  on 
Osteopathic  Bill  at  that  Session  but  the 
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House  Committee  on  Military,  Public  and 
Municipal  Affairs  introduced  a Concur- 
rent Resolution,  which  we  did  not  oppose 
and  which  was  adopted  by  both  Houses, 
providing  for  a Committee  to  study  the 
need  and  advisability  of  extending  the 
scope  of  the  license  in  osteopathy. 

The  Resolution  provided  for  a commit- 
tee of  nine — including  the  President  of  the 
Medical  College  of  South  Carolina,  the 
President  of  the  S.  C.  Medical  Association 
and  the  President  of  the  S.  C.  Osteopathic 
Association,  three  from  the  House  of  Rep- 
resentatives to  be  appointed  by  the 
Speaker,  and  three  from  the  Senate  to  be 
appointed  by  the  President  of  the  Senate. 
Those  appointed  by  the  Speaker  of  the 
House  were  Representatives  James  Cut- 
tino,  Jr.,  Sumter ; Robert  W.  Turner, 
Charleston ; and  Robert  L.  Watkins, 
Greenville;  and  from  the  Senate,  Sena- 
tors Snead  Schumacher,  Oconee;  William 
J.  Broekington,  Richland;  and  Frank  L. 
Roddey,  Lancaster.  These,  together  with 
Dr.  William  M.  McCord,  Dr.  Norman  0. 
Eaddy  and  Dr.  E.  A.  Johnson,  held  an 
organizational  meeting  in  September  and 
decided  to  visit  one  of  the  osteopathic 
schools — that  in  Philadelphia — to  investi- 
gate its  facilities  and  scope  of  education 
and  training.  The  Resolution  provided  an 
appropriation  of  $2,500.00  to  cover  ex- 
penses and  that  the  Committee  report  back 
to  the  General  Assembly  not  later  than 
February  1,  1968. 

The  Committee,  we  are  informed,  made 
the  trip  to  Philadelphia  in  November  and 
spent  two  or  three  days  looking  over  the 
Philadelphia  College  of  Osteopathy.  Their 
report  will  be  awaited  with  interest.  What- 
ever it  contains,  we  can  look  forward  with 
certainty  to  a renewal  early  in  the  1968 
Session  of  the  effort  on  the  part  of  the 
osteopaths  and  their  friends ; and  it  will 
be  no  doubt  more  vigorous  and  stronger 
than  anything  that  has  been  presented 
so  far. 

The  position  of  the  South  Carolina  Med- 
ical Association,  through  its  Council  and 
House  of  Delegates,  has  been  and  re- 


mains, that  only  those  persons  should  be 
licensed  to  practice  medicine  who,  not 
only  pass  satisfactorily  the  Board  of 
State  Medical  Examiners  but  also  who 
are  graduates  of  accredited  medical 
schools.  We  have  consistently  maintained 
that  if  the  osteopathic  schools  are  as  good 
as  their  friends  claim  and  can  be  shown 
to  be  so  by  examination  and  accreditation 
by  the  same  group  which  is  charged  with 
the  accreditation  of  the  Medical  College 
of  South  Carolina,  that  their  applicants 
should  be  examined  and  upon  passing  the 
examination  satisfactorily,  admitted  to 
the  practice  of  medicine.  There  is  not 
now  and  has  not  been  at  any  time  any 
disposition  on  the  part  of  the  S.  C.  Medi- 
cal Association  to  bar  from  practice  per- 
sons who  can  be  shown  to  be  properly 
qualified  but  it  is  the  Association’s  posi- 
tion further  that  there  should  not  be  two 
standards  of  qualification  for  persons  in 
the  State— one  for  the  graduates  of  duly 
accredited  medical  schools  and  another 
for  the  graduates  of  schools  not  so  ac- 
credited. 

We  fully  expect  that  much  will  be  said 
and  written  on  the  subject  during  the  com- 
ing Session  of  the  Legislature.  It  is  hoped 
that  all  members  of  the  Association  will 
keep  up  with  the  developments  as  they 
occur  and  will  bear  in  mind  the  need  for 
their  cooperation  if  the  Association’s  posi- 
tion is  to  be  maintained. 

M.  L.  M. 


STATEMENT  ON  ALCOHOLISM 
S.C.M.A. 

The  following  statement  and  recommendations, 
prepared  and  recommended  by  the  Association’s 
Committee  on  Alcoholism,  was  endorsed  by  Council 
at  its  meeting  Oct.  25,  with  the  understanding  that 
it  be  submitted  to  the  members  of  the  House  prior 
to  public  announcement  or  publication  in  the  Jour- 
nal. 

The  House  of  Delegates  of  the  American  Medical 
Association  in  1958  made  the  statement  that 
alcoholism  is  an  illness,  therefore  the  concern  and 
responsibility  for  managing  this  problem  falls  well 
within  the  purview  of  the  medical  profession. 

It  is  recognized  that  the  course  of  this  illness  is 
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marked  by  gradual  deterioration  in  the  psycho- 
social structure  of  the  individual  as  well  as  the 
eventual  deterioration  of  his  physical  health.  Where- 
as attention  has  been  devoted  in  our  past  medical 
education  to  the  recognition  of  organ  system  dis- 
turbances and  changes  as  a result  of  chronic  al- 
coholism, less  direct  approaches  have  been  made 
to  teach  early  recognition  of  the  illness  and  to 
acquaint  physicians  with  available  modalities  of 
treatment. 

There  is  a paucity  of  physicians  showing  and 
taking  an  active  interest  in  the  alcoholism  prob- 
lem. The  limited  number  of  treatment  facilities 
primarily  oriented  to  the  treatment  and  rehabili- 
tation of  the  alcoholic  should  be  of  primary  con- 
cern to  us.  The  “semi-closed  door”  policy  of  al- 
coholic admissions  to  the  general  hospital  and  to 
psychiatric  facilities  along  with  the  failure  of  in- 
surance companies  to  recognize  alcoholism  as  a 
primary  diagnosis  should  become  our  concern.  The 
long  held  punitive  means  of  handling  the  chronic 
drunken  offender  has  been  struck  down  by  the 
courts  in  the  Driver-Easter  Decision  as  being  a 
travesty  to  our  humanity.  It  behooves  us  to  take 
a lead  in  recommending  alternatives  to  the  jailing 
of  the  chronic  drunken  offender.  There  is  a need 
for  involuntary  admission  laws  to  commit  to  therapy 
those  who  will  not  voluntarily  submit  to  treatment, 
but  meet  the  criteria  of  such  a law.  Your  Com- 
mittee on  Drug  Addiction  and  Alcoholism  feels  that 
the  greatest  priority  of  the  above  mentioned  items 
lies  in  the  area  of  involuntary  treatment. 

Preface  to  Recommendation  on  Involuntary 
Admission 

From  the  standpoint  of  the  law,  involuntary 
commitment  of  the  alcoholic  without  justifiable 
reason  is  not  in  keeping  with  his  Constitutional 
rights.  The  Eighth  Amendment  of  the  Constitution 
prohibits  “cruel  and  unusual”  punishment,  there- 
by preventing  government  from  imposing  punish- 
ment that  is  less  than  the  dignity  of  man. 

Historically,  the  medical  profession  has  always 
honored  and  protected  the  right  of  the  mentally 
competent  patient  to  choose  or  reject  treatment. 
We  still  concur  with  this  concept  and  would  em- 
phasize the  approach  of  persuasion  and  motivation 
in  bringing  most  alcoholics  to  treatment. 

The  role  of  the  physician  in  aiding  in  the  pro- 
tection of  the  individual  and  his  family  during  the 
crisis  of  his  illness  is  of  great  importance.  We 
cannot  abdicate  the  responsibility  of  such  com- 
mitment completely  to  the  courts  or  to  any  social 


We  feel  that  such  involuntary  measures  should 
be  initiated  by  the  family  or  the  courts  and  only 
after  two  physicians  agree,  or  in  emergency  situa- 
tions upon  the  individual  by  handling  such  admis- 


sions except  where  a higher  Court  order  is  not 
withstanding. 

The  areas  in  which  we  feel  that  involuntary  com- 
mitment would  be  both  humane  and  necessary  are 
as  follows: 

1 When  an  alcoholic  demonstrates  a pattern  of 
behavior  caused  by  his  intoxication  that  directly 
and  substantially  endangers  the  safety  of  other 
persons.  Comment — There  must  be  a strong  like- 
lihood of  real  danger  rather  than  obnoxious,  irri- 
tating behavior  or  imagined  or  speculative  possi- 
bilities of  injury. 

2.  When  one  becomes  so  debilitated  by  alcohol 
consumption  that  he  is  in  danger  of  dying  and 
unable  to  make  a rational  choice  as  to  treatment, 
then  involuntary  admission  is  considered  justifiable. 

3.  The  alcoholic  who  is  mentally  incompetent  can 
be  admitted  under  existing  mental  health  laws.  As 
a matter  of  fact,  approximately  20%  of  patients  at 
our  State  Mental  Health  facility  have  a diagnosis 
of  alcoholism.  We  must  not  overlook  the  area  of 
voluntary  admission  and  our  position  of  respon- 
sibility in  acting  oftentimes  as  the  catalyst  to  bring 
this  about.  While  those  involuntarily  admitted  are 
being  detoxified,  efforts  toward  voluntary  admis- 
sion should  be  of  primary  concern.  A Boston  study 
indicates  that  at  least  80%  of  such  patients  will 
submit  to  voluntary  treatment. 

Voluntary  admission  should  be  available  to  any- 
one who  has  reason  to  believe  he  is  suffering  from 
this  illness  after  proper  preliminary  evaluation  by 
the  treatment  facility  staff. 

It  should  be  the  intention  of  the  commitment  pro- 
cedures to  minimize  the  length  of  such  involuntary 
detention.  No  commitment  in  a central  in-patient  in- 
stitution should  be  for  less  than  10  days  or  more 
than  three  months.  There  should  be  enough  flexibil- 
ity in  the  law  to  meet  the  needs  of  the  individuals 
as  determined  by  the  institutional  staff. 

Definition  of  “Chronic  Alcoholic”:  The  term 

“Chronic  Alcoholic”  means  any  person  whose  de- 
pendence on  alcoholic  beverages  is  addictive  to  the 
extent  that  he  shows  noticeable  injury  to  his  physical 
or  mental  health  or  it  interferes  with  his  smooth 
social  or  economic  functioning,  or  to  the  extent  that 
he  has  lost  the  power  of  self  control  with  respect 
to  the  use  of  such  beverages. 


MEDICAL  ETV 

Thursday,  January  18  from  8 to  9 p.m. 
from  the  UCLA  School  of  Medicine:  LSD: 
Problems  and  Prospects.  Can  be  viewed 
over  Channel  7 in  Charleston,  Channel  35 
in  Columbia,  29  in  Greenville,  14  in  Barn- 
well-Allendale  area  and  33  in  Florence. 
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TITLE  XIX  IN  SOUTH  CAROLINA 


The  matter  of  implementing  Title  XIX 
“Medicaid”  program  in  South  Carolina  was 
bypassed  by  the  1967  Legislature  on  the 
premise  that  no  further  appropriation 
would  be  required  by  the  Deparment  of 
Public  Welfare  in  order  to  carry  out  basic 
requirements  for  Welfare  Department  re- 
cipients. 

Consequently  it  behooves  all  of  us  to 
inform  our  legislators  of  our  feelings  re- 
garding this  program  in  the  months  ahead 
of  us.  Enabling  legislation  will  surely  come 
before  the  1968  session. 

In  summary  the  program  is  a joint 
State-Federal  health  venture,  of  Kerr-Mills 
form,  which  will  provide  payment  for 
all  medical  services  to  “medically  in- 
digent” individuals.  It  will  eventually  re- 
place all  Federal  aid  type  programs  for  the 
State  such  as  Crippled  Children’s  Pro- 
gram, Rheumatic  Fever  Programs,  etc. 
Since  Federal  funds  compose  approxi- 
mately 82%  of  the  budget,  it  is  quite  un- 
likely that  our  State  Legislature  will  not 
pass  the  necessary  measures. 

At  the  moment,  the  Department  of  Pub- 
lic Welfare  is  “in  charge”  and  they  have 
responded  very  reluctantly  to  offers  of 
help  in  planning  the  legislation.  These 
offers  have  come  from  South  Carolina 
Medical  Association,  various  State  groups 
(pediatricians,  general  practitioners) 
and  particularly  from  Dr.  Kenneth  Ay- 
cock,  our  State  Health  Officer.  It  is  here 
that  we  feel  our  efforts  should  be  con- 
centrated— that  is,  the  support  of  in- 
dividual legislators  should  be  sought  in 
specifying  that  the  State  Board  of  Health 
he  responsible  for  the  medical  care  as- 
pects of  Title  XIX. 

Specifically  this  should  include  the  fol- 
lowing: 

1 . Standards  of  care. 

2.  Adherence  to  rules  re  standards. 

3.  Review  of  local  plans,  certifying  them 
to  Department  of  Public  Welfare. 


4.  Audit  quality  and  availability. 

5.  Advise  Department  of  Public  Wel- 
fare re  appeals. 

6.  Planning. 

7.  Hospital  certification. 

8.  Rates  of  payment. 

9.  Methods  of  control  and  utilization. 

10.  Use  of  Advisory  Board  from  South 
Carolina  Medical  Association. 

These  are  medical,  not  social  or  welfare 
matters  and  should  be  directly  controlled 
by  a medical  organization.  Our  State 
Board  of  Health  is  experienced,  quali- 
fied and  organized  for  the  task.  They  have 
the  support  and  confidence  of  the  individ- 
ual physicians  who  must  deliver  the  care. 
It  is  not  likely  that  such  trust  will  pre- 
vail between  the  doctors  and  the  Depart- 
ment of  Public  Welfare,  whose  task 
should  be  overall  planning,  organization 
and  certification  of  qualification  of  the 
patient  for  the  program — not  the  doctor. 

Present  contract  proposals  between  the 
Department  of  Public  Welfare  and  State 
Board  of  Health  are,  in  my  opinion,  al- 
together inadequate,  and  give  only  token 
responsibility  for  participation  by  the 
Board  and  its  representatives.  Consulta- 
tive and  advisory  services,  with  no  real 
authority  are  provided. 

These  facts  must  be  brought  to  the  at- 
tention of  lawmakers  before  it  is  too  late. 
See  your  own  local  Representatives  and 
Senators — talk  to  them,  write  them.  Pass 
the  word  to  your  medical  colleagues.  In- 
form yourself  of  the  far-reaching  impli- 
cations of  this  program — we  have  time 
to  get  it  done. 

William  R.  DeLoache,  M.D.,  Chairman 
Committee  on  Pediatric  Practice 
South  Carolina  Chapter, 

American  Academy  of  Pediatrics 
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STATE  BOARD  OF  HEALTH 

REGIONAL  RURAL  COMMUNITY  HEALTH  PROGRAM 

E.  KENNETH  AYCOCK,  M.D. 

State  Health  Officer 


The  counties  of  Allendale,  Hampton, 
Colleton,  Jasper,  and  Beaufort  have  been 
selected  for  a special  regional  health  pro- 
gram  for  rural  communities,  and  plan- 
ning for  this  program  will  begin  soon. 

This  region  was  chosen  after  consider- 
ing the  population  density  and  four  in- 
dices of  health  need,  i.e.,  infant  death  rate, 
crude  death  rate,  tuberculosis  case  rate, 
and  percent  of  inadequate  dwellings.  Selec- 
tion was  based  on  evidence  of  health  needs, 
low  population  density,  lack  of  other 
major  health  efforts,  and  community  will- 
ingness to  have  such  a project. 

The  objective  of  the  project  will  be  to 
assure  greater  accessibility  to  unified 
modern  health  care  for  rural  people  and 
their  communities  through  more  effective 
planning  for  health  services,  adaptation, 
provision,  and  communications.  The  term 
“health  care”  encompasses  services  pro- 
moting physical,  mental,  and  social  well- 
being as  well  as  treating  illness  or  injury. 

The  task  ahead  is  to  plan  a practical 
method  of  providing  comprehensive  health 
services  to  rural  people  and  to  develop  and 
test  a new  system  for  meeting  rural 
health  needs. 

Plans  call  for  the  employment  of  a local 
person  to  serve  as  a rural  community 
health  development  worker  such  as  a pub- 
lic health  nurse,  an  environmental  sani- 
tarian, a social  worker,  a teacher,  or  other 
qualified  person.  This  worker  will  be  an 
intermediary  with  others  already  in  the 
field,  such  as  the  medical  association, 
voluntary  agencies,  the  Welfare  Depart- 
ment, Agricultural  Extension  Service, 
agriculture,  and  farmers’  organizations. 
He  will  work  under  the  administration  of 
Dr.  Parker  Jones  and  a medical  advisory 
group  made  up  of  local  physicians. 

He  will  bring  together  a variety  of 
groups,  public  and  private,  with  a mutual 
interest  and  concern  in  the  field  of  rural 
health.  He  will  bring  interested  local 
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people  and  groups  together  in  an  effective 
planning  effort  to  identify  and  document 
health  needs  and  problems,  set  priorities, 
and  develop  plans  to  improve  the  health 
of  the  community.  He  will  assist  local 
groups  in  identifying  and  mobilizing  re- 
sources actually  and  potentially  available 
and  put  the  local  groups  in  touch  with 
resources  that  can  be  brought  to  bear  on 
local  problems  as  needed,  tailor-made  to 
fit  the  local  people  and  their  situation. 

Local  participation  and  local  decision- 
making will  be  emphasized.  We  feel  that 
the  people  must  be  involved  at  a com- 
munity level  in  the  development  of  these 
services  under  the  guidance  of  the  local 
medical  profession.  Neighbor-to-neighbor 
communication — people  talking  with  then- 
peers — is  needed. 

Funds  to  support  this  health  planning 
program  will  be  secured  under  the  Reg- 
ional Rural  Community  Health  Demon- 
stration Program  and  the  Comprehensive 
Health  Planning  Act  (Public  Law  89-749). 

The  interests  and  program  resources 
of  nine  federal  agencies  will  be  concerted 
to  develop  an  excellent  locally  designed 
health  program  in  this  rural  area  where 
such  services  at  present  do  not  exist  or 
are  not  adequately  developed. 

A national  rural  health  task  force  com- 
posed of  members  of  these  nine  federal 
agencies  selected  South  Carolina,  along 
with  Maine  and  Colorado,  as  a site  for  this 
project.  These  pilot  projects  will  develop, 
test  in  actual  opertion,  and  evaluate  prac- 
tical methods  of  providing  comprehensive 
health  services  in  rural  life  and  work 
settings. 

We  at  the  Board  of  Health  are  grate- 
ful to  have  been  chosen.  Our  health  needs 
are  great;  help  lent  under  proper  medical 
direction  and  supervision  will  go  a long 
way  in  improving  the  total  health  of 
the  people  of  this  state. 
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Dr.  Robert  E.  Hell  Jr.,  child  psychia- 
trist, and  Dr.  Joseph  W.  Taber  Jr.,  neurol- 
ogist, have  been  certified  by  the  American 
Board  of  Psychiatry  and  Neurology. 
Newly  elected  officers  of  the  Greenville 
County  Medical  Society  include  Dr.  Frank 
H.  Stelling,  president;  Dr.  W.  R.  Craig, 
president-elect;  Dr.  W.  Marion  Waters, 
secretary;  and  Dr.  Lucius  Cline,  treasurer. 
A native  of  Rock  Hill,  Dr.  John  May  Fe- 
well.  practicing  physician  in  Greenville 
for  the  past  27  years,  was  given  a surprise 
testimonial  dinner  in  December.  Dr. 
Thomas  G.  Abell,  a native  of  Chester,  has 
opened  office  for  the  practice  of  family 
medicine  in  his  home  at  151  Lancaster 
St.,  Chester.  He  was  graduated  from  the 
University  of  North  Carolina  and  from  the 
Medical  College  of  South  Carolina.  He 
served  his  internship  at  the  Henry  Ford 
Hospital  in  Detroit,  two  years  active  duty 
in  the  U.  S.  Navy,  and  one  year  as  resi- 
dent physician  in  general  practice  at  the 
Lima  Memorial  Hospital  in  Lima,  Ohio 
before  entering  private  practice  in  Ray- 
mond, N.  H. 

Dr.  Asbury  C.  Bozard  of  Manning  was 
elected  to  succeed  Dr.  J.  A.  While  of 
Easley  as  president  of  the  South  Carolina 
chapter  of  the  American  Acadmy  of  Gen- 
eral Practice.  The  election  took  place  at 


the  chapter’s  annual  meeting  this  fall.  I)r. 
H.  M.  Stone  of  Chester  was  named  presi- 
dent-elect; Dr.  William  J.  Bannen  Jr.  of 
Simpsonville,  vice  president;  Dr.  Ira  B. 
Horlon  of  Orangeburg,  secretary.  Dr.  Ru- 
fus H.  Cain  of  Dillon  was  re-elected  treas- 
urer. New  district  directors  are  Dr.  Robert 
E.  Holman  of  Elloree,  Dr.  Max  Clup  of 
Fort  Mill  and  Dr.  Robert  E.  Quinn  of 
Georgetown.  Dr.  Curtis  P.  Artz,  professor 
and  chairman  of  the  Department  of  Sur- 
gery at  the  Medical  College  of  S.  C.,  has 
been  elected  the  first  prsident  of  the  newly 
organized  American  Burn  Assn.  Dr. 
Joseph  W.  Hollison  of  Easley  has  been 
awarded  the  $1,000  Palmedico  Award  by 
the  S.  C.  Chapter  of  the  American  Aca- 
demy of  General  Practice  .Dr.  James  A. 
Havne  of  Hampton  recently  was  a guest 
of  the  Navy  for  a cruise  in  the  submarine 
tender  USS  Howard  W.  Gilmore  from 
Charleston  to  Fort  Lauderdale.  Dr.  James 
Morris  of  Duke  University  and  Dr.  Am- 
brose G.  Hampton  of  Columbia  gave  lec- 
tures during  a training  course  in  Novem- 
ber at  the  Columbia  Hospital  on  teaching 
emergency  measures  for  dealing  with 
heart  attack  victims.  At  the  annual  meet- 
ing of  the  Medical-Surgical  Staff  of  Roper 
Hospital  in  Charleston  Dr.  Julian  Buxton 
was  elected  president  and  Dr.  I.  Ray  Ives- 
ter,  vice-president. 


Classified  Advertisement 

PSYCHIATRIC  RESIDENCIES  FOR  G.P.’s. 
NIMH  residency  training  in  approved  three  year 
program.  Stipend  $11,500  to  $12,000.  Applicants 
must  have  completed  four  years  or  more  of  prac- 
tice in  field  of  medicine  other  than  psychiatry 
after  an  approved  internship.  Applicants  should 
not  be  over  45.  Address  inquiries  to  Chairman, 
Department  of  Psychiatry,  Medical  College  of 
Virginia,  Richmond,  Virginia  23219.  Include  cur- 
riculum vitae  and  recent  photograph. 
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Dr.  O.  Charles  Mitchell  served  as  Visit- 
ing Professor  of  Neurological  Surgery  at 
the  Medical  College  of  Ga.  in  Augusta, 
Dec.  15-17. 

I)r.  William  Dougherty  presented  a lec- 
ture on  “Ultrastructural  Localization  of 
Acid  Mucosubstances  in  Rabbit,  Chicken 
and  Frog  Skeletal  Muscles”  at  the  7th  an- 
nual meeting  of  the  American  Society  for 
Cell  Biology,  which  met  in  Denver,  Colo., 
Nov.  13-15. 

Dr.  William  Mylin  presented  a paper  on 
‘‘Modern  Concepts  of  Unilateral  Cleft  Lip 
and  Palate  Treatment”  at  the  meeting  of 
the  Southern  Medical  Assn,  in  Miami,  Nov. 
13-16. 

Dr.  Curtis  Artz  attended  the  First  Bien- 
nial Symposium  on  the  Management  of 
Trauma  and  Disaster  Medical  Problems 
(AMA)  where  he  lectured  and  moderated 
a panel  on  “Burns”  at  Miami  Beach,  Nov. 
10-11. 

Drs.  William  H.  Lee,  Jr.,  Noman  Cooper 
and  Jack  Arrants  attended  the  Southern 
Thoracic  Surgical  Assn,  meeting  in  Dallas, 
Tex.,  Nov.  10-11.  Dr.  Lee  presented  “The 
Effect  of  Prolonged  Cardiopulmonary  By- 
pass (2  to  4 hours)  upon  Lung  Function 
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and  Respiratory  Work”  by  Lee,  Cooper, 
Murner,  Matsuura,  and  Najib. 

The  Medical  College’s  Dept,  of  Medicine 
will  present  a Postgraduate  Seminar  on 
Internal  Medicine  for  Internists  and  Gen- 
eral Practitioners  in  the  Medical  College 
Hospital  amphitheater  from  12:30  p.m. 
on  Feb.  8 through  afternoon  sessions  on 
Feb.  9. 

This  is  the  first  in  a series  of  seminars 
planned  by  the  Dept,  of  Medicine.  Mem- 
bers of  the  Medicine  faculty  will  conduct 
the  program.  Some  sixteen  subjects  will 
be  presented  and  discussed  during  the  two- 
day  meeting.  Presentations  are  designed 
so  that  all  subjects  will  be  presented  in 
some  depth,  but  no  particular  disease  or 
subspecialty  will  be  covered  comprehen- 
sively. Diagnosis  and  management  will  be 
emphasized,  and  time  will  be  arranged  to 
allow  for  audience  participation  and  ques- 
tions. 

Invitations  have  been  sent  to  Medical 
College  School  of  Medicine  alumni  and  to 
other  physicians  in  the  state. 

Dr.  Forde  Mclver  presented  a talk  be- 
fore the  Coastal  Carolina  Medical  Society, 
Nov.  15,  on  “Developing  a Medical  Pro- 
gram.” 


IGS 


The  Council  on  Medical  Service  and  the 
Division  of  Socio-Economic  Activities  of 
the  American  Medical  Association  will 
sponsor  the  Second  National  Congress  on 
Socio-Economics  of  Health  Care  on  March, 
22-23,  1968  at  the  Palmer  House  in  Chi- 
cago. 


The  Congress  will  bring  together 
authorities  from  medicine,  health  care  ad- 
ministration, social  science,  education, 
community  planning  and  other  disciplines 
to  report  on  new  developments  and  tech- 
niques in  meeting  the  increased  demand 
for  health  services. 
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BLUE  CROSS -BLUE  SHIELD  OF  SOUTH  CAROLINA 


Medical  Review  Committee  Established 

In  order  that  South  Carolina  physicians 
may  be  assured  of  obtaining  maximum 
consideration  from  Blue  Cross-Blue  Shield 
for  themselves  and  their  patients,  a new 
committee  has  been  formed.  This  com- 
mittee, the  Medical  Review  Committee 
of  Blue  Cross-Blue  Shield  of  South  Caro- 
lina, reviews  problem  cases  and  makes 
recommendations  to  your  Blue  Cross-Blue 
Shield  Plans. 

Prior  to  the  establishment  of  this  Com- 
mittee, Dr.  Charles  J.  Lemmon,  our  Medi- 
cal Director,  reviewed  all  non-routine  Blue 
Shield  cases  and  informally  referred  those 
that  he  could  not  resolve  to  other  doctors 
in  involved  specialties,  to  SCMA  approved 
Utilization  Committees,  the  SCMA  Media- 
tion Committee  or  the  Central  Professional 
Services  Committee  of  the  Blue  Shield 
Board.  Obviously,  the  increased  volume 
of  claims  due  to  Plan  membership  growth 
and  Medicare  resulted  in  this  system  be- 
coming increasingly  complex. 


The  Committee  was  carefully  selected 
to  create  a committee  of  outstanding  phy- 
sicians broadly  representative  of  the  var- 
ious specialties.  Members  of  the  Commit- 
tee are: 

Specialty  Represented 

SURGERY 

C.  B.  Hanna,  M.D.,  Spartanburg,  S.  C. 

J.  H.  Young,  M.D.,  Anderson,  S.  C. 

INTERNAL  MEDICINE 
A.  I.  Josey,  M.D.,  Columbia,  S.  C. 

ORTHOPEDICS 

S.  E.  Izard,  M.D.,  Charleston,  S.  C. 

OPH.  & OTO. 

R.  E.  Livingston,  Jr.,  M.D.,  Newberry, 
S.  C. 

OB-GYN 

T.  C.  Stoudemayer,  M.D.,  Greenville, 
S.  C. 

GENERAL  PRACTICE 

S.  0.  Cantey,  Jr.,  M.D.,  Marion,  S.  C. 


Annual  Meeting 

South  Carolina  County  Medical  Society  Officials 
and  Other  Interested  Physicians 
Wade  Hampton  Hotel.  Columbia.  S.  C. 

Sunday,  February  18,  1967 

Tentative  Program  Includes  Discussions 
On  Administration  of  Title  XIX;  the  Heart,  Stroke 
and  Cancer  Program;  Health  Insurance  (H.E.W.)  and  other 
Federal  Programs. 

Meeting  Sponsored  by  the  Public  Relations  Committee 
of  the  South  Carolina  Medical  Association 

Luncheon  as  guests  of  the  Association 

Please  notify  Mr.  M.  L.  Meadors,  301  North  Coit  St.,  Florence,  S.  S.  29501 
if  you  plan  to  attend. 
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South  Carolina  Regional  Medical  Program  — Progress  Report 


South  Carolina’s  hospital  facilities  and 
recognized  needs  for  patients  with  heart 
disease,  cancer,  and  stroke  have  been  the 
principle  concern  of  the  South  Carolina 
Regional  Medical  Program  in  recent 
months.  A supplemental  planning  grant, 
awarded  in  September,  permitted  expan- 
sion of  the  program  staff  at  the  Medical 
College  of  South  Carolina.  Staff  members 
have  visited  hospitals  of  all  sizes  through- 
out the  State  to  gather  preliminary  in- 
formation about  available  diagnostic  and 
treatment  facilities,  educational  programs, 
and  paramedical  services.  This  informa- 
tion became  the  subject  of  discussion  for 
a series  of  planning  study  groups  which 
met  in  Columbia  during  the  week  of 
November  27th.  Each  study  group  dis- 
cussed policies  and  priorities  in  a specific- 
aspect  of  the  Regional  Program  under  the 
following  headings: 

1.  Continuing  Education  for  Physicians 

2.  Role  of  Community  Hospitals 

3.  Heart  Disease  and  Stroke 

4.  Cancer 

5.  Allied  Health  Professions 

Each  group  consisted  of  fourteen  to  eight- 
een members  who  were  chosen  from 
nominations  made  by  the  members  of  the 
statewide  Regional  Advisory  Group.  The 
discussions  were  highly  productive  and 
provided  a basis  for  the  future  progress 
of  the  Program  and  for  the  first  opera- 


tional grant  application  to  be  submitted 
early  in  1968. 

The  recommendations  of  the  study 
groups  were  very  broad  in  scope.  They 
included  direct  emphasis  on  the  need  to 
make  information  readily  available  to  the 
family  physician,  whose  time  is  over- 
whelmingly consumed  by  the  demands  of 
his  practice.  The  study  group  on  com- 
munity hospitals  proposed  a pilot  project 
that  would  explore  effective  ways  in  which 
hospitals  in  the  same  geographic  area  can 
work  together  in  a specific  cooperative 
project.  A stroke  program  that  would 
incorporate  diagnostic  and  treatment 
facilities  and  rehabilitation  services  was 
considered  most  appropriate  for  such  an 
undertaking.  The  study  group  on  heart  dis- 
ease gave  highest  priority  to  the  training 
of  nurses  for  coronary  care  units  through 
cooperative  arrangements.  The  study 
group  on  cancer  emphasized  the  role  of  the 
state  cancer  clinics,  which  might  well  be 
expanded  with  Regional  Program  support. 
The  principle  project  recommended  by  the 
study  group  on  Allied  Health  Sciences 
was  additional  support  for  the  Health  Ed- 
ucation and  Recruitment  Project  of  the 
South  Carolina  Hospital  Association. 

A first  step  has  been  taken  in  develop- 
ing the  regional  plan.  Many  problems  re- 
main. The  South  Carolina  Regional 
Medical  Program  can  succeed  only  with 
the  interest  and  support  of  physicians 
throughout  the  state. 


MEETINGS 


The  following  postgraduate  courses  in 
pediatrics  have  been  arranged  under  the 
sponsorship  of  the  American  Academy 
of  Pediatrics  through  its  Committee  on 
Medical  Education. 

Behavioral  and  Emotional  Disorders 
in  Children — April  23,  24  and  25  at  the 
University  of  Chicago,  Chicago,  111. 

Pediatric  Hematology  and  Oncology — 
May  23,  24,  and  25  at  the  University  of 
Virginia  School  of  Medicine,  Charlottes- 
ville, Va. 


Direct  inquiries  to:  Dr.  Gerald  E. 
Hughes,  P.  0.  Box  1034,  Evanston,  111. 
60204. 

* * * 

The  14th  annual  combined  sectional 
meeting  for  doctors  and  nurses  sponsored 
by  the  American  College  of  Surgeons  will 
be  held  in  Williamsburg,  Va.  March  11-13. 

For  more  information  write : Mr.  T.  E. 
McGinnis,  American  College  of  Surgeons, 
55  East  Erie  St.,  Chicago,  111.  60611. 
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Recent  federal  legislation  makes  pos- 
sible exciting  changes  in  the  level  of  medi- 
cal care  available  to  meet  the  needs  of  the 
elderly  patients  in  South  Carolina. 
Whether  or  not  these  elderly  patients  will 
reap  the  rewards  of  this  legislation  will 
depend  in  part  on  what  we  and  other  pro- 
fessionals in  the  health  care  field  are  able 
to  do  in  implementing  positive  steps. 

As  the  medical  profession  and  health  in- 
stitutions qualify  under  the  conditions  of 
participation,  reimbursement  for  good 
medical  care  should  become  increasingly 
available.  This  major  obstacle,  on  which 
we  have  long  placed  the  responsibility  for 
poor  care,  is  in  the  process  of  being  re- 
moved. The  question  now  becomes  whether 
or  not  all  professional  people  pick  up  the 
challenge  and  create  an  imaginative  and 
positive  approach  toward  meeting  the  real 
needs  of  the  elderly  and  chronically  ill 
patients. 

On  July  1,  1966,  the  Health  Insurance 
Program  for  the  Aged  under  the  Social 
Security  Act  became  operational  in  South 
Carolina.  This  program  helps  to  close  a 
major  gap  in  the  economic  security  of  the 
elderly  by  providing  protection  against  the 
cost  of  hospital  and  medical  care.  This 
program  will  have  a significant  impact 
on  the  organization,  provision,  and  fi- 
nancing of  health  and  medical  care  in 
South  Carolina. 

Your  State  Board  of  Health  in  1965 
recognized  its  responsibility  when  the 
Health  Insurance  Program  for  the  Aged 
was  passed.  The  task  of  evaluating  the 
hospitals,  nursing  homes,  and  home  health 
services  was  begun.  A task  of  this  magni- 
tude presents  problems  which  will  be  dif- 
ficult to  solve  and  requires  diligent  effort 
by  trained  personnel.  The  United  States 
Public  Health  Service  employed  special- 
ists to  write  the  conditions  of  participa- 


BE  UNITED 

WILLIAM  T.  LESLIE,  M.D. 

Director,  Health  Insurance  Program 
South  Carolina  State  Board  of  Health 

tion  on  a national  basis.  Obviously,  they 
could  not  be  applied  to  South  Carolina  in 
an  undiluted  manner.  The  State  Board  of 
Health  has  been  able  to  recommend  cer- 
tification of  66  of  our  107  hospitals  which 
provide  80(/c  of  the  available  short  term 
hospital  beds.  Of  the  89  licensed  nursing 
homes  in  South  Carolina,  52  have  been 
able  to  upgrade  services  to  a degree  that 
enabled  us  to  recommend  their  certifica- 
tion to  the  Social  Security  Administration. 
Home  Health  Services  in  South  Carolina 
were  non-existant  as  such  but  the  As- 
sistant State  Health  Officer,  Dr.  Malcolm 
U.  Dantzler,  has  worked  diligently  to 
create  Home  Health  Service  agencies,  us- 
ing the  framework  of  the  county  health 
departments.  All  departments  of  the  State 
Board  of  Health  have  given  untiringly  of 
their  time  and  skills.  Twenty  seven  people 
have  been  working  full  time  or  part  time 
in  this  program. 

The  Health  Insurance  Program  for  the 
Aged  has  introduced  two  new  medical 
facilities  to  treat  the  over  sixty-five  pa- 
tient. The  extended  care  facility  has  been 
created  to  provide  a relief  for  hospital  ad- 
missions. Nursing  homes  have  upgraded 
their  medical  care  so  that  the  patient  can 
receive  his  acute  medical  treatment  in  the 
hospital  and  then  be  transferred  to  the 
extended  care  facility  to  complete  his  con- 
valescence. Reliable  research  has  shown 
that  thirty  to  forty  per  cent  of  the  hos- 
pital patients  can  be  treated  adequately 
in  an  extended  care  institution,  relieving 
acute  hospital  beds  and  financial  burdens 
on  these  patients.  This  is  also  needed  by 
the  under  sixty-five  year  old  patient.  Home 
health  services  in  South  Carolina  have  not 
been  utilized  to  the  extent  that  this  pro- 
gram envisions.  Utilization  review  com- 
mittees are  urged  to  promote  placement  of 
the  patient  at  the  level  of  medical  care 
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designed  to  treat  his  disease  most  effi- 
ciently. We  cannot  continue  to  promulgate 
the  idea  that  the  hospital  is  the  only  place 
for  the  sick  and  injured.  We  know  that 
unless  an  appropriate  plan  is  made,  the 
patient  may  return  to  the  hospital  in  a 
state  of  relapse.  The  patient  suffers,  hos- 
pital pressure  is  increased,  and  the  cost  is 
escalated.  Proper  medical  judgment  will 
allow  us  to  place  the  patient  in  that  insti- 
tution which  can  treat  his  disease  or  in- 
jury. This  program  is  designed  to  rehabil- 
itate the  patient  to  his  home  environment. 
We  all  recognize  that  the  home  environ- 
ment allows  the  individual  to  retain  his 
dignity,  usefulness,  and  happiness  to  a 
greater  degree. 

Although  it  is  too  early  to  appraise  the 
effects  of  the  Health  Insurance  Program, 
nevertheless  experience  in  this  short 
period  suggests  some  possible  results 
pointing  to  future  accomplishments. 

The  increase  in  utilization  of  health 
services  by  the  elderly,  particularly  in  the 
area  of  inpatient  hospital  care,  is  about 
eight  per  cent.  This  represents  people  who 
might  otherwise  have  postponed  impor- 
tant and  necessary  medical  care,  and  is 
one  of  the  more  obvious  immediate  bene- 
fits of  the  program. 

In  addition  to  increased  utilization,  with 
the  advent  of  Medicare,  a greater  variety 
of  health  services  became  available  to 
the  elderly  on  an  insured  basis.  Prior  to 
Medicare,  extended  care  services,  home 
health  services,  and  physicians’  services, 
other  than  in  the  hospital,  were  rarely 
available  to  the  elderly  under  private  in- 
surance coverage  readily  available  even 
for  those  under  sixty-five. 

The  increased  variety  of  insured  health 
services  will  have  beneficial  effects  on 
the  utilization  of  institutional  services  by 
permitting  the  consideration  of  alternative 
levels  of  care  with  less  concern  for  their 
financial  effect  on  the  patient.  Moreover, 
it  will  tend  to  make  medical  care  more 
responsive  to  medical  need  inasmuch  as  a 


physician  may  select  from  many  more 
available  alternatives  in  responding  to  the 
specific  needs  of  individual  patients. 

Apart  from  the  financial  assistance 
which  Medicare  provides  when  covered 
health  services  are  received,  one  of  the 
more  certain  effects  of  Medicare  has  been 
the  sense  of  security  which  the  assurance 
of  such  financial  assistance  gives  to  the 
elderly.  Thus,  when  actual  expenses  are 
incurred.  Medicare  helps  the  elderly  to 
avoid  the  severe  financial  effects  which 
have  so  often  required  them  to  draw  upon 
their  savings  or  to  request  assistance  from 
their  families — or  from  society  itself  un- 
der various  welfare  provisions ; but  also, 
in  a prospective  sense,  Medicare  makes  the 
elderly  more  secure  by  eliminating  the 
fear  which  many  of  the  elderly  previously 
felt  in  anticipating  the  financial  conse- 
quences of  serious  illness. 

The  prevention  of  disease  is  a well 
recognized  field  of  medical  endeavor.  The 
economic  and  human  costs  of  preventive 
measures  are  small  when  compared  to  the 
cost  of  treating  the  acutely  ill  patient. 

The  work  to  be  performed  in  the  years 
ahead  will  summon  trained  and  skilled 
manpower  in  quantities — and  quality — 
we  have  never  needed  before.  But  no- 
where is  the  need  for  manpower  greater, 
the  accompanying  challenge  more  critical, 
than  in  providing  medical  care  to  the 
beneficiaries  of  the  Health  Insurance  Pro- 
gram. The  treatment  of  Title  XIX  bene- 
ficiaries will  also  add  to  this  workload 
when  it  becomes  operational. 

Your  State  Board  of  Health  has  been 
instrumental  in  stimulating  training  of 
medical  personnel  to  a greater  degree.  We 
have  received  excellent  cooperation  from 
the  Medical  College  of  South  Carolina,  the 
University  of  South  Carolina,  and  Win- 
throp  College.  The  United  States  Public 
Health  Service  has  made  available  grants 
to  train  155  pharmacists  to  be  consultants 
to  small  hospitals  and  extended  care  facil- 
ities. Fifty  administrators  have  had  a 
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three-day  seminar  at  the  University  of 
South  Carolina.  Winthrop  College  con- 
ducted a training  course  for  dietitians  to 
upgrade  dietary  services.  Communica- 
tion lines  are  being  established  at  all  levels 
of  medical  care  to  better  patient  care. 
Medicine  is  a universal  language,  and  pro- 
vides immediate  high  impact  communica- 
tion within  any  culture,  anywhere  in  the 
world.  How  do  we  measure  the  effects  of 
these  programs? 

Unless  the  physician  can  gain  some  ef- 
fective control  over  the  personnel  who  as- 
sist him  in  the  hospital,  he  stands  to  lose 
everything.  Technology  advances  and  the 
surgeon  finds  at  his  disposal  complex 
instruments  to  help  him  to  work  such  as: 
air  drills,  cardiac  pacemakers,  sophisti- 
cated skin  graft  machines  and  automatic 
stapling  devices.  The  performance  level 
of  his  medical  assistants  however  is  drop- 
ping, generally  because  of  increased 
turnover  of  ancillary  medical  personnel 
and  specifically  because  of  poor  training. 

Thus  we  arrive  at  a critical  moment  of 
truth.  We  have  a rising  tide  of  public  in- 
sistence upon  better  health  protection.  We 
have  verbal  expression  of  this  insistence 
from  the  nation’s  highest  executive  lead- 
ership, and  concrete  legislative  expres- 
sions of  this  from  the  nation’s  lawmakers : 
namely,  Public  Law  89-97  including  Title 
XVIII  and  Title  XIX,  known  as  Medicare 
and  Medicaid,  Public  Law  89-749,  Com- 
prehensive Medical  Care,  and  Public  Law 
89-239  which  is  the  heart,  cancer,  stroke 
and  other  related  diseases  law.  These  laws 
or  expressions  of  national  will  have  given 
us  a powerful  mandate,  although  at  the 
present  time  they  have  provided  us  with  a 
growing  wealth  of  scattered  and  unco- 
ordinated resources.  Nevertheless  with 
acute  hospitals  overworked,  our  respon- 
sibility for  planning  is  increased.  Our 
goals  need  to  include  appropriate  planning 
for  the  patient  as  well  as  efficient  and 
responsible  use  of  facilities  and  time  of 
health  professionals.  To  accomplish  these 


goals,  all  patients’  specific  needs  must  be 
matched  with  the  program  for  which  care 
is  geared.  If  we  satisfy  ourselves  with 
simply  finding  a vacant  bed  in  a hospital 
or  nursing  home,  we  are  following  a dan- 
gerous practice. 

The  future  of  medical  care  demands 
broad  national  goals,  universal  access  to 
high  quality  medical  care,  and  the  creation 
of  an  environment  for  healthful  and  pro- 
ductive living.  Our  objective  now  is  to 
establish  a coherent  set  of  long  range  goals 
and  aims  for  a State  policy  to  maintain 
and  improve  the  health  of  every  person  in 
the  community  in  which  we  live.  We  need 
to  develop  combinations  that  will  enable 
us  to  take  full  advantage  of  all  these  sep- 
arate forces. 

As  you  are  keenly  aware,  the  structure 
and  function  of  the  State  Board  of  Health 
and  its  changing  relationships  with  other 
health  agencies  and  institutions  make  up 
only  a part  of  the  State’s  commitment  to 
health.  In  fact,  in  recent  years  there  has 
been  a rapid  and  tangible  growth  of  gov- 
ernmental programs  at  all  levels  directly 
or  indirectly  involved  in  the  health  of 
South  Carolina. 

The  State  Board  of  Health  has  been  as- 
signed the  task  of  planning  the  compre- 
hensive health  system  to  provide  services 
to  every  citizen  in  South  Carolina  on  a 
regionalized  health  basis.  Better  planning 
and  close  cooperation  among  all  agencies 
will  be  the  solution  for  completing  this 
plan. 

In  a single  generation,  the  changing 
pattern  of  health  has  resulted  in  a spec- 
tacular decrease  in  the  incidence  of  infec- 
tious diseases  among  the  older  population 
and  a concurrent  increase  in  the  pre- 
valence of  chronic  diseases. 

Today  people  are  living  longer  but  only 
to  be  affected  by  chronic  disease,  disabil- 
ity, and  physical  impairment  of  old  age. 
To  prevent  these  conditions,  little  is  avail- 
able in  the  way  of  primary  protection  be- 
cause there  are  no  vaccines  or  miracle 
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drugs  that  will  prevent  chronic  disease 
and  resulting  disabilities.  We  must,  there- 
fore, depend  on  secondary  prevention 
which  is  an  attempt  to  detect  chronic  dis- 
ease in  the  earliest  possible  stage  and  to 
prevent  progression  and  disability.  This 
is  especially  important  for  chronic  dis- 
eases that  meet  the  three-fold  public 
health  criteria  of  being  widespread,  re- 
sulting in  significant  morbidity  and  mor- 
tality rates,  and  approachable  on  a com- 
munity basis  with  reasonable  expectation 
of  favorable  results.  Often  elderly  people 
are  affected  with  chronic  diseases  and  dis- 
abilities that  may  have  been  in  the  stages 
of  development  for  many  years  previous 
to  the  occurrence  of  the  first  clinical 
symptom. 

The  comprehensive  periodic  health  ex- 
amination has  been  generally  accepted  as 
the  most  effective  measure  of  detecting 
disability  in  the  asymptomatic  stage,  and 
yet,  time,  cost,  and  personnel  shortage  pre- 
clude the  possibility  of  regular  comprehen- 
sive physical  examinations  for  the  entire 
population.  Too  few  people  take  the  im- 
portant safeguard  of  having  a periodic- 
physical  examination.  Frequently  this  is 
the  fault  of  the  patient.  He  may  take  the 
attitude  that  “it  can’t  happen  to  me’’, 
or  he  may  be  reluctant  about  spending 
time  and  money  for  an  examination.  In 
some  cases,  the  physician  may  be  so  oc- 
cupied with  curative  medicine  that  he 
has  neither  the  time  nor  inclination  to 
practice  preventive  medicine. 

Fulfillment  of  the  various  phases  of 


health  protection  will  then  necessitate  the 
combined  efforts  of  physicians,  hospital 
administrators,  nurses,  pharmacists,  so- 
ciologists, economists,  housing  experts, 
and  personnel  of  many  other  discplines. 

The  adoption  of  Titles  XVIII  and  XIX 
of  the  Social  Security  Act  and  acceptance 
of  the  heart  disease,  cancer,  and  stroke 
programs  will  result  in  an  increased  work 
load  for  the  medical  and  allied  profes- 
sions. These  added  duties  emphasize  the 
need  for  teamwork,  research  into  new 
methods,  and  evaluation  of  the  present 
methods  of  total  patient  care. 

The  family  physician  will  always  be  the 
most  important  member  of  the  diagnostic- 
team.  He  will  require  extra  manpower.  It 
is  fair  to  assume  that  many  of  the  tech- 
nical diagnostic  tasks  can  be  performed  by 
paramedical  personnel. 

A most  important  aspect  of  the  problem 
involves  secondary  prevention  of  chronic 
diseases  which  constitute  approximately 
70  per  cent  of  all  the  health  problems  of 
South  Carolina. 

Your  State  Board  of  Health  under  the 
direction  of  Dr.  E.  Kenneth  Aycock  is 
gathering  information,  statistics,  and 
plans  for  South  Carolina.  These  plans  for 
solving  our  health  problems  are  now  being 
drafted.  To  advise  and  help,  a twenty-five 
man  comprehensive  health  planning  ad- 
visory council  has  been  appointed  by  Gov- 
ernor Robert  E.  McNair.  The  State  of 
South  Carolina  will  have  better  medical 
care  when  each  person  interested  in  medi- 
cine joins  in  this  planning. 
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DEATH 


l)r.  Archie  Cowan  Watson 


Dr.  Archie  C.  Watson,  77,  a retired  phy- 
sician, died  Nov.  4 at  his  home  in  Green- 
ville. 

Dr.  Watson  was  born  at  Mt.  Carmel 
near  Abbeville  in  1890.  He  was  graduated 


from  Erskine  College  and  the  Medical 
College  of  S.  C.  He  served  his  internship 
in  Jacksonville,  Fla.  and  entered  the  serv- 
ice during  World  War  I as  a captain  in 
the  Medical  Corps  of  the  U.  S.  Army.  He 
began  his  practice  in  Greenville  in  1919. 


Dr.  Joel  B.  Huneycutt 

1120  Ebenezer  Ave.,  Ext. 

Rock  Hill  29730 

Dr.  Thomas  E.  Breedin 

1120  Ebenezer  Ave.,  Ext. 

Rock  Hill  29730 

Dr.  James  F.  White 

1639  Brabham  Ave. 

Columbia  29204 

Dr.  Lucius  C.  Pressley,  Jr. 

Wm.  S.  Hall  Psych.  Inst. 

Columbia  29201 

Dr.  Margaret  McCarthy 

711  N.  Church  St. 

Spartanburg  29303 


NEW  MEMBERS 

Dr.  Laurie  N.  Smith 

Mary  Black  Hosp. 

Spartanburg 

Dr.  Marcelino  I.  Chaves 

711  N.  Church  St. 

Spartanburg  29303 

Dr.  John  G.  Gatgounis 

71  Savannah  Hwy. 

Charleston  29407 

Dr.  Abram  J.  Richards,  Jr. 

2758  Laurel  St. 

Columbia  29204 
Dr.  Arthur  A.  Madden 
1715  Providence  Rd. 
Columbia  29204 


Postgraduate  Seminar  on  Internal  Medicine 
for  Internists  and  Family  Physicians 

This  is  the  first  of  a series  of  Seminars  planned  by  the  Department  of  Medicine.  The 
subjects  presented  will  be  studied  in  some  depth,  but  no  effort  will  be  made  to  cover  a 
particular  disease  or  subspecialty  comprehensively.  Diagnosis  and  management  will  be 
emphasized,  and  there  will  be  time  for  audience  participation  and  questions. 

Supper  on  the  8th  of  February  and  lunch  on  the  9th  of  February  will  be  provided 
so  that  the  time  available  can  be  utilized  fully.  Advance  registration  is  requested  so 
that  plans  for  meals  can  be  made. 

All  sessions  will  be  held  in  the  Amphitheater,  Medical  College  Hospital.  Regis- 
trants will  receive  parking  permits  by  mail. 

REGISTRATION : Address  all  correspondence  to : Office  of  Development,  Medical 
College  of  S.  C.,  Charleston,  S.  C.  29401 

FEE : $10.00.  Make  check  payable  to  Medical  College  of  S.  C. 

For  full  'program  see  the  December  1967  number  of  the  Journal 
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It  won’t  do  the  job. 


Neither  will  protection  which  pays  for  only 
a small  portion  of  hospital  and/or  surgical 
costs. 


Blue  Cross  and  Blue  Shield  pre-payment 
plans  are  today’s  best  answer  for  surgical 
and  hospital  protection. 


Blue  Cross.  — Blue  Shield 


L 


when  he  just;  can’t  sleep 

Tuina 

One-Half  Sodium  Amobarbital  an 
One-Half  Sodium  Secobarbitr 
supplied  in  %,1%,and  3-grain  Pulvule 


1 

a 


inal  helps  wakeful  patients  fall  asleep  fast,  stay 
leep  all  night. 


I dications:  Tuinal  is  indicated  for  prompt  and  moder- 
jfly  long-acting  hypnosis.  It  is  not  suitable  for  con- 
tiuous  daytime  sedation. 


Brntraindications:  Barbiturates  should  not  be  adminis- 
bed  to  anyone  with  a history  of  porphyria,  nor  should 
thy  be  given  in  the  presence  of  uncontrolled  pain,  be- 
cjise  excitement  may  result. 


Virning:  May  be  habit-forming. 

Fjcautions : Tuinal  should  be  used  cautiously  in  pa- 
tints  with  decreased  liver  function,  since  prolongation 
oj  effect  may  occur. 


/'verse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hjngover,  or  pain,  may  appear.  Hypersensitivity  reac- 


tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Overdosage:  C.N.S.  depression.  Symptoms — Depression 
of  respiration  and  of  superficial  and  deep  reflexes,  slight 
constriction  of  the  pupils  (in  severe  poisoning,  dilation), 
decreased  urine  formation,  lowered  body  temperature, 
coma.  Treatment — Symptomatic  and  supportive  (gastric 
lavage;  intravenous  fluids;  maintenance  of  blood  pres- 
sure, body  temperature,  and  adequate  respiration).  Di- 
alysis may  speed  removal  of  barbiturates  from  body 
fluids. 

^ Dosage:  50-200  mg.  (34-3  grains)  at  bedtime. 

[031767] 

Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 

800865 
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Waverley  Psychiatric  Hospital 

Columbia,  South  Carolina 
Founded  in  Id  Ik 

A forty  bed,  private  psychiatric  hospital  for  the  treatment  of  nervous 
and  mental  diseases.  Services  include  an  Out  Patient  Department,  Occu- 
pational and  Recreational  Therapy  Departments,  and  new  Radiology 
Department. 

Admission  is  by  referral  directly  to  the  Hospital  or  through  our  staff 
physicians.  Patients  desiring  psychiatric  treatment  under  Medicare  or 
through  Vocational  Rehabilitation  are  accepted. 


For  Information  Contact 

Arthur  St.  J.  Simons,  II 
Administrator 

Area  Code  803  253-2243 


WINCHESTER 

“CAROLIN AS’  HOUSE  OF  SERVICE” 

Winchester  Surgical  Supply  Company 

200  South  Torrence  St.  Charlotte,  N.  C. 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.  Greensboro,  N.  C. 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

Your  past,  present  and  future  support  is  always  appreciated 

We  SERVICE  what  we  SELL 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921 
Distributors  of  KNOWN  BRANDS  of  PROVEN  QUALITY 
We  have  advertised  CONTINUOUSLY  in  the  S.  C.  Journal  since  1920 


New  Pharmaceutical  Specialties 

by  Paul  De  Haen 


For  detailed  information  regarding  indications, 
dosage,  contraindications  and  adverse  reactions,  re- 
fer to  the  manufacturer’s  package  insert  or 
brochure. 

Single  Chemicals — Drugs  not  previously  known, 
including  new  salts. 

Duplicate  Single  Products — Drugs  marketed  by 
more  than  one  manufacturer. 

Combination  Products — Drugs  consisting  of  two 
or  more  active  ingredients. 

New  Dosage  Forms — Of  a previously  introduced 
product . 

NEW  SINGLE  CHEMICALS 
MINTEZOL 

Anthelmintic  Rx 

Manufacturer:  Merck  Sharp  & Dohme 

Nonproprietary  Name:  Thiabendazole 

Indications:  Enterobiasis:  intestinal  parasitoses: 
Strongyloidiasis,  Ascariasis,  Uncinariasis,  Trich- 
churiasis;  cutaneous  larva  migrans;  trichinosis. 

Contraindications:  None  mentioned. 

Dosage:  Varies  with  the  diagnosis,  maximum 
recommended  dose— 3 Gm/day.  Should  be  taken 
after  meals. 

DUPLICATE  SINGLE  PRODUCTS 

DANTEN 

Anticonvulsant  Rx 

Manufacturer:  McKesson  Laboratories 

Nonproprietary  Name:  Diphenylhydantoin  Sodium 

Indications:  Grand  mal  epilepsy  and  various  lesser 
convulsive  disorders  other  than  the  petit  mal  group. 

Contraindications:  Allergic  phenomena  such  as 
fever  and  skin  eruptions. 

Dosage:  Adults — 100  to  200  mg,  three  times  daily, 
with  w'ater.  Children  over  6 years — 100  mk  3 to  4 
times  daily,  with  water.  Children  under  4 years — 30 
mg  2 to  4 times  daily,  with  cream.  All  dosages 
must  be  individualized. 

Supplied:  Capsules — 100  mg:  bottles  of  100  and 
1000. 

DRIZE  8 & 12 

Antihistamine  Rx 

Manufacturer:  B.  F.  Ascher  & Co. 

Nonproprietary  Name:  Chlorpheniramine  maleate 

Indications:  Symptomatic  relief  of  distress  of 
allergy,  as  in  urticaria,  contact  dermatitis,  gas- 
tro-intestinal  and  upper  respiratory  tract  allergies. 

Contraindications:  None  mentioned. 

Dosage:  Adults  and  children  over  12  years — one 
capsule  morning  and  evening.  Children  6-12  years— 
one  Drize  8 capsule,  once  or  twice  daily.  Not  for 
children  under  6 years. 

Supplied:  Sustained  release  capsules— 8 and  12 
mg:  bottles  of  100  and  500. 

MENEST 

Hormone — Estrogen  Rx 

Manufacturer:  The  S.  E.  Massengill  Co. 


Nonproprietary  Name:  Conjugated  estrogens, 

equine. 

Indications:  Female — menopausal  and  postmeno- 
pausal syndromes:  inoperable  carcinoma  in  patients 
at  least  5 years  past  menopause.  Male— inoperable 
or  advanced  prostatic  carcinoma. 

Contraindications:  Cancer  of  the  breast  or  geni- 
talia which  might  be  stimulated  by  estrogens. 

Dosage:  Must  be  adjusted  to  individual  needs. 

Supplied:  Tablets — 1.25  . 0.65  and  0.3  mg:  bottles 
of  100. 

NITROSPAN 

Vasodilator— Coronary  Rx 

Manufacturer:  USV  Pharmaceutical  Corp. 

Nonproprietary  Name:  Nitroglycerin 

Indications:  For  prophylactic  use  only  in  angina 
pectoris. 

Contraindications:  Idiosyncrasy  to  nitroglycerin 
and/or  early  myocardial  infarction. 

Dosage:  One  capsule  at  breakfast  and  at  bed- 
time, at  12  hours  interval. 

Supplied:  Sustained-release  capsules  2.5  mg— bot- 
tles of  100. 

PROZVME 

Enzyme  Rx 

Manufacturer:  Ulmer  Pharmaeal  Co. 

Nonproprietary  Name:  Proteolytic  enzyme 

Indications:  For  relief  of  pain  associated  with 
neuritis,  herpes  zoster  and  tabes  dorsalis. 

Contraindications:  Previous  history  of  allergic 
reaction  to  foreign  protein.  Not  for  i.v.  use. 

Dosage:  Adults — 1.3  cc  i.m.  daily  for  2 to  5 days. 

Supplied:  Multiple  dose  vial — 13  ml. 

DUPLICATE  SINGLE  PRODUCTS 

SULADRIN 
Eye  Preparation  Rx 

Manufacturer:  Alcon  Laboratories 

Nonproprietary  Name:  Sulfisoxazole  'as  the 

diolamine  salt) 

Indications:  Acute  and  chronic  conjunctival  in- 
fections susceptible  to  sulfonamide  therapy  and  for 
prophylaxis  to  help  provide  a sterile  field. 

Contraindications:  Known  sulfonamide  sensitivity. 

Dosage:  A small  amount  into  conjunctival  sac  3-4 
times  daily. 

COMBINATION  PRODUCTS 

DRIZE  M 

Cold  Preparation— General  Rx 

Manufacturer:  B.  F.  Ascher  & Co. 

Composition: 

Chlorpheniramine  maleate  8 mg. 

Phenylephrine  HC1  20  mg. 

Methscopolamine  nitrate  2.5  mg. 

Indications:  Sinusitis,  hay  fever,  allergic  conjunc- 
tivitis, allergic  rhinitis,  common  cold. 

Contraindications:  Pyloric  obstruction,  prostatic 
hypertorophy,  intolerance  to  anticholinergic  or  an- 
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tisecretory  drugs,  glaucoma,  hepatitis,  asthma,  and 
v toxemia  of  pregnancy. 

Dosage:  Adults  and  children  over  6 years — one 
capsule  in  the  morning  and  one  at  bedtime. 

Supplied:  Sustained-release  capsules;  hollies  of 
100  and  500. 

COMBINATION  PRODUCTS 
NIFEREX  w/VITAMIN  C 
Hematinic/  Vitamin  Comb,  o-t-c 

Manufacturer:  Central  Pharmacal  Co. 

Composition : 

Iron  50  mg. 

Ascorbic  acid  100  mg. 

Sodium  ascorbate  168.75  mg. 

Indications:  Uncomplicated  iron  deficiency  anemia. 

Contraindications:  Hemochromatosis  and  hemo- 
siderosis. 

Dosage:  Adults — 2 tablets  once  or  twice  daily. 
Children  under  6 years— as  directed  by  physician. 
Children  over  6 years— 1 or  2 tablets  daily. 

Supplied:  Chewable  tablets — bottles  of  100 

SULADRIN 

Eye  Preparation  Rx 

Manufacturer:  Alcon  Laboratories 

Composition: 

Sulfisoxazole  4% 

(as  the  diolamine  salt) 

Phenylephrine  HC1  0.12% 

Indications:  Acute  and  chronic  conjunctival  in- 
fections susceptible  to  sulfonamide  therapy,  and 
for  prophylaxis  to  help  provide  a sterile  field. 

Contraindications:  Known  sulfonamide  sensitivity. 

Dosage:  Two  drops  in  eye  every  2 to  4 hours. 

Supplied:  Ophthalmic  solution— 5 cc  and  15  ec; 
glass  dropper  bottle. 

ULGESTIN 
Antihistamine  Rx 

Manufacturer:  Ulmer  Pharmacal  Co. 

Composition : 

Atropine  sulfate  0.2  mg. 

Phenylpropanolamine  HC1  12.5  mg. 

Chlorpheniramine  maleate  5.0  mg. 

Indications:  Temporary  relief  of  allergic  symp- 
toms caused  by  upper  respiratory  infections  in- 
cluding sinusitis  and  hay  fever. 

Contraindications:  Use  with  extreme  caution  in 
patients  with:  hypertension,  hyperthyroidism,  or- 
ganic heart  disease,  severe  diabetes  mellitus, 
glaucoma,  asthma,  prostatic  hypertrophy,  known 
sensitivity  to  any  of  the  ingredients. 

Dosage:  0.5  to  1 cc  im  or  sc,  followed  by  oral 
medication  three  or  more  hours  later. 

Supplied:  Multiple  dose  vials— 10  ml. 


SEMINAR  ON  VIRUS  DISEASES 


Viral  Diseases,  which  make  up  more 
than  half  of  the  infectious  diseases  of 
modern  man,  will  be  the  subject  of  a 1- 
day  seminar  at  the  South  Carolina  State 
Board  of  Health  and  the  South  Carolina 
Chapter  of  the  American  Academy  of 
Pediatrics  meeting  on  January  19,  1968, 
from  9:30  a.m.  until  4:00  p.m.  in  Colum- 
bia, South  Carolina. 

Presented  by  the  South  Carolina  State 
Board  of  Health  and  the  South  Carolina 
Chapter  of  the  American  Academy  of 
Pediatrics  through  the  Seminar  Services 
Program  of  the  U.  S.  Public  Health  Serv- 
ice’s National  Communicable  Disease  Cen- 
ter in  Atlanta,  Georgia,  the  seminar  is  one 
of  about  40  such  programs  being  con- 
ducted in  the  United  States.  It  will  be 
held  in  the  auditorium  of  the  Sims  Build- 
ing in  Columbia,  South  Carolina. 

The  seminar  will  provide  an  oppor- 
tunity for  practicing  physicians  in  South 
Carolina  to  hear  national  and  regional  ex- 
perts on  viral  diseases.  They  will  discuss 
and  illustrate  basic  concepts  of  viral  in- 
fections, immunity,  diagnosis,  and  clin- 
ical management. 


Combined  Abdomino-Lumbar  Subeapsular  Neph- 
rectomy—F.  C.  Derrick,  Jr.,  J.  C.  Hughes,  III.  K.  M. 
Lynch,  Jr.  J Urol  96:635-639  (Nov.)  1966. 

Secondary  nephrectomy  by  any  method  is  a 
difficult  urological  procedure.  Subeapsular  dis- 
section or  morcellation  removal  of  the  kidney  is 
invariably  involved  with  much  blood  loss. 

We  were  confronted  with  a patient  who  needed 
a secondary  nephrectomy  after  drainage  of  a 
perinephric  abscess.  She  developed  autoagglu- 
tinins and  we  could  not  match  her  for  blood. 
An  operation  was  devised  to  first  ligate  the 
renal  artery  and  vein  through  an  anterior,  trans- 
abdominal approach,  then  remove  the  kidney  via 
routine  flank  approach.  This  was  done  in  the 
patient  mentioned  and  two  others,  the  nephrec- 
tomy being  performed  in  a near  bloodless  field. 


removes  the  mental  blur 


that  clouds  vision 


S0LF0T0N 

Each  tablet  or  capsule  contains 
PHENOBARBITAL  16  mg. 

(Warning:  may  be  habit  forming) 
BENSULFOID  ® (See  P D R)  . 65  mg. 
Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 
Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

■ WAILABLE  

Solfoton  ( yellow , uncoated  tablets  “P") 

100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1 000s 

Solfoton  S/C  (sugar-coated  beige  tablets) 

100s,  500s,  4000s 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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treat  one . . . six  people  benefit 


The  brunt  of  senility  falls  on  fhe  family  as  much 
as  fhe  patient.  But  usually  within  one  or  two  days, 
'Thorazine'  can  control  senile  anxiety  and  fear  . . . 
dispel  the  confusion  shown  by  nighttime  wandering 
and  chattering  . . . restore  appetite  and  interest  in 
personal  grooming.  Treat  the  senile  patient  with 
'Thorazine'— the  whole  family  can  benefit. 

Before  prescribing,  see  complete  information,  including 
adverse  effects  reported  with  phenothiazines  and  symp- 
toms and  treatment  of  overdosage,  in  SK&F  literature  or 
PDR.  The  following  is  a brief  precautionary  statement. 
Contraindications:  Comatose  states  or  the  presence 
of  large  amounts  of  C.N.S.  depressants. 

Precautions:  Potentiation  of  C.N.S.  depressants  may 
occur  (reduce  dosage  of  such  agents  when  used  con- 
comitantly). Use  with  caution  in  patients  with  chronic 
respiratory  disorders.  Antiemetic  effect  may  mask  over- 
dosage of  toxic  drugs  or  obscure  other  conditions.  Ad- 
minister in  pregnancy  only  when  necessary.  Because  of 

(c)  1967  Smith  Kline  & French  Laboratories 


possible  drowsiness  use  cautiously  and  warn  patients 
who  operate  vehicles  or  machinery. 

Adverse  Reactions:  Drowsiness;  dry  mouth;  nasal 
congestion;  constipation;  amenorrhea;  miosis;  mild 
fever;  weight  gain;  hypotensive  effects,  sometimes  se- 
vere with  I.M.  administration;  epinephrine  effects  may 
be  reversed;  dermatological  reactions;  parkinsonism- 
like  symptoms  on  high  dosages  (in  rare  instances,  may 
persist);  lactation  and  moderate  breast  engorgement  (in 
females  on  high  dosages);  and  less  frequently,  chole- 
static jaundice  (use  cautiously  in  patients  with  liver 
disease).  Adverse  reactions  occurring  rarely,  include: 
mydriasis;  agranulocytosis;  skin  pigmentation;  epithe- 
lial keratopathy;  lenticular  and  corneal  deposits  (after 
prolonged  substantial  doses). 

Available : Tablets,  10  mg.,  25  mg.,  50  mg.,  100  mg.  and 
200  mg.;  Spansule®  capsules,  30  mg.,  75  mg.,  150  mg., 
200  mg.  and  300  mg.;  Injection,  25  mg./cc. ; Syrup,  10 
mg./5  cc.;  Suppositories,  25  mg.  and  100  mg. 


Smith  Kline  & French  Laboratories 


in  senile  agitation . . . 


Thorazine  chlorpromazine 


it’s  be  specific  about  Campbell's  Soups... 

I and  Aedacmy 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1.000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1.200  calories  daily.  The  menus  are  balanced  to 
proside  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company.  B 265.  Camden.  N.  J.  08101 


LOMOTIL 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
atropine  sulfate  0.025  mg. 


nans  Diarrhea  Promptly 

in  children  with  . . . Gastroenteritis  ■ Spastic  bowel 
Influenza-like  infections  "Antibiotic-induced  diarrhea 

(*motil  helps  get  children  with  diarrhea  off  toast  and  tea  and  back  to  normal 
lits  and  normal  activity  with  gratifying  dispatch.  ■ Lomotil  lowers  intestinal 
n tility  and  permits  absorption  of  excess  fluid.  This  usually  controls  diarrhea 
mmptly.  ■ Moreover,  lowered  intestinal  motility  achieved  with  Lomotil  often 
eieves  the  abdominal  cramps  and  discomfort  so  distressing  to  children. 


I 


cautions:  Lomotil  is  a Federally  exempt 
lacotic  preparation  of  very  low  addictive 
icmtial.  Recommended  dosages  should 
ic  be  exceeded,  and  medication  should  be 
jet  out  of  reach  of  children.  Should  acci- 
le  tal  overdosage  occur  signs  may  include 
:ieere  respiratory  depression,  flushing, 
et.argy  or  coma,  hypotonic  reflexes,  nys- 
amus,  pinpoint  pupils,  tachycardia; 
^otinuous  observation  is  recommended. 
-jClnotil  should  be  used  with  caution  in  pa- 
ieits  with  impaired  liver  function  or  those 
lalng  addicting  drugs  or  barbiturates. 

Effects:  Side  effects  are  relatively  un- 
lmon  but  among  those  reported  are 
rointestinal  irritation,  sedation,  dizzi- 
s,  cutaneous  manifestations,  rest- 
sness,  insomnia,  numbness  of  the 
remities,  headache,  blurring  of  vision, 
wiling  of  the  gums,  euphoria,  depression 
c general  malaise. 


Dosage:  The  recommended  initial  daily  dos- 
ages, given  in  divided  doses  until  diarrhea 
is  controlled,  are : 


Children:  Total  Daily  Dosage 


3-6  mo.  . . V2  tsp.*  t.i.d.  (3  mg.) 

6-12  mo.  . V2  tsp.  q.i.d.  (4  mg.)  jj  | | | 

1- 2  yr.  . . .V2  tsp.  5 times  daily  (5  mg.)  | | | | | 

2- 5  yr.  . . .1  tsp.  t.i.d.  (6  mg.)  | | | 

5-8  yr.  . . .1  tsp.  q.i.d.  (8  mg.)  | \ \ | 

8-12  yr.  . .1  tsp.  5 times  daily  (10  mg.)  | | | | | 

Adults: . .2  tsp.  5 times  daily  (20  mg.) 
or  2 tablets  q.i.d. 


ee  ee  ©o  00 


*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth 
the  initial  daily  dosage. 


SEARLE 


Research  in  the 
Service  of  Medicine 


w well  does  Vistaril  relieve  the  symptoms  that 
gue  an  alcoholic  during  the  recovery  period  ? 
Ictors  Knott  and  Beard  of  the  Alcoholic  Reha- 
tation  Unit,  Tennessee  Psychiatric  Hospital 
1 Institute,  recently  conducted  a double-blind 
dy  comparing  Vistaril  and  another  well- 
iblished  antianxiety  agent  with  placebo  in  60 
Ionic  alcoholic  patients.1 
b investigators  conclude:  “It  was  the  opinion 
the  staff  that  hydroxyzine  was  generally  more 
|ictive  than  chlordiazepoxide,  for  the  follow- 
reasons  : hydroxyzine  was  equally  if  not  more 
tive  in  reducing  anxiety  and  tension  and  it 
uced  less  daytime  sedation. . . .”1  ( See  results 
ucceeding  pages.) 

e is  new  evidence  that  Vistaril  can  ease  ten- 
, allay  anxiety  in  chronic,  hospitalized  alco- 
c patients.  But  you  might  also  choose  Vistaril 
hat  it  doesn’t  do.  Although  not  evaluated  in 
study,  Vistaril  is  reported  to  be  non-euphor- 
, and  its  low  toxicity  makes  it  relatively  safe, 
of  all,  Vistaril  is  non-habituating.  To  date, 
r more  than  ten  years  of  clinical  use,  there 
fe  been  no  reports  of  dependency  in  patients 
giving  Vistaril. 


h Vistaril,  it  is  as  easy  to 
therapy  as  it  is  to  start. 


YDROXYZINE 

PAMOATE) 


E ;e  see  last  page  for  prescribing  information 


the  study:1  Sixty  chronic  alcoholic  patients 
were  hospitalized  and  randomly  assigned  to  one 
of  three  oral  double-blind  treatment  regimens 
for  three  weeks.  Twenty  patients  received  hy- 
droxyzine (Vistaril®),  100  mg.  q.i.d.;  twenty 
others  were  given  chlordiazepoxide,  25  mg.  q.i.d. ; 
and  the  remaining  twenty  received  placebo  cap- 
sules q.i.d.  The  capsule  code  was  not  made  known 
until  after  completion  of  the  study  and  analysis 
of  the  data.  Response  was  measured  with  a modi- 
fication of  the  Brief  Psychiatric  Rating  Scale  as 
originally  outlined  by  Overall  and  Gorham.*  Sub- 
jects were  rated  daily  by  trained  staff  members. 

SYMPTOM  RATING  KEY 

l=Not  Present  4=Moderately  Severe 

2=Mild  5=Severe 

3=Moderate  6=  Extremely  Severe 

The  figures  which  are  given  below  represent  the  composite 

conclusions  of  the  staff  based  on  daily  ratings  during  initial  and 
final  weeks  of  the  study. 

•Psychological  Reports  10:799,  1962 

the  results1  WL  DURING  ■ during 
me  icsuiia  mmM  first  week  third  week 

Anxiety  reduced  with  Vistaril 


Composite  Rating  of  Anxiety: 

1 2 3 4 5 6 


VISTARIL 

(hydroxyzine 

pamoate) 

FIRST 

WEEK 

THIRD 

WEEK 

1 

Chlor- 

FIRST 

WEEK 

diazepoxide 

THIRD 

WEEK 

■ 

Pliarohn 

FIRST 

WEEK 

r laUCL )\J 

THIRD 

WEEK 

1 

OVERALL  REDUCTION  OF  ANXIETY  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
50%  33%  20% 


Tension  eased  with  Vistaril 


Composite  Rating  of  Tension: 

1 2 3 4 5 6 


VISTARIL 

t rrww-71  no 

FIRST 

WEEK 

Uiyuruxyzi  ne 
pamoate) 

THIRD 

WEEK 

| 

Chlor- 

FIRST 

WEEK 

diazepoxide 

THIRD 

WEEK 

l 

Plar'ohn  i 

FIRST 

WEEK 

i loucuu 

THIRD 

WEEK 

OVERALL  REDUCTION  OF  TENSION  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
40%  34%  27% 


In  Alcoholism 


“Both  hydroxyzine  and  chlordiazepoxide  were 
generally  more  effective  than  the  placebo. 

In  some  aspects,  hydroxyzine  was  superior  to 
chlordiazepoxide,  which  is  currently  the 
most  frequently  used  psychotropic  drug  in 
the  management  of  alcoholism.”1 


DURING  FIRST  WEEK 


DURING  THIRD  WEEK 


Depressive  mood  improved 
with  chlordiazepoxide 

Composite  Rating  of  Depression: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  IMPROVEMENT  IN  DEPRESSIVE  MOOD  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
20%  30%  13% 


FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

Emotional  withdrawal  counter 
acted  with  chlordiazepoxide 

Composite  Rating  of  Emotional  Withdrawal: 


1 2 3 4 5 


VISTARIL 

(hydroxyzine 

pamoate) 

Chlor- 

diazepoxide 

Placebo 

FIRST 

WEEK 

THIRD 

WEEK 

| 

1 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

r 

THIRD 

WEEK 

OVERALL  IMPROVEMENT  IN  EMOTIONAL  WITHDRAWAL  (% 


VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placeb 
21%  27%  13% 


Guilt  feelings  allayed 
with  Vistaril 


Somatic  concern  alleviated  to 
minor  degree  in  each  group 


Composite  Rating  of  Guilt  Feelings: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  DECREASE  IN  GUILT  FEELINGS  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
34%  17%  17% 


FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

Composite  Rating  of  Somatic  Concern: 


1 2 3 4 5 


VISTARIL 

(hyd  roxyzine 
pamoate) 

Chlor- 

diazepoxide 

Placebo 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

OVERALL  ALLEVIATION  OF  SOMATIC  CONCERN  (%) 


VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placet 
17%  13%  14% 


Less  drowsiness  with  Vistaril 


Drowsiness 

Dizziness 

Mouth 

Dryness 

Increased 

Motor 

Activity 

Ataxia 

Nausea 

<4 

Comments  J 

VISTARIL 

(hydroxyzine 

pamoate) 

6 patients 
(mild) 

3 patients 
(mild) 

2 patients 
(moderate) 

— 

— 

— 

Side 
Effects 
Not  Treated 

Chlor- 

diazepoxide 

10  patients 
(severe 
in  6) 

4 patients 
(mild) 

— 

1 patient 
(moderately 
severe  in 
first  week 
but  gradually 
subsided) 

— 

— 

Side 

Effects  1 

Not  Treated 

— s 1 

Placebo 

2 patients 
(mild) 

2 patients 
(mild) 

— 

— 

1 patient 
(mild) 

2 patients 
(mild) 

Side 
Effects 
Not  Treated 

A 


crease  in  hostility  minimized 
h Vistaril  and  chlordiazepoxide 

Composite  Rating  of  Hostility: 

1 2 3 4 5 6 


STARIL 

iljoxyzine 

imoate) 


|l!  Chlor- 
iiiepoxide 


lacebo 


PIRST 

WEEK 


THIRD 

WEEK 


FIRST 

WEEK 


THIRD 

WEEK 


FIRST 

WEEK 


THIRD 

WEEK 


ALL  CHANGE  IN  HOSTILITY  (%) 

RIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
5%  4%  -28% 

operativeness  not  a significant 
problem 

Composite  Rating  of  Uncooperativeness: 

1 2 3 4 5 6 


\ STARIL 
lydixyzine 
£moate) 


iia. 


JE 


Chlor- 

poxide 


lacebo 


FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

\LL  CHANGES  IN  COOPERATIVENESS  (%) 


SJRIL  (hydroxyzine  pamoate)  Chlordiazepoxide 
No  change  31% 


n 


Placebo 

-70% 


Alcoholism... 


IYDROXYZINE 

PAMOATE) 


BRIEF  SUMMARY 

Contraindications:  Hypersensitivity  to  hydroxyzine.  The  pa- 
renteral solution,  for  intramuscular  or  intravenous  use,  must 
not  be  injected  subcutaneously  or  intra-arterially. 

Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat, 
and  rabbit  induced  fetal  abnormalities  in  the  rat  at  doses  sub- 
stantially above  the  human  therapeutic  range.  Clinical  data  in 
human  beings  are  inadequate.  Until  adequate  data  are  avail- 
able to  establish  safety  in  early  pregnancy,  hydroxyzine  is 
contraindicated  during  this  period. 

Precautions : Hydroxyzine  may  potentiate  the  action  of  central 
nervous  system  depressants  such  as  narcotics  and  barbiturates. 
In  conjunctive  use,  dosage  for  these  drugs  should  be  decreased, 
as  much  as  50%.  Because  drowsiness  may  occur,  patients  should 
be  cautioned  against  driving  a car  or  operating  dangerous 
machinery.  The  usual  precautions  for  intramuscular  injection 
should  be  followed;  soft-tissue  reactions  have  rarely  been  re- 
ported when  proper  technique  has  been  used.  Hydroxyzine 
parenteral  solution  for  intramuscular  use  should  be  injected 
well  within  the  body  of  a relatively  large  muscle.  In  adults, 
the  preferred  sites  are  the  upper  outer  quadrant  of  the  buttock 
(i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh.  In  children, 
preferably  the  mid-lateral  muscle  of  the  thigh.  In  infants  and 
small  children  the  upper  outer  quadrant  of  the  gluteal  region 
should  only  be  used  when  necessary,  as  in  burn  patients,  in 
order  to  minimize  the  possibility  of  damage  to  the  sciatic 
nerve.  The  deltoid  area  should  be  used  only  if  well  developed, 
such  as  in  certain  adults  and  older  children,  and  only  with 
caution  to  avoid  radial  nerve  injury.  Injections  should  not  be 
made  in  the  lower  and  middle  thirds  of  the  upper  arm.  Aspira- 
tion should  be  done  to  help  avoid  intravascular  injection.  On 
reported  intravenous  injection  a few  instances  of  digital  gan- 
grene have  occurred  distal  to  the  injection  site,  considered  to 
be  due  to  inadvertent  intra-arterial  injection  or  possibly  peri- 
arterial extravasation.  Therefore,  particular  caution  (aspira- 
tion and  site  injection)  should  be  observed  to  insure  injection 
only  into  intact  veins;  avoid  either  intra-arterial  injection  or 
extravasation.  Intravenous  administration  should  be  accom- 
plished slowly,  no  faster  than  25  mg.  per  minute,  and  not  to 
exceed  100  mg.  in  any  single  dose.  In  order  to  avoid  possible 
adverse  effects  it  is  recommended  that  hydroxyzine  parenteral 
solution  be  diluted  to  at  least  50  cc.  with  sterile  normal  saline 
and  administered  over  a period  of  four  minutes  or  more,  pref- 
erably into  the  tubing  of  a running  intravenous  infusion. 
Adverse  Reactions:  Drowsiness  may  occur;  if  so,  it  is  usually 
transitory  and  may  disappear  in  a few  days  of  continued 
therapy  or  upon  dosage  reduction.  Dryness  of  the  mouth  may 
occur  with  higher  doses.  Involuntary  motor  activity,  including 
rare  instances  of  tremor  and  convulsions,  has  been  reported, 
usually  with  higher  than  recommended  dosage. 

When  this  product  is  given  intravenously  undiluted,  minimal 
amounts  of  intravascular  hemolysis  occur  at  the  site  of  injec- 
tion. Giving  the  maximum  recommended  intravenous  dose 
(100  mg.)  to  adults  results  in  immediate  transient  hemolysis 
with  the  liberation  of  a total  of  2-3  grams  of  hemoglobin, 
which,  in  some  individuals,  can  cause  small  amounts  of  hemo- 
globinuria. This  compares  with  the  normal  red  cell  destruction 
from  which  approximately  8 Gm.  of  hemoglobin  are  liberated 
every  24  hours.  If  the  hydroxyzine  is  diluted  with  50  cc.  of 
normal  saline  and  given  during  a period  of  four  minutes  or 
more,  this  phenomenon  does  not  occur. 

Supply:  Vistaril  (hydroxyzine  pamoate)  Capsules:  Equivalent 
to  25  mg.,  50  mg.,  100  mg.  hydroxyzine  HC1.  Vistaril  (hydroxy- 
zine pamoate)  Oral  Suspension:  Equivalent  to  25  mg.  hydroxy- 
zine HC1  per  5 cc.  teaspoonful.  Vistaril  (hydroxyzine  HC1) 
Parenteral  Solution:  25  mg./cc.— 10  cc.  vial  and  50  mg./cc.— 
2 cc.  and  10  cc.  vial;  Isoject,®  25  and  50  mg.  per  cc.,  1 cc. per  unit. 

More  detailed  professional  information  available  on  request. 

Reference:  1.  Knott,  D.H.  and  Beard,  J.D.:  GP  36:118,  Sep- 
tember, 1967. 


LABORATORIES  DIVISION 

New  York,  N.Y.  10017 


Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes!  Arthritis!  and  Peripheral  Vascular  Disorders2 


now ...  specific  therapy  for  night  leg  cramps 


ty/Xf/Xer 

QUINAMM' 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev- 
eled, compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophy II ine  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Anqiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:81o,  1959.  6/67  Q-706A 


The  Tubex  Closed-Injection  System  means 


Efficiency  and  convenience 

Tubex  injectables  are  ready  for  immediate  use.  No 
measuring  of  doses;  no  filling  of  syringes.  Saves 
professional  time.  Easy  to  store  in  the  office,  easy 
to  carry  on  house  calls. 


Precision  and  protection  from  cross  contamination 

Tubex  injectables  are  premeasured,  accurately  and  clearly 
identified  as  to  name,  dose,  control  number  and 
expiration  date  (if  any).  Used  once,  then  discarded, 

Tubex  prefilled  sterile  cartridge-needle  units  cannot 
cause  cross  contamination. 

Coverage  of  virtually  all  injection  needs 

The  wide  range  of  drugs  available  in  Tubex  sterile 
cartridge-needle  units  can  meet  over  70%  of  common 
private  practice  injectable  needs.  For  drugs  not  yet  in 
Tubex  form,  empty  sterile  cartridge-needle  units  can 
usually  be  employed — and  retain  most  advantages 
of  the  system. 

TUBEX 


If  you  are  already  using  Tubex  in  your  office  and  don't  have  a waiting-room  placard, 
Wyeth  will  be  happy  to  send  you  one.  A postcard  will  do. 


Wyeth  Laboratories 
Professional  Service 
Box  8299 

Philadelphia,  Pa.  19101 
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Eli  Lilly  and  Company 
Indianapolis,  Indiana 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 
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In  winter  "flu"  and  viral  gastroenteritis,  Donnagel 
(4  oz.  size!)  can  bring  aid  and  comfort  to  sufferers 
from  both  diarrhea  and  its  discomforts  because  it 
contains  kaolin  and  pectin  plus  belladonna  alkaloids 
(asin  Donnatal  ).  Donnagel  treats  the  whole  diarrhea 
problem.  Available  on  your  prescription  or 

recommendation.  A H Robins  Company,  Richmond,  Va.  23220 
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THEBE’S  A 
FORMULATION 

Fob  evert 

COUGHINO  NEED 


U1  the  Robitussins  contain  glyceryl 
luaiacolate,  the  outstanding  expectorant  agent 
lat  greatly  increases  the  output  of  lower 
espiratory  tract  fluid.  Increased  RTF  volume 
xerts  a demulcent  effect  on  the 
■acheo-bronchial  mucosa,  promotes  ciliary 
ction,  and  makes  thick,  inspissated  mucus 
?ss  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu" 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  m 

Alcohol,  3.5% 


For  unproductive  allergic  coughs 
ROBITUSSIN®  A-C 
Each  5 cc.  contains: 

Glyceryl  guaiacolate 
Pheniramine  maleate 

Codeine  phosphate 

(warning:  may  be  habit  forming) 
Alcohol,  3.5% 


100  mg. 
7.5  rag. 
10.0  mg. 


Non-narcotic  for  6-8  hour  cough  control 

ROBITUSSIN®-DM 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  me. 

Dextromethorphan  hydrobromide  . 15.0  mg. 

Alcohol,  1.4% 

New!  Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN®-PE 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  ...  10.0  me. 

Alcohol,  1 .4% 


(PECTORANT 

IMULCENT 

DUGH  SUPPRESSANT 
1TIHISTAMINE 
)NG-ACTING  (6-8  HOURS) 
ISAL,  SINUS  DECONGESTANT 

TO  BY  VICTOR  HAND 


ROBITUSSIN 


© 


ROBITUSSIN  A-C  ROBITUSSIN-DM  ROBITUSSIN-PE 

• ® © 

♦ » © 

• © 


© 


A.  H.  Robins  Company,  Richmond,  Va.  23221 
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P.erhaps  there  have  been  times  when 
you  wanted  to  prescribe  erythromycin 
and  triple  sulfas  for  little  patients.  No1 
you  can— with  a choice  of  two  new 
fine-tasting  pediatric  forms. 


New- Two  Pediatric  Forms  of 
Erythromycin  and  Triple  Sulfas 


Wlabteis  • Mo  6380 
ifirawafl 


ERYTHROCIN'Sulfas 


fBYIHBOWfflN 
tlHTl  SUCOMIf 
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ERYTHROCIN -SULFAS 

Chewable  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  chewable 
tablet) 


ERYTHROCIN-SULFAS 

Granules  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  granules  for 
oral  suspension) 


In  clinical  trials1 2,  this  orange-flavored 
tablet  was  given  to  55  patients,  aged 
four  months  to  18  years. 

Diagnoses  (multiple  in  some  cases) 
represented  a cross  section  of  bacterial 
infections  commonly  seen  in  pediatric 
office  practice. 

Therapy  was  given  from  three  to  12 
days,  with  an  average  of  six  days. 

Of  the  55  patients,  30  were  reported 
cured  within  72  hours,  while  22  showed 
partial  recovery  within  the  same  time, 
and  subsequent  clinical  cure. 

A clinical  cure  rate  of  94.5% 


87  patients  were  treated1 2— all  children, 
ages  four  months  to  15  years. 

The  diagnoses  were  multiple  in  some 
cases  and  were  chiefly  bacterial 
infections  of  the  respiratory  tract. 

Dosage  was  maintained  from  three  to 
10  days;  average  treatment  was  five 
days.  All  of  the  ill  children  accepted  the 
orange-flavored  suspension  favorably. 

53  were  clinically  cured  within  72  hours, 
while  32  showed  partial  relief  within 
the  same  time,  and  subsequent 

clinical  cure.  701358 

A clinical  cure  rate  of  97.7% 


1.  Case  Reports  on  File,  Dept.  Clin.  Development, 
Abbott  Laboratories. 

2.  Polley,  R.F.L.,  Use  of  Erythromycin-Sulfas  in  Office 
Practice,  Western  Med.,  7:177,  July,  1966. 
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ERYTHROCIN -SULFAS 

Brief  Summary 

Contraindications:  Known  sensitivity  to  eryth- 
romycin or  sulfonamides.  Because  of  the  possi- 
bility of  kernicterus  with  sulfonamides,  do  not 
use  in  pregnancy  at  term,  premature  or  new- 
born infants. 

Warnings:  As  with  other  forms  of  sulfonamide 
therapy,  carefully  evaluate  patients  with  liver  or 
kidney  damage,  urinary  obstruction,  or  blood 
dyscrasia.  Deaths  have  been  reported  from  hy- 
persensitivity reactions  and  blood  dyscrasias 
following  use  of  sulfonamides.  Perform  blood 
counts  and  liver  and  kidney  function  tests  if 
used  repeatedly  at  close  intervals  or  for  long 
periods. 

Precautions,  Side  Effects:  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting  may 
occur  with  erythromycin,  generally  controlled 
by  reduction  of  dosage.  Mild  allergic  reactions 
(such  as  urticaria  and  other  skin  rashes)  may 
occur.  Serious  allergic  reactions  have  been  ex- 
tremely infrequent.  Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy.  Assure 
adequate  fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  If  overgrowth 
of  nonsusceptible  organisms  occurs,  withdraw 
the  drug  and  institute  appropriate  treatment.  If 
a patient  should  show  signs  of  hypersensitivity, 
appropriate  countermeasures  (e.g.  epinephrine, 
steriods,  etc.)  should  be  administered  and  the 
drug  withdrawn. 

Adverse  Reactions:  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomiting, 
urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae, 
purpura,  hematuria  and  crystalluria. 

Side  effects  due  to  erythromycin  are  infrequent, 
but  occasional  abdominal  discomfort,  nausea, 
or  vomiting,  urticaria  and  other  skin  rashes  may 
occur. 

Supplied:  The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The  Chew- 
able  tablets  are  in  bottles  of  50.  Each  5-ml.  tea- 
spoonful of  reconstituted  Granules  or  each 
Chewable  tablet  provides  erythromycin  ethyl 
succinate  equivalent  to  125  mg.  of  erythromycin 
activity  and  167  mg.  of  each  of  sul- 
fadiazine, sulfamerazine  and  sulfa- 
methazine. 701358 


anttcostive* 

hematinic 


PERITINIC 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

© Elemental  Iron  (as  Ferrous  Fumara(e)  . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  megm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid  0.05  mg 

Pantothenic  Acid 15  mg 

§ Bottles  of  60 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing  hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


488-7-6062 


Photo  professionally  posed. 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  propnylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  “Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


oralpen*vee8k 

(potassium  phenoxymethyl  penicillin) 
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he  elderly— rarely 
relief  is  observed 


Iministration  in  herpes  zoster : one  ampul 
.3  cc. ) I.M.  daily  for  2 to  5 days.  Caution: 
>r  intramuscular  use  only.  Inadvertent  I.V 
ministration  may  cause  anaphylactoid  re- 
tion.  Supplied:  Boxes  of  10  ampuls,  1.3 


ss,  F.  C.  and  Canizares,  O.:  New  York  State  J. 

706-708  (Mar.  15)  1952. 

r,  G.  W.:  Western  Med.  1:14  (Sept.)  1960. 

A.  G.:  Penna.  Med.  J.  63:697-698  (May)  1960. 
. H.  W.,  Lehrer,  H.  G.,  and  Lehrer,  D.  K. : 
;t  Med.  75:1249-1252  (Nov.)  1955. 
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MORNING  STIFFNESS 


EASED 
LAST  NIGHT 

(She  took  Persistin 
instead  of  aspirin) 
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Persistin  treats  morning  stiffness  and  pain  the 
night  before. 

Persistin  is  a unique  salicylate  which  com- 
bines the  prompt  analgesic  action  of  aspirin  to 
encourage  early  sleep  with  the  proven,  persist- 
ent action  of  sa licy Isa licylic  acid  to  permit  un- 
interrupted sleep.  Three  Persistin  tablets  at 
bedtime  yield  therapeutic  serum  salicylate 
levels  on  arising  which  are  well  within  the 
range  of  effective  salicylate  therapy  for  the 
relief  of  pain  and  stiffness  in  arthritis. 

Thus,  therapy  with  Persistin  allows  many  ar- 
thritics  to  dress  more  quickly  and  easily,  and 
face  the  morning  optimistically. 

Persistin  is  also  valuable  for  day-long  control 
of  the  pain  and  discomfort  of  arthritis. 


DOSAGE:  To  relieve  morning  stiffness  and  pain- 
when  salicylates  have  not  been  taken  during 
the  day,  an  adult  dose  of  three  tablets  at  bed- 
time is  suggested. 

For  24-hour  control  of  pain:  Adults  up  to  160 
ibs.-one  tablet  after  each  meal  and  one  at  bed- 
time. Adults  over  160  Ibs.-one  tablet  after  each 
meal  and  two  at  bedtime. 


PRECAUTION:  Other  salicylates  should  not  be 
taken  concurrently.  Do  DCDC  1 CTIK  I*3 
not  exceed  recom-  rLlxJIJ  I II  N 


mended  doses. 


salicytsalicylic  acid  7%  gr. 
(485  mg.)-aspirin  2Vi>  gr. 
{160  mg.) 


Detroit,  Michigan  48211 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults, l- 2>  3>  4 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.5, 6,7,8 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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the" Librium  effect ” 

(chlordiazepoxide  HCI) 


For  years,  physicians 
have  valued  Librium 
(chlordiazepoxide  HCI) 
capsules  for  their  reliable 
calming  effect. 


(in  capsules) 


Now,  the  same  dependable 
antianxiety  effect  can  be 
obtained  with  convenient 
tablets-Libritabs 
(chlordiazepoxide). 


(in  Libritabs) 

(chlordiazepoxide) 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupa- 
tions requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symp- 
toms (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lac- 
tation, or  in  women  of  childbearing  age  re- 
quires that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated. 


Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  com- 
bination therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  indi- 
vidual pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagu- 
lation have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not  been 
established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at 
the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  erup- 


tions, edema,  minor  menstrual  irregularit  I 
nausea  and  constipation,  extrapyramidal  [ 
symptoms,  increased  and  decreased  libiil 
all  infrequent  and  generally  controlled  wi I 
dosage  reduction;  changes  in  EEG  pattei  I 
(low-voltage  fast  activity)  may  appear  du  f 
and  after  treatment;  blood  dyscrasias  (in  | 
eluding  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported' 
casionally,  making  periodic  blood  count!  I 
and  liver-function  tests  advisable  during  f 
protracted  therapy. 

Usual  Daily  Dosage:  Individuataefor  me  I 
mum  beneficial  effects.  Oral— Adults:  M | 
and  moderate  anxiety  and  tension,  5 or 
10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  oj 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  M 
b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HI 
Capsules,  5 mg,  10  mg  and  25  mg  — bottlj 
of  50.  LibritabsT  M-  (chlordiazepoxide)  Te  I 
lets,  5 mg,  10  mg  and  25  mg  — bottles  of  [ 
With  respect  to  clinical  activity,  capsule  | 
and  tablets  are  indistinguishable. 
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Part  of  the  fine  art  of  medicine 


DARVtfT 

COMPOUND-6 


Each  Pulvule®  collaks  65  mg.  propox- 
yphene hydrochlomle,  227  mg.  aspirin 
162  mg.phenacetin,$hd  32.4 mg. caffeine 


Additional  information  available  to  the 
medical  profession  upon  request. 

ELI  LILLY  ANO  COMPANY 
INDIANAPOLIS,  INDIANA  46206 


a name  you  can  count  on 
when  it  counts 


(CHLORAMPHENICOL) 


Complete  information  for  usage  available  to  physicians  upon  request. 
Parke,  Davis  & Company,  Detroit,  Michigan  48232 
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A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 


1 s\ chother apy,  analytic  or  directive,  individually  or  group  oriented; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 


THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 
6 miles  south  of  Pinehurst  and  Southern  Pines. 


Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director 
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A palatable  chloral  hydrate  syrup 
containing  10  grains  in  each  teaspoonfB 
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Help  can  be  weeks  away 
for  a painful  shoulder. 

Except  with  Butazolidin  alka. 

If  it  doesn’t  work  in  a week, 
forget  it. 


don’t  forget  this  about  Butazolidin  alka 

itraindications:  Edema;  danger  of  cardiac 
ompensation;  history  or  symptoms  of  pep- 
Sjulcer;  renal,  hepatic  or  cardiac  damage; 
)ry  of  drug  allergy;  history  of  blood  dys- 
ia.  The  drug  should  not  be  given  when  the 
ent  is  senile  or  when  other  potent  drugs  are 
n concurrently.  Large  doses  of  Butazolidin 
are  contraindicated  in  glaucoma. 

nmg:  If  coumarin-type  anticoagulants  are 
|n  simultaneously,  watch  for  excessive  in- 
ise  in  prothrombin  time.  Instances  of 
;re  bleeding  have  occurred.  Pyrazole  corn- 
ids  may  potentiate  the  pharmacologic 
• n of  sulfonylurea,  sulfonamide-type 
its  and  insulin.  Carefully  observe  patients 
living  such  therapy.  Use  with  great  caution 
Je  first  trimester  of  pregnancy. 

autions:  Before  prescribing,  carefully 
t patients,  avoiding  those  responsive  to 
ne  measures  as  well  as  contraindicated 
ints.  Obtain  a detailed  history  and  a corn- 
physical  and  laboratory  examination,  in- 
ng  a blood  count.  The  patient  should  not 
>ed  recommended  dosage,  should  be 
Hy  supervised  and  should  be  warned  to 
pntinue  the  drug  and  report  immediately  if 
sore  throat,  or  mouth  lesions  (symptoms 
j)od  dyscrasia);  sudden  weight  gain  (water 
tion);  skin  reactions;  black  or  tarry  stools 
her  evidence  of  intestinal  hemorrhage 
r.  Make  regular  blood  counts.  Discontinue 
Irug  immediately  and  institute  counter- 
ures  if  the  white  count  changes  signifi- 
granulocytes  decrease,  or  immature 
; appear.  Use  greater  care  in  the  elderly 
hypertensives. 

se  Reactions:  The  most  common  are 
a,  edema  and  drug  rash.  Swelling  of  the 
s or  face  may  be  minimized  by  withhold- 
etary  salt,  reduction  in  dosage  or  use  of 
ics.  In  elderly  patients  and  in  those  with 
tension  the  drug  should  be  discontinued 
he  appearance  of  edema.  The  drug  has 
(associated  with  peptic  ulcer  and  may  re- 
Nate  a latent  peptic  ulcer.  The  patient 


should  be  instructed  to  take  doses  immediately 
before  or  after  meals  or  with  milk  to  minimize 
gastric  upset.  Mild  drug  rashes  frequently  sub- 
side with  reduction  of  dosage.  However,  rash 
accompanied  by  fever  or  other  systemic  re- 
actions usually  requires  withholding  medica- 
tion. Purpuric  rash  has  also  been  reported. 
Agranulocytosis,  exfoliative  dermatitis, 
Stevens-Johnson  syndrome,  or  a generalized 
allergic  reaction  similar  to  serum  sickness  may 
occur  and  require  permanent  withdrawal  of 
medication.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may  occur. 
Leukemia  and  leukemoid  reactions  have  been 
reported.  While  not  definitely  attributable  to 
the  drug,  a causal  relationship  cannot  be  ex- 
cluded. Thrombocytopenic  purpura  and  aplas- 
tic anemia  may  occur.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic  neu- 
ritis and  transient  hearing  loss  have  been  re- 
ported, as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  he- 
maturia. With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemodilu- 
tion  may  occur. 


Dosage  in  Painful  Shoulder:  Initial:  3 to  6 cap- 
sules daily  in  3 or  4 equal  doses.  Trial  period: 
one  week.  Maintenance  dosage  should  not 
exceed  4 capsules  daily;  response  is  often 
achieved  with  1 or2  capsules  daily.  6£09-v(B)ft2 


Butazolidin9  alka  Geigy 

Capsules 

phenylbutazone,  100  mg.;  dried  aluminum  hy- 
droxide gel,  100  mg.;  magnesium  trisilicate, 
150  mg.;  homatropine  methylbromide,  1.25  mg. 


complete  details, 
m see  full 
<ribing  information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  NewYork  10502 


Synirin  provides  prompt  barbiturate  potentia- 
tion of  aspirin  without  limiting  the  therapeutic 
usage  of  aspirin.  Both  pentobarbital  and  aspirin 
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Here’s  what  you  do  to 
get  samples  of  the 

anticostlve* 

hematinic 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?) 

PERITINICT 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarale)  . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Bs 7.5  mg 

Vitamin  Bu 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  CO 
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removes  the  mental  blur 


that  clouds  vision 


S01F0T0N 

Each  tablet  or  capsule  contains 

PHENOBARBITAL 16  mg. 

(Warning:  may  be  habit  forming) 
BENSULFOID®  (See  P D R)  65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 
Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAILABLE  

Solfoton  ( yellow , uncoated  tablets  “P”) 

1 00s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1000s 

Solfoton  S/C  (sugar-coated  beige  tablets) 

100s,  500s,  4000s 


WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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PBC  is  different. 

PBC  computerized  hilling  is  custom  tailored  to  fit 
your  practice. 

PBC  computerized  billing  increases  doctor-clients'  cash 
receipts. 

PBC  computerized  hilling  utilizes  minimal  girl  time  in 
your  office. 

PBC  computerized  billing  offers  unexcelled  accuracy— 
8 complete  checks. 

PBC  computerized  hilling  gives  you  up-to-the-minute 
balances  on  ledger  cards  that  always  remain  in 
your  office. 

PBC  is  local — licensees  are  leading  collection  agencies 
in  your  area. 

PBC  is  a specialist — Medical  billing  is  our  only 
business. 

PBC  invites  your  inquiry- — no  obligation. 


Professional  Billing  Corporation 
1311  East  Morehead  Street 
Charlotte,  N.  C.  28204 


Gentlemen:  I am  interested  in  improving  the  billing  & accounts 
control  system  in  my  Practice.  Please  provide  details  of  the  PBC 
Program  designed  to  increase  cash  receipts  and  save  "girl  time." 
There  is  no  obligation. 


Name  ... 


| Street  Address  . 


I City  , State  Zip 

L I 


Professional 


Billing 

Corporation 

1311  East  Morehead  Street 
Charlotte,  N.  C.  28204 
Phone  704/375-4541 


DORSEY 


The  Wander  Company,  Lincoln,  Nebraska  68501.  Address 
communications  to  Keith  W.  Sehnert,  M.D.,  Medical  Director. 


the  cold  in  pregnancy 

Frederick  W.  Goodrich,  Jr.,  M.D. 

Senior  Obstetrician  and  Gynecologist,  Lawrence  and  Memorial  Hospital,  New  London,  Connecticut 


Since  pregnancy  and  the  common  cold  are  both 
ubiquitous,  it  is  not  surprising  that  they  often  occur 
at  the  same  time  in  the  same  patient.  Incidence  fig- 
ures are  hard  to  come  by,  but  the  chances  are  very 
good  that  any  given  pregnant  woman  will  have  a 
cold  at  some  time  during  the  nine  months  of  her 
gestation.  When  she  does,  she  will  tell  you  that  it 
is  the  worst  cold  she  ever  had.  It  seems  to  last  longer 
and  the  symptoms  are  more  distressing  than  they 
are  in  the  non-pregnant. 


For  purposes  of  this  discussion,  the  common  cold  is 
considered  to  b>e  the  well-known  symptom  complex 
which  includes  sore  throat,  stuffy  nose,  and  a cough, 
Febrile  states  or  extension  of  the  disease  process 
into  the  lower  respiratory  tree  are  not  part  of  the 
common  cold  and  will  not  be  included  in  this  dis- 
cussion. 

the  clinical  picture  of  a cold  in  pregnancy  can  be 
confused  by  a long-known  physiological  phenome 


diaphragi 


abdominal  musclesHI 


bladder 


on.  Kiesselbach’s  area  in  the  nose  (on  the  anterior 
]irt  of  the  nasal  septum  above  the  intermaxillary 
bne)  becomes  engorged,  apparently  due  to  hypere- 
iia  induced  by  the  increased  estrogen  level  which 
icompanies  pregnancy.  The  amount  of  congestion 
cn  vary  in  degree  from  woman  to  woman.  Some 
hve  very  little  congestion,  others  will  have  occa- 
s>nal  nosebleeds  from  this  area,  still  others  will 
t ve  symptomatic  congestion  to  the  degree  that  they 
wll  complain  of  having  a "chronic”  or  constant 
ctd. 
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e;  well  recognized  is  the  occurrence  of  this  type 
ol  hyperemia  in  any  part  of  the  nasopharyngeal 
cosa,  again  in  varying  degree.  Such  swelling 
;n  produces  a postnasal  drip  which,  the  patient 
1 state,  is  present  only  when  she  is  pregnant. 
Pjients  who  do  not  have  symptomatic  congestion 
orinarily,  will  find  that  when  they  do  get  a cold, 
th  symptoms  last  much  longer  than  those  of  a cold 
us  illy  do.  Occasionally,  this  hyperemia  is  respon- 
for  closure  of  the  medial  end  of  the  Eustachian 
such  patients  will  complain  of  "plugging”  of 
ears.  Inspection  of  the  ear  drum  will  show  a 
•ession  which  confirms  the  presence  of  Eusta- 
n closure  rather  than  wax  in  the  canal  which  is 
patient’s  diagnosis.  Symptoms  related  to  this 
iological  congestion  are  more  apt  to  occur  in 
ier  smokers  or  those  who  have  a history  of 
ll<gic  rhinitis,  just  as  are  the  symptoms  of  the 
or  non  cold.  And  when  the  cold  does  occur  in 
nancy,  the  symptoms  are  worse  because  of  the 
rlying  congestion. 


>it 

ul 

h< 

ie 

h 

h< 

* 

iei 


>re 

nt 


th 

nd 

3 

en 

ac 

eri 

)u 

3W 

>1g 


h<  pregnant  woman  with  a cold  is  miserable  for 
reasons,  dependent  somewhat  on  her  parity 
he  length  of  her  gestation.  As  parity  increases, 
so  does  the  relaxation  of  the  abdominal  and 
eal  musculature.  The  uterus,  lying  against  a 
abdominal  wall,  and  bearing  down  on  relaxed 
eal  muscles,  acts  like  a piston  when  the  patient 
is,  sneezes,  or  even  blows  her  nose,  pushing 
on  the  bladder.  Stress  incontinence  during 
is  almost  the  rule. 
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> & length  of  gestation  increases,  so  does  the  size 
- uterus.  As  it  grows,  it  pushes  the  abdominal 
>ntnts  above  it  and  elevates  the  diaphragm.  This 
s eventually  in  a lateral  displacement  of  the 
rib  cage,  often  to  a point  at  which  the  patient 
omplain  of  soreness  in  this  area.  If  such  a 

(Concluded  on  following  page ) 


From  a continuing  study  on  nasal  congestion . . . 
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6CFORE  TRIAMINIC 


timed  to  work 
while  your  patient  does 


A study  begun  in  1966  by  the  Department  of  Otolaryn- 
gology, Greater  Baltimore  Medical  Center,  has  accu- 
mulated evidence  that  documents  the  effectiveness  of 
Triaminic’s  timed-release  action  in  the  treatment  of 
nasal  congestion. 

With  its  balanced  formulation  of  an  oral  nasal  decon- 
gestant and  two  antihistamines,  Triaminic  effected 
partial  or  complete  relief  in  more  than  82%  of  the 
85  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 


It’s  a comforting  thing  to  know  that  Triaminic  really  works. 


V ■ ■ ■ 0 

Triaminic 


timed-release  tablets 


Each  timed-release  tablet  contains: 
Phenylpropanolamine  hydrochloride  50mg. 

Pyrilamine  maleate  25mg. 

Pheniramine  maleate  25mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 


(Advertisement) 


patient  has  a cold,  the  coughing  and  sneezing  will 
exaggerate  this  soreness.  I he  diaphragmatic  restric- 
tion caused  by  the  enlarging  uterus  also  makes 
breathing  more  difficult,  particularly  when  the  pa- 
tient lies  down.  A cold  compounds  this  difficulty. 

Treating  a cold  in  pregnancy  requires  two  addi- 
tional considerations.  The  patient  should  be  told 
that  the  symptoms  may  last  longer  lest  she  become 
discouraged,  and  she  should  be  reassured  that  the 
treatment  will  not  damage  the  fetus.  Although  there 
are  still  some  women  who  seem  blissfully  ignorant 
regarding  matters  of  health  (and  these  need  to  be 
cautioned  not  to  take  medication  recommended  by 
friends),  most  of  our  maternity  patients  are  aware 
of  the  thalidomide  tragedy.  These  women  need  con- 
stant reassurance  that  the  symptoms  of  a cold  can 
be  treated,  and  that  the  medication  is  safe.  Fortu- 
nately, many  of  the  drugs  which  are  of  benefit  have 
been  in  use  long  enough  and  widely  enough  so  that 
such  a statement  can  be  offered.  Occasionally  one 
encounters  a patient  who  is  so  anxious  to  avoid 
medication  that  she  is  extremely  reluctant  to  take 
anything  at  all.  Since  cold  is  self-limited,  it  seems 
reasonable  enough  to  give  such  a patient  the  choice 
and  not  to  force  drugs  on  her  if  she  is  obviously 
afraid  of  taking  them. 

the  most  distressing  symptom  of  the  common  cold 
is  the  nasal  congestion.  This  can  be  mitigated  by 
the  use  of  a decongestant  which  will  help  reduce 
the  postnasal  drip  and  the  coughing  caused  by  it. 
The  kind  of  a cough  which  is  described  as  a "tick- 
ling” in  the  throat  and  which  is  apt  to  occur  when 
the  patient  goes  to  bed  is  usually  due  to  nasopha- 
ryngeal congestion  rather  than  inflammation  in  the 
lower  respiratory  tract. 

There  are  many  cough  mixtures  available.  Most 
contain  an  antihistamine,  a decongestant,  and  a 
cough  "suppressant."  Should  cough  suppression  be 
desirable,  it  is  important  to  remember  not  to  use 
both  a decongestant  tablet  and  such  a cough  mix- 
ture as  the  patient  would  be  getting  a double  dose  of 
the  decongestant.  With  some  patients,  the  placebo 
effect  of  a cough  syrup  may  be  important  and  a 
liquid  preparation  might  be  substituted  for  an  oral 
tablet. 

For  a sore  throat,  candy  drops  or  lozenges  at  fre- 
quent intervals  are  soothing.  It  is  not  only  unneces- 


sary but  unwise  to  use  antibiotic  lozenges  or  drop 
The  use  of  antibiotics  in  an  uncomplicated  cold  is 
contraindicated  and  should  be  scrupulously  avoided 


In  summary,  a cold  in  pregnancy  is  more  severe  and 
longer  lasting.  The  treatment  of  the  symptoms  will 
local  and  systemic  decongestants  will  make  the 
patient  more  comfortable. 


Apparently  the  cold  is  so  common  in  pregnancy  tha 
it  has  received  very  little  attention  in  the  literature 
References  are  almost  non-existent  and  the  fev 
which  are  available  add  little  to  the  common  know!  j 
edge,  are  out-dated,  or  are  not  helpful.  I hus  the 
usual  bibliography  is  not  appended. 


Relieve  his  sniffles, 
her  concern,  and  about 
half  your  phone  calls. 
Tell  her  to  get 
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Triaminic  syrup 
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Each  teaspoonful  (5  ml.)  contains: 
Phenylpropanolamine  hydrochloride 
Pheniramine  maleate 
Pyrilamine  maleate 

For  nasal  congestion  you  can  bring  quick,  lasting 
fort  to  your  little  patients  with  Triaminic  Syrup.  Yoi 
occasionally  encounter  these  side  effects:  drowsint 
blurred  vision,  cardiac  palpitations,  flushing,  dizzinc 
nervousness  or  gastrointestinal  upsets.  Precaution!^ 
possibility  of  drowsiness  should  be  considered  by  • 
tients  engaged  in  mechanical  operations  requiring  ale 
ness.  Use  with  caution  in  patients  with  hypertensi: 
heart  disease,  diabetes,  or  thyrotoxicosis. 
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Breathing’s 
i snap  again 
he  said 
gingerly. 

(COMPLIMENTS  OF 
DIMETAPP) 


I sip  clear  up  that  miserable  stuffed-up 
filing  with  Dimetapp.  Each  hard-work- 
ii*  Extentab  brings  welcome  relief  from 
t;;  stuffiness,  drip  and  congestion  of  upper 
rnpiratory  conditions  for  up  to  10-12 
hurs.  Yet,  patients  seldom  experience 
d)wsiness  or  overstimulation.  The  key  to 
siicess  is  the  Dimetapp  formula:  Dime- 
t£  e (brompheniramine  maleate)— along 
w h phenylephrine  and  phenylpropanola- 
nn  le,  two  time-tested  decongestants.  They 
g<  the  job  done ...  in  a hurry. 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications : Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  be 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


it  sinusitis,  colds,  U.R.I. 

fiiiietapirGxtentahs 

(Dijetane®  [brompheniramine  maleate],  12  mg.; 
pliylephrine  HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg.) 

up  to  10-12  hours  clear 
on  one  tablet 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

^ A.H.  ROBINS  COMPANY 

RICHMOND,  VA.  23220 
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tranquilizer  with 
articular  usefulness  in 
motional  disorders 


(pronounced  TYE-buh-tran) 

TM 


tybamate 


isive  clinical  experience,  including  eleven  double-blind  studies,1'11  indi- 
thatTybatran  is  an  effective  agent  for  the  relief  of  anxiety  and  tension. 
Dears  to  lend  itself  particularly  well  to  the  management  of  the  anxious 
nt  who "somatizes”— whose  anxiety  and  tension  find  expression  in  com- 
ts  such  as  headaches,4’8-10-11  fatigue,4  insomnia, 2-4’8’9-12  anorexia, 3-8-9 
ruritus.7 

o salient  features  seem  to  set  Tybatran  somewhat  apart  from  certain 
commonly  used  tranquilizers. 

>atran  often  proves  more  effective  than  meprobamate  and  chlordiaze- 

e.  In  one  study,4  severe  anxiety  responded  more  effectively  to  tybamate 
to  meprobamate;  in  another,8  symptom-response  superiority  of  tyba- 
over  chlordiazepoxide  was  marked  at  statistically  significant  levels  of 

dence. 

i 7 )atran  appears  to  be  less  sedating  than  other  widely  used  tranquilizers. 

If  factions  are  relatively  infrequent;  when  they  do  occur,  they  may  take 
>rm  of  drowsiness,  although  insomnia,  ataxia  and  other  adverse  effects 
been  reported.  Nevertheless,  Tybatran  impresses  many  clinicians  by 
< mparative  lack  of  undesirable  sedative  action.3-612  13  (If  drowsiness  or 
tjo  is  present,  activities  requiring  opt  ^ al  alertness  should  be  avoided.) 

patients  in  whom  anxiety  is  manifested  in  any  of  a multiplicity  of 
fj  ~al  complaints,  Tybatran  deserves  a clinical  trial.  These  are  the  chal- 
r,g  pat  ents,  those  with  recurrent,  persistent,  ever-changing  symptoms 
|piich  there  is  no  clinical  or  laboratory  evidence  of  organic  disease. 
i ual  adult  dose:  one  or  two  250  mg.  capsules  3 or  4 times  daily.  Adjust 
t individual  requirements.  AH-|^OBINS 


Prescribing  Information 

Dosage  and  administration.  The  suggested  adult 
dose  of  Tybatran  (tybamatej  is  one  or  two  250  mg.  cap- 
sules three  or  four  times  daily.  Dosage  should  be  adjusted 
to  suit  individual  requirements.  While  clinical  experience 
with  Tybatran  (tybamate)  in  children  has  been  very  lim- 
ited to  date,  the  recommended  daily  dosage  for  children 
6 to  12  years  old  is  20  to  35  mg  kg.  body  weight,  in 
three  or  four  equally  divided  doses.  Dosage  should  be  ad- 
justed to  suit  individual  requirements.  Until  further  clini- 
cal experience  is  obtained,  administration  of  Tybatran 
(tybamate)  to  children  under  6 years  of  age  is  not  rec- 
ommended. Daily  doses  larger  than  3000  mg.  are  not 
recommended,  although  in  a few  instances  doses  in  ex- 
cess of  this  figure  have  been  administered.  Tybatran 
(tybamate)  is  also  available  in  350  mg.  capsules,  for 
convenience  in  dosage  adjustment,  e.g.,  one  capsule 
three  times  daily  and  two  at  bedtime. 

Contraindications.  Tybat'an  ftybanate)  should  not 
be  administered  to  patients  known  to  be  hypersensitive 
to  the  drug.  Since  no  studies  have  been  done  with  this 
drug  in  human  pregnancy,  it  should  not  be  used  in  preg- 
nancy unless  the  potential  benefit  outweighs  the  risk. 

Warnings.  Sir.ltaoeous  ad~:nistrat:'.*  to  bs/b'dt'c 
patients  of  tybamate  with  phenothiazines  and  other  cen- 
tral nervous  system  depressants  has  in  a few  instances 
been  associated  with  the  occurrence  of  grand  mal  or 
petit  mal  seizures.  Seizures  have  been  reported  with 
administration  of  phenothiazines  alone,  but  not  with 
administration  of  tybamate  alone;  nevertheless,  tyba- 
mate should  be  used  cautiously  in  individuals  who  a-e 
receiving  other  central  nervous  system  depressants  or 
have  a history  of  convulsive  seizures.  Also  it  should  be 
borne  in  mind  that  simultaneous  administration  of  tyba- 
mate with  alcohol  or  with  other  psychotropic  agents,  par- 
ticular1-/ phenothiazines  or  monoamine  oxidase  nh  ; ::rs, 
which  are  known  to  potentiate  the  action  of  other  drugs, 
may  result  in  additive  actions. 

Precautions.  The'e  "as  bee-  ro  e.  de'ce  to  date  :f 
the  development  of  habituation  or  addiction.  Investigators 
ha-re  not  observed  excessive  self-medication  cr  ary  with- 
drawal symptoms  with  use  of  Tybatran  (tybamate).  but 
the  latter  should  be  kept  in  mind  with  cessation  of  the 
drug  after  prolonged  use.  Because  cf  the  occurrence  of 

Prescribing  information  continued  on  next  page. 


(pronounced  TYE-buh-tran) 

Tybatran 

/ brand  of  tybamate 

a tranquilizer  with 
particular  usefulness  in 
functional  disorders 


Prescribing  information  continued  from  preceding  page. 

withdrawal  symptoms  or  exacerbation  of  presenting  symptoms  upon  rapid  with- 
drawal of  other  agents  of  this  type,  abrupt  withdrawal  of  Tybatran  (tybamate) 
should  be  avoided.  Tybamate,  like  other  psychotherapeutic  agents,  should  be 
used  with  caution  in  addiction-prone  individuals.  Should  symptoms  of  hypersen- 
sitivity occur,  administration  should  be  discontinued  at  once  and  appropriate 
symptomatic  treatment  initiated.  Operation  of  motor  vehicles  or  machinery  or 
other  activities  lequiring  optimal  mental  alertness  should  be  avoided  if  drowsi-  | 

ness  or  vertigo  is  present.  As  with  any  new  drug,  Tybatran  (tybamate),  should  j 

be  used  with  caution  in  patients  with  a history  of  drug  allergies,  blood  dyscra-  : 

sias,  and  hepatic  or  renal  disease;  and  prolonged  and/or  high  doses  of  tybamate 
should  be  accompanied  by  periodic  measurements  of  hepatic,  hematopoietic, 
and  renal  function. 

Adverse  reactions.  While  these  have  only  rarely  required  discontinuation  of  the 
drug,  the  most  frequently  encountered  reactions  have  included  drowsiness,  diz-  | 

ziness,  nausea,  insomnia,  euphoria.  The  drug  was  discontinued  in  one  child  j 

because  of  a possible  drug-induced  urticaria,  and  skin  rash  and  pruritus  have  j 

been  encountered  in  a few  other  patients.  In  a few  patients,  effects  suggesting  I 

excessive  stimulation  such  as  hyperactivity,  fidgetiness,  flushing,  and  tachy-  [ 

cardia  have  been  encountered.  Other  reported  side  effects  recorded  only  a few 
times  to  date  have  included  ataxia,  unsteadiness,  confusion,  feeling  of  unreality, 
"panic  reaction,"  fatigue,  headache,  paresthesias,  vertigo,  gastrointestinal 
disturbances,  glossitis  and  dry  mouth.  Grand  mal  or  petit  mal  seizures  have 
been  reported  in  a few  hospitalized  psychotic  patients  to  whom  tybamate  (up  to 
6000  mg.  daily),  phenothiazines,  and  other  psychotropic  agents  were  adminis-  I 
tered  simultaneously.  Convulsive  seizures  have  not  been  reported  with  the  use 
of  tybamate  alone. 

Until  clinical  experience  has  accumulated  with  this  drug,  inasmuch  as  tybamate 
is  related  to  meprobamate,  the  physician  should  be  cautious  about  the  possibil-  ( 
ity  of  rare,  serious  adverse  reactions  such  as  may  be  encountered  with  the  latter  \ 
drug.  Should  excessive  doses  of  tybamate  be  ingested,  it  is  recommended  that  j 
any  drug  remaining  in  the  stomach  be  removed  and  symptomatic  therapy,  in-  J 
eluding  central  stimulants,  be  used  as  necessary. 

Supply.  Tybatran  (tybamate)  is  available  in  green,  sealed  capsules  of  three 
strengths:  350  mg.,  250  mg.,  and  125  mg.  Each  strength  is  supplied  in  bottles  ; 
of  100  and  500. 
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WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Photo  professionally  posed. 


Pen»Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity , bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion): Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  ''Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units) ; Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


0RALPEN*VEESK 

(potassium  phenoxymethyl  penicillin) 
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Apply 

internally. 


Take  a relaxing  break 
for  Coca-Cola.  Couple 
of  times  a day.  Because 
Coke  has  the  taste 
you  never  get  tired  of. 
It’s  always  refreshing. 


SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

The  Professional  Organization  that  is 

GOOD  FOR  ITS  MEMBERS 

For  instance,  the  S.C.M.A.  sponsors  a fine 

INCOME  PROTECTION  PLAN 

which  has  paid  its  insured  members  a total  of 

MORE  THAN  $135,500 

FOR  TIME  LOST  DUE  TO  DISABILITY 

Right  now,  more  than  350  smart  S.C.M.A.  members  enjoy  this  protection. 
Take  your  first  step  to  join  them. 

Write  today  for  full  details  of  this  economical,  practical  plan. 
administered  by 

Charles  W.  Dudley  Box  3201  Florence,  S.  C.  29501 

representing 

INSURANCE  COMPANY 

HOME  OFFICE:  LANCASTER,  PA. 


<rWhen  you 
can’t  control 
the  cause... 


you  can 
control  its 
effect. 
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PALOHIST 


An  antihistamine-decongestant  available  in  slow  release 
capsules  containing  phenylephrine  hydrochloride.  25.0  mg.; 
chlorpheniramine  maleate,  7.5  mg.;  pyrilamine  maleate, 
25.0  mg.;  methapyrilene  hydrochloride,  12.5  mg.  Also  avail- 
able as  liquid  in  regular  non-sustained  release  dosage. 


PALOHIST  MILD 


Same  sustained  release  capsules  and  formula  as  PALOHIST 
except  in  one-half  strength  per  capsule. 


HISTOR-D 


A sustained  release  capsule  that  allows  prompt  symptomatic 
relief  and  a continuing  release  of  remaining  medication 
over  a period  of  6 to  10  hours.  Each  capsule  contains 
chlorpheniramine  maleate,  8 mg.;  phenylephrine  HC1,  20 
mg.;  methscopolamine  nitrate,  2.5  mg. 


Complete  information  for  usage  avail- 
able to  physicians  upon  request. 


PALMEDICO,  INC.  • Drawer  3397  • COLUMBIA,  S.C. 
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Nothing  else  I’ve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  it. 


February,  1968 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet 
tablets  you  have  the  range  and  flexibility  of  decongestant 

(dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 

I by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention 
Caution  ambulatory  patients  that  drowsiness  may  result 

Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride,  25  mg  and 
, chlorpheniramine  maleate,  4 mg 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride,  40  mg 
chlorpheniramine  maleate,  8 mg  ; and  acetaminophen,  500  mg 


j. 
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Togetherness 


. . .can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity1  or  side  effects2,3  and  will  not  mask  symptoms  of 


serious  organic  disorders 


1.  Bradley,  J.  E.,  et  al J.  Pediat.  38:41  (Jan.)  1951. 

2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst. 
&Gvnec.  6.5:311  (Feb.)  1953. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


ASHEVILLE 


APPALACHIAN  HALL 

ESTABLISHED  — 1916 

NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug 
and  alcohol  habituation. 

Insulin,  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate 
for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Mark  A.  Griffin,  Sr.,  M.D. 


Wm.  Ray  Griffin,  Jr.,  M.D 
Robert  A.  Griffin,  M.D. 

For  rates  and  further  information  write 


Mark  A.  Griffin,  Jr.,  M.D. 
APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 


RORER 


When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 


Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well- accepted  principle  of  conserva- 
tive nipdical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited.  The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1 Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 

Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed  - 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8 Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL  1 therapy. 


10.  Because  of  the  occasional  occur 
rence  of  thrombophlebitis  and 
pulmonary  embolism  in  patients  I 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the  I 
earliest  manifestations  of  the  dis-] 
ease.  11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure,  I 
NORINYL-1  should  be  used  judi-l 
ciously  in  young  patients  in  whom 
bone  growth  is  not  complete.  12,  Ti 
age  of  the  patient  constitutes  no  I 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may  I 
mask  the  onset  of  the  climacteric. 
13.  The  pathologist  should  be  ad-j 
vised  of  NORINYL-1  therapy  wh« 
relevant  specimens  are  submitted. 


Side  effects  observed  in  patients 
receiving  oral  contraceptives:  Thi 

following  adverse  reactions  have 
been  observed  in  patients  receivii 
oral  contraceptives : nausea,  vomi 
ing,  gastrointestinal  symptoms  (i 
as  abdominal  cramps  and  bloatinj 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenoj 
rhea,  edema,  chloasma  or  melas 
breast  changes  (tenderness,  enlai 
ment  and  secretion),  change  in 
(increase  or  decrease),  changes  ! 
cervical  erosion  and  cervical  seen 
suppression  of  lactation  when 
immediately  postpartum,  cholesl 
jaundice,  migraine,  rash  (allergii 
rise  in  blood  pressure  in  suscepi 
individuals,  mental  depression 
Although  the  following  side  eff< 
have  been  reported  in  users  of  oi 
contraceptives,  no  cause  and  eff< 
relationship  has  been  established 
anovulation  post-treatment, 
premenstrual-like  syndrome,  ch, 
in  libido,  changes  in  appetite,  cy: 
like  syndrome,  headache,  nervoi 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema; 
sum,  hemorrhagic  eruption,  iti 
The  following  occurrences  havi 
observed  in  users  of  oral  contrai 
tives  (a  cause  and  effect  relatioi 
has  been  neither  established  ni 
proved) : thrombophlebitis,  puli 
embolism,  neuro-ocular  lesion 
The  following  laboratory  results] 
may  be  altered  by  the  use  of  or 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepa 
function  tests,  coagulation  tests 
(increase  in  prothrombin,  Factoi 
VII,  VIII,  IX  and  X),  thyroid  fui 
tion  (increase  in  TBI  and  butai 
extractable  protein-bound  iodii 
decrease  in  T3  values),  metyra 
test,  pregnanediol  determinatii 


rethindrone 


an  original  steroid 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


Untreated  Patient 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with 
Spinnbarkeit  (stretchability)  of  15  to  20  cm. 


Cervical  mucus  at  midcycle  is  scanty,  viscous— with  Spinn 
barkeit  of  1 cm.  or  less. 


Jorethindrone  lmg.  c mestranol  0.05mg.) 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses  — and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 
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cortisone  1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 


Synalar 


fluocinolone  acetonide 
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For  everyday  topical  steroid  therapy 

Synalar  0.01° 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form -clear,  nongreasy, 
cosmetically  elegant. 


Product  1 njormation 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroid.* 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Acailability:  Synalar  (fluocinolone  acetonide) 
Cream  0.0252  — 5,  1 5 and  60  Gm.  tubes  and  425 
Gm.  jars.  Cream  0.012—  15.  45  and  60  Gm.  tubes 
and  1 20  Gm.  jars.  Solution  0.0 1 2 — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.0252—  15  and 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate 
0.52  [0.352  neomycin  base],  fluocinolone  acetomc 
0.0252)  Cream  — 5,  I 5 and  60  Gm.  tubes. 


fluocinolone  acetonide  - an  original  steroid  from 
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E/IPIRIN’  COMPOUND  with  CODEINE  PHOSPHATE  qr.  1/2  No.  3 

Farh  tahlAf  rrsm  . ; >•_  . r-..  . 


Each  tablet  contain,:  Codeine  Phosphate  gr.  Vi  (Warning -May  be  habit  forming;, 

Phenacetin  gr.  2Vj,  Aspirin  gr.  3VS,  Caffeine  gr.  Vi. 

Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


" BURROUGHS  WELLCOME  &.  CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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Eli  Lilly  and  Company  p 1 
Indianapolis,  Indiana  46206 


who  goes 

for  checkups? 


A vital  question.  For  if  early  diagnosis  and 
treatment  can  cure  cancer,  obviously 
regular  health  checkups  are  essential. 
In  a survey  conducted  for  the  Society,  we 
discovered  that  only  26%  of  those  questioned 
had  such  regular  checkups. 
But  90%  said,  if  their  physicians  told  them 
to  do  so,  they  would  have  annual 


checkups.  This  confirmed  what  we  have 
long  known— your  key  role,  doctor,  in  activating 
your  patients  in  good  health  practices. 

We  alert  the  public  with  facts  about  cancer. 

You  follow  through  by  urging  regular  checkups. 
A life-saving  combination. 

AMERICAN  CANCER  SOCIETY 


“American  Cancer  Society,  South  Carolina  Division,  Inc. 


in  moderate  hypertension  and 
poorly  controlled  mild  hypertensio 

(when  diuretics  or  sedatives  are  inadequate,  for  example) 


When  your  patients  expect  a lot... 
like  relief  from  hypertensive  symptoms 

(headache,  fatigue,  nervousness,  palpitation  or  insomnia,  for  example) 

like  an  up-to-date,  once-a-day  dosage  schedule 

(a  schedule  not  unlike  timed-release  medication,  for  example) 

like  a daily  dose  of  medication  for  peanuts 

(at  IOC  a tablet,  for  example) 

like  generally  well-tolerated  therapy 

(as  described  in  the  package  insert,  for  example) 


...give  them  a little 

(one  tablet  daily) 


Regroton 

chlorthalidone  50  mg.,  reserpine  0.25  mg. 


Indications:  Hypertension.  Contraindications:  History  of 
mental  depression,  hypersensitivity,  and  most  cases  of 
severe  renal  or  hepatic  diseases.  Warning:  With  the  admin- 
istration of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation 
is  not  practical,  the  possibility  of  small-bowel  lesions  (ob- 
struction, hemorrhage,  and  perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions  has  frequently  been  required 
and  deaths  have  occurred.  Discontinue  coated  potassium- 
containing  formulations  immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  one  week  before  electroshock  therapy,  and  if 
depression  or  peptic  ulcer  occurs.  Use  in  pregnancy: 
Regroton  should  be  used  in  pregnant  patients  or  in  women 
of  childbearing  potential  only  when,  in  the  judgment  of  a 
physician,  its  use  is  deemed  essential  to  the  welfare  of  the 
patients;  adverse  reactions  (thrombocytopenia,  hyperbili- 
rubinemia, altered  carbohydrate  metabolism,  etc.)  are 
potential  problems  in  the  newborn 

Precautions:  Antihypertensive  therapy  with  Regroton  should 
always  be  initiated  cautiously  in  postsympathectomy  patients 
and  in  patients  receiving  ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs,  or  curare.  Reduce  dosage  of 
concomitant  antihypertensive  agents  by  at  least  one-half.  To 
avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In 
emergency  surgery,  use,  if  needed,  anticholinergic  or  adre- 
nergic drugs  or  other  supportive  measures  as  indicated. 
Because  of  the  possibility  of  progression  of  renal  damage, 
periodic  kidney  function  tests  are  indicated.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated.  Electrolyte  imbalance,  sodium 
and/or  potassium  depletion  may  occur.  If  potassium  deple- 
tion should  occur  during  therapy,  Regroton  should  be  dis- 
continued and  potassium  supplements  given,  provided  the 


patient  does  not  have  marked  oliguria.  Take  particular  care 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction 
is  not  recommended.  Use  cautiously  in  patients  with  ulcera- 
tive colitis  or  gallstones  (biliary  colic  may  be  precipitated). 
Bronchial  asthma  may  occur  in  susceptible  patients.  Adverse 
Reactions:  The  drug  is  generally  well  tolerated.  The  most  fre- 
quent side  effects  are  nausea,  gastric  irritation,  vomiting, 
diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
and  acute  gout.  Other  potential  side  effects  include  angina 
pectoris,  anxiety,  depression,  bradycardia  and  ectopic 
cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness,  transient  myopia,  impotence 
or  dysuria,  orthostatic  hypotension  which  may  be  potenti- 
ated when  chlorthalidone  is  combined  with  alcohol,  bar- 
biturates or  narcotics,  leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranulocytosis,  nasal  stuffiness, 
increased  gastric  secretions,  nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis,  optic  atrophy  and  glaucoma, 
and  pruritus.  Eruptions  and/or  flushing  of  the  skin,  a reversi- 
ble paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea, 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deaf- 
ness, anorexia,  and  pancreatitis  when  epigastric  pain  or  un- 
explained G.l.  symptoms  develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia,  paresthesia,  photosensitization 
and  necrotizing  angiitis  are  possible.  Average  Dosage:  One 
tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)  46-600-B 
For  details,  see  complete  Prescribing  Information. 


Geigy  Pharmaceuticals,  Division  of 
Geigy  Chemical  Corporation,  Ardsley,  N.Y. 


This  pain  is 
getting  on 
my  nerves. 

Patients  in  pain  often  experience  concomitant  anxiety  and  tension, 
which  may  add  to  the  burden  of  pain. 

For  such  patients,  you  may  want  to  prescribe  a preparation  that 
offers  more  than  simple  analgesia. 

A good  choice  is  often  EquagesiC®  (meprobamate  and  ethohep- 
tazine  citrate  with  aspirin).  It  helps  relieve  pain.  And  anxiety.  And 
skeletal  muscle  spasm  as  related  to  pain  or  anxiety  and  tension. 


TABLETS 


Equagesic 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 


Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin  or 
meprobamate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during  pregnancy  or  lactation 
has  not  been  established;  therefore  it  should  be  used  in  pregnant  patients  or 
women  of  child-bearing  age  only  when  the  physician  judges  its  use  essential  to 
the  patient's  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients 
12  years  old  or  less.  Carefully  supervise  dose  and  amounts  prescribed,  especially 
for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of  meprobamate 
may  result  in  dependence  or  habituation  in  susceptible  persons— as  alcoholics,  ex-addicts, 
severe  psychoneurotics.  Withdraw  gradually  after  prolonged  high  dosage  to  avoid  possibly 
severe  withdrawal  reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced 
alcohol  tolerance.  If  drowsiness,  ataxia  or  visual  disturbances  (impairment  of  accommodation  and 
visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution  patients  against  operating  machinery 
or  driving.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respira- 
tory collapse  and  anuria)  with  immediate  gastric  lavage  and  appropriate  supportive  therapy  (CNS 
stimulants  and  pressor  amines  as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally  cause  nausea,  vomiting,  epigastric  distress, 
and  rarely  dizziness.  Overdosage  may  result  in  CNS  depression  (drowsiness  and  lightheadedness)  or 
CNS  stimulation  and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrom- 
binemic  hemorrhage  [usually  requires  whole  blood  transfusions]).  Meprobamate  may  cause  drowsiness, 
ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop  in 
patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate.  Mild  reactions  are 
characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported.  If  allergic  reaction  occurs, 
meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  symptomatically  such  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported 
following  continuous  use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis, and  hemolytic  anemia  have  been  reported;  almost  always,  in  the  presence  of  known  toxic  agents. 
Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 
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To  fight  TB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

’ (Rosenthal) 

?.?de  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications  none,  but  use  with  caution  in  act;ve 
tuberculosis.  Available  in  5’s  and  25’s. 


330-8/6135 


cJ7yasy  on 

thecQudiet... 

cJ7^asy  on 

the  ^Mother 

GAGATablets  Elixir KDKD 

ypor  CJron  C[)eficiency  Q/jnemia 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


® 


FERROUS 


on 

GLUCONATE 


b.i.d. 

The  sensible  schedule 
that  covers  the 
patient  day  and  night 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  then  you  know 
why  b.i.d.  DECLOMYCIN  is  considered  to  be  a 
sensible  dosage  schedule. 

The  maintenance  dosage  of  DECLOMYCIN 
can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

The  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
the  comfortable  assurance  that  the  patient 
is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
a therapeutic  dose  of  DECLOMYCIN  are 
high,  prolonged,  and  effective;  because  of 
high  serum  binding  and  slow  renal  clearance. 

And  if  there’s  a broader  susceptibility 
pattern  of  organisms,  we’ve  yet  to  see  it. 

I There  is  no  need  to  give  higher  daily  dosage 
than  300  mg  b.i.d.,  except  in  venereal  diseases 
1 and  Eaton  Agent  pneumonia. 

DIXL(  )MY(I\ 

DEMETmiCHLOKTETRACV'CLIlVl’, 


Prescribing  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  the 
patient  day  and  night 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe, 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney  — rise  in  BUN. 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare).  Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth— dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue 
medication  and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and  , 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Gm. 
given  in  equally  divided  doses  over  a period  of  10  to  15  days  should  be 
followed.  Close  follow-up  observation  of  the  patient  is  recommended, 
including  appropriate  laboratory  tests,  since  demethylchlortetracycline  ; 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effectively  | 
with  a single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortetra- 
cycline. Individuals  unable  to  tolerate  large  single  doses  due  to  gastro- 
intestinal side  effects  may  be  treated  with  150  mg.  every  6 hours  for  a 
minimum  of  4 doses  or  300  mg.  every  12  hours  for  a minimum  of  2 doses,  j 
Females  should  be  treated  with  a dosage  of  150  mg.  every  6 hours  or  300 
mg.  every  12  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 
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If  hypothyroidism  leaves  your  patient  feeling  like  this... 


ARMOUR  PHARMACEUTICAL  C 0 M PA  N Y • C H I C AG  0.  ILLINOIS 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER-  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


consider 

LETTER’ 

(SODIUM  LEVOTHYROXINE, 
ARMOUR)  TABLETS 

Synthetic  Thyroid  Replacement  Therapy 


The  full  V4  grain  of  phenobarb  in  the  formula 

takes  the  nervous  edge  off  the  pain 
...helps  bring  out  the  best  in  codeine 


' 


Each  capsule  contains: 

Phenobarbital  (!4  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2y2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate % gr.  (No.  2), 

y2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


the  only  leading  compound 
analgesic  that 
instead  of  caffeinates 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 


Side  Effects:  Side  effects  are  uncommon 
and  drowsiness  have  been  reported. 

A H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 


■nausea,  constipation, 


^-HPOBINSi 


For  your  impatient  cold  patients 


Two  sprays  from  NTz  Nasal  Spray— and  nasal  congestion,  rhinorrhea, 
sneezing  are  reduced  for  immediate  comfort  for  patients  with  colds. 


nTz  is  more  than  a simple  vasoconstrictor.  It  contains: 


f eo-Synephrine-  (brand  of  phenylephrine)  HCI  0.5  per  cent,  the 

major  component,  virtually  synonymous  with  fast,  efficient  but 
gentle  nasal  vasoconstriction  on  contact. 

Thenfac  (brand  of  thenyldiamine)  HCI  0.1  per  cent,  topical  anti- 
histamine for  reduction  of  rhinorrhea,  sneezing  or  itching.  It 
combats  the  allergic  reactions  that  may  occur  in  colds  or  sinusitis. 


ZephirarF  (brand  of  benzalkonium,  as  chloride,  refined)  1:5000, 

antiseptic  preservative  and  wetting  agent  to  promote  penetration 
and  spread  of  the  formula. 


nTz  is  well  tolerated.  Used  in  a cold  it  may  help  prevent  sinus- 
itis by  opening  sinus  ostia  and  permitting  drainage.  It  may  also 
be  used  in  sinusitis  to  help  establish  drainage. 


The  spray  is  best  used  twice,  the  second  a few  minutes  after 
the  first,  repeated  every  three  or  four  hours  as  needed.  nTz 
is  for  temporary  relief  of  nasal  symptoms,  and  overdosage 
should  be  avoided. 


Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles 
of  20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml. 

(1  fl.  oz.)  with  dropper. 


Winthrop  Laboratories 
New  York,  N.  Y.  10016 


■?***%. 

nTz 


NASAL  SPRAY 


relieves 


nasal  symptoms 


on  contact 
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a puzzle 
of  antacid 
complaints 


this  one 
taste  O.K.?” 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 


Will  it  help  “my 
gassy  stomach?” 


Myianta 

aluminum  and  magnesium  hydroxide  plus  simethicone 


a solution 
to  peptic  ulcer 
distress 


Stuart 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Myianta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


It 

A 


to 


bronchodilation  in  asthma... without f jitters” 


Most  anti-asthmatic  products  contain  ephedrine-like  drugs.  ELIXOPHYLLIN®  never  did.  So,  ELIXOPHYLLIN 
will  not  cause  nervousness,  palpitations,  insomnia,  or  other  undesirable  side  effects  of  ephedrine-like  products. 
Other  advantages  of  ELEXOPHYLLIN : rapid  and  sustained  bronchodilation  • convenient,  adjustable  dosage 
• hypoallergenic  • adrenergic  abuse  eliminated. 

ELIXOPHYLLIN  is  theophylline  in  free  and  soluble  form— resulting  in  rapid  and  dependable  absorption  with 
less  risk  of  gastric  irritation. 

Adult  maintenance  dosage  in  bronchial  asthma:  one  ounce  (30  ml. ) t.i.d.  on  arising,  at  3 P.M.,  and  on  retiring. 
Adjust  dosage  to  patient  response.  This  average  dosage  provides  __  , „ __  -r® 

continuous  bronchodilation.  Do  not  administer  other  xanthine  IH  I I 1 I I \ III 

preparations  concurrently.  May  be  contraindicated  in  peptic  ulcer.  Each  15  mi.  contains  theophylline  (anhydrous)  so  mg.;  alcohol  20% 
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Detroit,  Michigan  48211 


New-Two  Pediatric  Forms  of 
Erythromycin  and  Triple  Sulfas 


ERYTHROCIN -SULFAS 

Chewable  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  chewable 
tablet) 


ERYTHROCIN -SULFAS 

Granules  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  granules  for 
oral  suspension) 


In  clinical  trials12,  this  orange-flavored 
tablet  was  given  to  55  patients,  aged 
four  months  to  18  years. 

Diagnoses  (multiple  in  some  cases) 
represented  a cross  section  of  bacterial 
infections  commonly  seen  in  pediatric 
office  practice. 

Therapy  was  given  from  three  to  12 
days,  with  an  average  of  six  days. 


87  patients  were  treated1 2— all  children, 
ages  four  months  to  15  years. 

The  diagnoses  were  multiple  in  some 
cases  and  were  chiefly  bacterial 
infections  of  the  respiratory  tract. 

Dosage  was  maintained  from  three  to 
10  days;  average  treatment  was  five 
days.  All  of  the  ill  children  accepted  the 
orange-flavored  suspension  favorably. 


Of  the  55  patients,  30  were  reported 
cured  within  72  hours,  while  22  showed 
partial  recovery  within  the  same  time, 
and  subsequent  clinical  cure. 

A clinical  cure  rate  of  94.5% 

1.  Case  Reports  on  File,  Dept.  Clin.  Development, 

Abbott  Laboratories. 

2.  Polley,  R.F.L.,  Use  of  Erythromycin-Sulfas  in  Office 
Practice,  Western  Med.,  7:177,  July,  1966. 


53  were  clinically  cured  within  72  hours, 
while  32  showed  partial  relief  within 
the  same  time,  and  subsequent 
clinical  cure. 

A clinical  cure  rate  of  97.7% 


Brief 

Summary 
on  next 
page 
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ERYTHROCIN-SULFAS 

Brief  Summary 

Contraindications:  Known  sensitivity  to  eryth- 
romycin or  sulfonamides.  Because  of  the  possi- 
bility of  kernicterus  with  sulfonamides,  do  not 
use  in  pregnancy  at  term,  premature  or  new-  j 
born  infants. 

Warnings:  As  with  other  forms  of  sulfonamide 
therapy,  carefully  evaluate  patients  with  liver  or 
kidney  damage,  urinary  obstruction,  or  blood 
dyscrasia.  Deaths  have  been  reported  from  hy-  ; 
persensitivity  reactions  and  blood  dyscrasias 
following  use  of  sulfonamides.  Perform  blood 
counts  and  liver  and  kidney  function  tests  if 
used  repeatedly  at  close  intervals  or  for  long 
periods. 

Precautions,  Side  Effects:  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting  may 
occur  with  erythromycin,  generally  controlled 
by  reduction  of  dosage.  Mild  allergic  reactions 
(such  as  urticaria  and  other  skin  rashes)  may 
occur.  Serious  allergic  reactions  have  been  ex- 
tremely infrequent.  Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy.  Assure 
adequate  fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  If  overgrowth 
of  nonsusceptible  organisms  occurs,  withdraw 
the  drug  and  institute  appropriate  treatment.  If 
a patient  should  show  signs  of  hypersensitivity,  J 
appropriate  countermeasures  (e.g.  epinephrine,  i 
steriods,  etc.)  should  be  administered  and  the 
drug  withdrawn. 

Adverse  Reactions:  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomiting, 
urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae, 
purpura,  hematuria  and  crystalluria. 

Side  effects  due  to  erythromycin  are  infrequent, 
but  occasional  abdominal  discomfort,  nausea, 
or  vomiting,  urticaria  and  other  skin  rashes  may 
occur. 


Supplied:  The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The  Chew- 
able  tablets  are  in  bottles  of  50.  Each  5-ml.  tea- 
spoonful of  reconstituted  Granules  or  each 
Chewable  tablet  provides  erythromycin  ethyl 
succinate  equivalent  to  125  mg.  of  erythromycin 
activity  and  167  mg.  of  each  of  sul- 
fadiazine, sulfamerazine  and  sulfa- 
methazine. 701358 


One  by  one 
the  family’s  downed 
Because  the 
G.I.  bug’s  around 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 
Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary. 


Parepectolin 

Each  fluid  ounce  of  creamy  white  suspension  contains: 

^Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (214  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  A brief 
precautionary  statement  follows. 
Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, stenosing  peptic  ulcer,  pyloroduodenal 
obstruction,  or  bladder  neck  obstruction. 
Precautions:  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy:  Use  cautiously,  especially 
in  the  first  trimester.  Note:  The  iodine  in 
isopropamide  iodide  may  alter  PBI  test  results 
and  will  suppress  I131  uptake;  discontinue  'Ornade' 
one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness;  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  side  effects 
of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chest,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  difficulty  in  urination. 
Thrombocytopenia,  leukopenia  and  convulsions 
have  been  reported  but  no  causal  relationship 
has  been  established. 


a stuffy  nose 
is  no 

laughing  matter 


Trademark 


Ornade 

Each  capsule  contains  8 mg.  of  Teldrin® 
(brand  of  chlorpheniramine  maleate),  50  mg. 
of  phenylpropanolamine  hydrochloride,  and 
2.5  mg.  of  isopropamide,  as  the  iodide. 

Spansule^  Capsules 

brand  of  sustained  release  capsules 

each  one  can 
give  him  all-day 
or  all-night  relief 
of  nasal  congestion 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  190 U 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF 
DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified 

for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric 
patients,  including  individual  psychotherapy,  group  therapy,  psychodrama, 
electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social 
service  work  with  families,  family  therapy,  and  an  extensive  and  well  or- 
ganized activities  program,  including  occupational  therapy,  art  therapy, 
athletic  activities  and  games,  recreational  activities  and  outings.  The 
treatment  program  of  each  patient  is  carefully  supervised  in  order  that 
the  therapeutic  needs  of  each  patient  may  be  realized. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded 
grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 

Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Area  Code  704  253-2761 
Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 


From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN  V Capsules 

Tetracycline  HC1  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


329-8/6094 
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To  fight  TB" 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

* (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
I L%  test  site.  Contraindications:  none,  but  use  with  caution  in  ac../e 
tuberculosis.  Available  in  5’s  and  25’s. 


330-8/6135 


DuoMedihaler 


loproterenol  HCI  (4  mg.  per  cc.)  and 
phanylephrine  bitartrate  (6  mg.  per  cc.) 


icts  in  seconds, 
lasts  for  hours 


therapeutic  difference 


Riker  Laboratories,  Northridge,  California  91324 


for  the  searing  pain 
of  “Shingles”. 
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DORSEY  "FLU-GRAM” 

DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED-RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 
COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 
TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 
MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 
REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 
ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 


each 

Tussagesic 

timed-release  tablet  contains: 

Triaminic® 50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen 325  mg. 

Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 

a division  of  The  Wander  Company 

Lincoln,  Nebraska  68501 


clip  and  file  under  “flu" 

For  relief  of  "flu-like”  symptoms 
Tussagesic  timed-release  tablets 

PHONE  COLLECT 

For  emergency  starter  samples 
to  Keith  Sehnert,  M.D. 

Medical  Director 
(402)  434-6311 

Fast  delivery  by  your  Dorsey 
Representative 
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hen  asthmatic 
bronchitis 
is  complicated 
bv  an  “epicurean  ta^te" 

Prescribe  ELIXOPHYLIIVKL  Its 
pleasant  fruit-flavored  vehicle  disguises 
the  bitter  taste  of  potassium  ; mi  >Ie.  More- 
over. ELI XOPH YLLI \-KI  wont  mak? 
yo  .:r.g  patiier.:-  jittery  or  keep  tier  > - a .<* 
at  right.  Ur....«:e  .r.os*  r;  . rr.  . : . . a tor * 
ELI  XOPH  Y LLIX-KI  does  not  contain  | 
ephed  rime-like  drugs-  Other  advantages:  I 
rapid  and  sustained  hroncfiod  illation;  I 
convenient.  adjustable  dosage;  less  ri~- 
of  gastric  upset-  ELIXOPHYLLI  VK1 
contains  free  and  soluble  theophylline 
which  is  »o  quickly  absorbed  that  gastric  I 
irritation  is  rarely  a problem. 

Pediatric  dosage;  0.2  ml-  per  pound  oi  |j 
body  weight  on  arising;  at  3 P.M.;  and  or  ij 
retiring-  Adjust  dosageto  patient  response  II 

CAL  T1(J\  : Do  not  use  other  xanthine 
preparations  concurrently.  In  some 
patients  prolonged  use  of  iodides  can  Jeac 
to  hypothyroidism. 

Contraindicated  in  patients  with  hyper 
thyroidis"  or  known  ser: -itiv  ity  to  iodides 
May  be  oowftra indicated  in  reptic  ulcer 

Side  effects  ir.-vlude  possible  erythema 
slight  rhinitis,  mild  throat.  Iff  thes* 
symptoms  develop,  discontinue  use. 
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Now... twice  as  much  as  before  in  each  teaspoon 


400,000  units  of  potassium  penicillin  V per  teaspoonful 

New...V-Cillin  Ks, Pediatric,  250  mg. 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206.  800192 
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EROSIVE  ADENOMATOSIS 


Erosive  lesions  of  the  nipple  are  most 
likely  to  evoke  suspicion  of  Paget’s  car- 
cinoma, as  this  is  the  most  common  ser- 
ious cause  of  a crusting  and  eczematoid 
nipple,  with  or  without  occasional  bleed- 
ing. 

There  is  a benign  neoplastic  lesion  of 
the  nipple  which  clinically  mimics  Paget’s 
carcinoma  and  requires  biopsy  for  differ- 
entiation. Although  this  lesion  is  clinically 
and  grossly  identical  with  Paget’s  car- 
cinoma its  microscopic  appearance  is  very 
different  and  quite  characteristic. 

An  example  of  this  lesion  was  sub- 
mitted to  this  department  in  July,  1966. 
I had  not  seen  the  lesion  previously  and 
review  of  the  papillary  and  adenomatous 
lesions  of  the  breast  for  five  random  years 
did  not  reveal  any  similar  lesions. 

A description  of  this  case  and  a review 
of  the  historical  evolution  of  this  lesion  is 
the  basis  for  the  present  report. 

Case  Report 

A 36  year  old  white  woman  complained  of  a 
swollen,  red,  crusting  and  scaling  right  nipple  of 
3 months  duration.  There  was  no  discharge  and  no 
masses  within  the  breast.  The  attending  physician’s 
clinical  impression  was  Paget’s  disease. 

The  surgical  specimen  consisted  of  a 4.5  cm  x 2.5 
cm  ellipse  of  skin  with  a centrally  located  1.5  cm 
nipple  which  was  firm,  slightly  roughened  and 
mottled  whitish-tan.  A segment  of  breast  tissue  was 
attached.  On  sectioning  there  was  a 0.5  cm  firm, 
dull  grayish-white  area  within  the  substance  of 

From  the  Department  of  Pathology  of  the  Medi- 
cal College  of  South  Carolina.  80  Barre  Street. 
Charleston,  S.  C. 


OF  THE  NIPPLE 


H.  RAWLING  PRATT-THOMAS,  M.D. 

Charleston,  S.  C. 


Fig.  1.  Adenomatous  and  papillary  nodule  within 
the  nipple,  closely  situated  to  the  skin  surface. 
Hematoxylin  and  eosin,  X8. 


the  nipple  which  did  not  extend  into  the  underlying 
breast  and  was  situated  in  direct  approximation  to 
the  skin. 

Microscopic  examination  revealed  that  the  duct 
system  within  the  nipple  was  filled  with  a nodular, 
adenomatous  and  papillary  proliferative  epithelial 
process  (Fig.  1)  which  was  creeping  along  the 
ducts  toward  the  surface  of  the  nipple,  and  actually 
reaching  the  surface  in  places  < Fig.  2).  Tubular  and 
ductal  spaces  contained  some  solid  compact  collec- 
tions of  cells,  but  most  frequently  the  spaces 
showed  a cribriform  arrangement  or  exhibited 
papillary  folding  and  invaginations  of  the  lining 
cells  (Fig.  3).  The  cells  were  cuboidal  and  columnar, 
frequently  having  a clear  secretory  type  cytoplasm 
situated  in  the  luminal  portion  of  the  cell.  The 
cell  clusters  were  surrounded  by  a clearly  defined 
mantle  of  myoepithelial  cells  <Fig.  4).  In  some 
of  the  best  formed  ductal  structures,  a double 
layer  of  cells  was  clearly  discernible,  but  in  some 
of  the  more  hyperplastic  and  disorganized  areas  this 
arrangement  was  lost.  Mitoses,  while  not  numerous 
could  be  found  without  difficulty.  There  was  no 
microscopic  resemblance  to  Paget’s  carcinoma 
(Fig.  5.)  The  diagnostic  interpretation  was  that 
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Fig.  2.  Papillary  clusters  of  epithelial  cells  extend- 
ing along  tne  stratified  squamous  epithelial  lining 
of  the  duct  orifice.  Hematoxylin  and  eosin,  X250. 


Fig.  3.  Papillary  adenomatous  pattern  in  erosive 
adenomatosis  with  extension  into  the  orifice  of  a 
duct.  Hematoxylin  and  eosin,  X40. 


of  low-grade  papillary  intraductal  carcinoma, 
probably  non-invasive. 

A simple  mastectomy  was  performed.  The  changes 
of  mild  benign  mastoplasia  were  present  in  the 
residual  breast  tissue,  but  nothing  else. 

Historical  and  Pathological  Evolution 
It  is  probable  that  Geschickter1  in  1945 
referred  to  this  lesion  when  he  mentioned 
papillomata  occurring  in  the  ampulla  of 
the  nipple  which  produced  ulceration  and 
required  biopsy  for  differentiation  from 
Paget’s  carcinoma.  Haagensen,  Stout  and 
Phillips2  in  their  paper  on  duct  papilloma 


Fig.  4.  Adenomatous  nodule  surrounded  by  a man- 
tle of  clearly  defined  myoepithelial  cells.  Hema- 
toxylin and  eosin,  X-350. 


Fig.  5.  Large,  clear,  hyperchromatic  malignant 
neoplastic  cells  of  Paget’s  carcinoma  invading  skin 
of  nipple.  There  is  no  resemblance  to  erosive  ade- 
nomatosis. Hematoxyl.'n  and  eosin.  X-320. 

in  1951  illustrated  an  adenoma  of  the 
nipple  which  is  identical  with  many  of 
those  since  reported.  It  is  described  as  “a 
benign  papilloma  growing  in  a duct  within 
the  nipple  and  presenting  as  a granulating 
lesion  from  its  orifice  on  the  nipple  sur- 
face”. 

Haagensen3  in  Fig.  176  of  his  book  il- 
lustrates a typical  erosive  adenoma  grow- 
ing within  the  nipple  but  captions  it  as  an 
intraductal  papilloma.  Although  he  quotes 
Jones’  description  of  “florid  papilloma- 
tosis”, Haagensen  considers  the  lesion  as 
a diffuse  papilloma  modified  by  scarring. 
I do  not  believe  this  to  be  tenable. 

It  remained  for  Jones1  to  make  the  first 
formal  presentation  of  this  entity,  which 
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he  termed  florid  papillomatosis  of  the 
nipple.  He  presented  five  cases.  Two  of 
these  at  the  time  of  operation  had  been 
designated  as  malignant,  two  benign,  and 
one  indeterminate.  The  frozen  section  re- 
port on  one  of  those  termed  benign  de- 
scribed it  as  a “sweat  gland  adenoma-like 
lesion”,  a very  prespicacious  diagnosis,  as 
will  be  discussed  later. 

Frank  W.  Foote  of  Memorial  Hospital 
saw  three  of  Jones’  most  exuberant  cases 
in  consultation  and  stated  that  these  les- 
ions had  been  designated  in  that  labora- 
tory as  terminal  duct  papillomatosis  for 
many  years. 

Nichols,  Dockerty  and  Judd3  collected 
16  cases  from  the  files  of  Mayo  Clinic  and 
mentioned  two  other  cases  which  they  had 
seen. 

Handley  and  Thackray6  described  nine 
cases,  one  bilateral,  in  1962.  Their  article 
is  accompanied  by  abundant  illustrative 
material  which  clearly  portrays  the  gross 
and  microscopic  features  of  this  condition. 

The  latest  series  of  cases  was  presented 
by  Miller  and  Bernier.7  These  authors  col- 
lected ten  cases,  including  an  example  in 
a nine-year-old  girl  and  the  first  case  to 
be  reported  in  a male  patient. 

Discussion 

The  importance  of  this  lesion  emanates 
from  its  clinical  and  pathological  aspects. 
The  first  because  the  lesion  is  indis- 
tinguishable from  Paget’s  carcinoma,  and 
the  second  from  the  difficulty  in  histologi- 
cally distinguishing  this  tumor  from  a 
low-grade  non-invasive  intraductal  papil- 
lary carcinoma. 

These  facts  are  well  illustrated  in  the 
series  of  16  cases  reported  by  Nichols,  et 
al.5  The  preoperative  diagnosis  was 
Paget’s  disease  in  12  cases  and  should  have 
been  so  diagnosed  in  another  instance  as 
the  changes  were  characteristic.  In  the 
same  series  13  of  the  cases  were  diagnosed 
as  papillary  or  adenocarcinoma.  Seven  of 
the  patients  had  simple  mastectomy  and 
four  had  radical  procedures. 


The  occasional  presence  of  a gross 
nodular  lesion  within  the  nipple  in  erosive 
adenomatosis  differs  from  Paget’s  car- 
cinoma in  that  the  duct  carcinoma  which 
is  the  basic  lesion  of  Paget’s  disease  is 
either  not  visible  grossly  or  is  situated 
deeper  within  the  duct  system.  The  nod- 
ular lesions  of  erosive  adenomatosis  are 
not  usually  detectable  until  the  nipple 
area  has  been  sectioned,  but  may  oc- 
casionally be  palpable.  In  many  instances 
there  is  no  obvious  tumor  either  upon  sec- 
tioning or  palpation. 

The  presence  of  sharply  defined  myo- 
epithelial cell  mantles  about  the  cell  clus- 
ters and  the  manner  in  which  the  epithe- 
lial cells  grow  along  the  ducts  and  finally 
present  on  the  skin  surface  via  the  duct 
orifices  are  the  most  helpful  histologic 
features  in  establishing  benignancy.  The 
erosion  of  the  nipple  is  not  in  the  manner 
of  true  ulceration,  but  is  identical  with  the 
erosions  of  the  cervix  in  which  endo- 
cervical  epithelium  replaces  exposed  por- 
tions originally  covered  by  stratified 
squamous  epithelium. 

Of  course,  knowledge  of  the  existence 
of  this  lesion  and  its  structural  composi- 
tion is  the  sine  qua  non  of  accurate  inter- 
pretation. Once  this  lesion  has  been  seen 
it  is  not  apt  to  be  mistaken. 

Considerable  confusion  in  terminology 
exists,  but  erosive  adenomatosis  seems 
most  fitting  to  histologic  appearance  and 
behavior.  It  also  avoids  confusion  with  the 
intraductal  papilloma  from  which  this 
lesion  is  distinctly  different.  Some  dis- 
agreement occurs  in  the  writings  concern- 
ing whether  the  lesion  is  papillomatous  or 
adenomatous.  As  a matter  of  fact  it  is 
both.  It  is  probably  best  described  as  an 
adenomatous  lesion  in  which  a variable 
degree  of  papillary  infolding  occurs,  a 
papillary  adenoma. 

The  resemblance  of  this  lesion  to  cer- 
tain apocrine  gland  tumors  has  been  noted 
by  several  authors,  including  the  path- 
ologist previously  mentioned,  who  recog- 
nized the  similarity  on  frozen  section.  This 
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should  come  as  no  surprise  as  phylogene- 
tically  the  breast  is  an  apocrine  gland. 
Both  the  gross  and  microscopic  appearance 
of  this  lesion  is  comparable  to  syringocy- 
stadenoma papilliferum.  Perhaps  erosive 
adenomatosis  arises  from  pluripotential 
cells  of  the  peripheral  mammary  duct  sys- 
tem and  is  indeed  closely  allied  to  syringo- 
cystadenoma, which  is  believed  by  some 
authorities  to  be  a hamartoma. 

No  recurrence  or  metasasis  of  erosive 
adenomatosis  has  ever  been  recorded. 
Many  patients  have  been  observed  for 
long  periods  of  time,  the  surest  way  of 
assessing  the  histologic  potential  of  such 


a lesion.  The  evidence  and  consensus  is 
that  erosive  adenomatosis  is  benign. 

Conclusions 

Erosive  adenomatosis  is  a benign  lesion 
of  the  nipple  clinically  indistinguishable 
from  Paget’s  carcinoma. 

It  resembles  tumors  of  apocrine  gland 
origin,  and  its  more  exuberant  forms  may 
be  mistaken  for  intraductal  papillary 
adenocarcinoma. 

My  many  thanks  are  hereby  expressed  to  Dr. 
David  L.  Maguire,  Jr.  for  permission  to  report  this 
case  and  to  Mr.  Robert  A.  Brown,  Director  of  Medi- 
cal Illustrations  who  prepared  the  photomicrographs. 
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Present  Status  of  the  Treatment  of  Burns — Curtis 
P.  Artz,  and  Dabney  R.  Yarbrough.  Ill  Bull  N Y 
Acad  Med  43' 8) : 627-635,  1967. 

Burns  today  continue  to  constitute  a major 
health  hazard.  A disproportionately  high  death 
rate  from  burn  injuries  is  noted  in  the  South- 
eastern United  States.  The  incidence,  signifi- 
cance and  causes  of  burns  are  reviewed.  The 
various  methods  of  assessing  the  depth  and  ex- 
tent of  burns  is  discussed  and  the  clinical  char- 
acteristics of  partial  and  full-thickness  burns 
are  outlined. 

Major  advances  have  been  made  recently  in 
the  management  of  burn  wound  infection  due 
to  the  use  of  Sulfamylon  and  0.5  per  cent  silver 
nitrate  solution.  Deaths  from  pulmonary  compli- 
cations are  being  seen  with  greater  frequency  as 
deaths  from  burn  wound  sepsis  decline.  The  ma- 
jor complications  in  burns  are  reviewed  briefly. 

C.  P.  A. 


Outbreak  of  Infectious  Syphilis  in  S.  C. — R.  M. 
Ball  JAMA  193:13  (July)  1965. 

In  a textile  manufacturing  city  with  a popula- 
tion of  10,435  and  with  11  private  physicians,  the 
importance  of  cooperation  between  private  medi- 
cine and  public  health  was  effectively  demon- 
strated in  the  control  of  an  epidemic  of  45  cases 
of  early  syphilis.  The  chain  of  infection  involved 
365  white  persons  in  five  counties  and  eight 
states.  Of  the  total  cases,  26  were  reported  by 
15  different  physicians  in  the  town  and  environs. 
All  physicians  reporting  requested  patient  inter- 
view and  epidemiologic  follow-up.  A team  of 
workers  dispatched  to  the  area  instituted  all 
techniques  of  rapid  epidemiology,  finding  cases 
in  the  early  infectious  stages.  Coincidentally  an 
intensive  educational  program  was  launched  in 
the  city  and  vicinity.  In  five  months  the  epidemic 
was  brought  under  control,  and  in  the  ensuing 
seven  months  only  four  new  cases  developed  in 
the  area. 
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The  definition  of  maternal  death  uti- 
lized in  this  report  by  the  Committee 
on  Maternal  and  Child  Care  of  the  Council 
on  Medical  Service  of  the  American  Medi- 
cal Association ; that  is,  “the  death  of  any 
woman  dying  of  any  cause  whatsoever 
while  pregnant  or  within  ninety  days  of 
the  termination  of  pregnancy,  irrespec- 
tive of  the  duration  of  pregnancy  at  the 
time  of  the  termination  or  the  method  by 
which  it  was  terminated.”  Maternal  mor- 
tality has  proved  to  be  the  most  significant 
indicator  of  the  adequacy  of  maternity 
care.  Statistical  analyses  of  maternal  mor- 
tality indicate  the  most  frequent  factors 
involved  and  point  to  the  areas  of  ma- 
ternity care  that  warrant  special  atten- 
tion. 

This  analysis  was  undertaken  through 
the  South  Carolina  Medical  Association’s 
Maternal  Health  Committee  whose  pur- 
pose is  to  evaluate  each  maternal  death 
as  it  occurs.  Data  contained  in  this  report 
were  obtained  through  the  Committee’s 
standard  form  for  routine  maternal 
deaths,  maternal  death  certificates,  and 
infant  birth  certificates.  Unfortunately, 
in  19G5,  almost  half  of  the  standard  forms 
submitted  were  incomplete.  It  is  not  the 
intent  of  the  Maternal  Health  Committee 
to  judge  or  castigate  those  reporting  ma- 
ternal deaths.  The  purpose  is  to  dis- 
cover what,  if  any,  preventable  factors  are 
involved  in  maternal  deaths  in  South  Caro- 
lina. 

During  the  year  1965  there  were  52,449 
live  births  in  South  Carolina  and  41  ma- 
ternal deaths  reported.  By  comparison  in 
1964,  there  were  56,874  live  births  and  36 
maternal  deaths  and  in  1963,  58,304  live 
births  and  42  maternal  deaths.  Of  the 
total  births  in  1965,  30,258  were  white 
and  22,191  non-white.  The  maternal 
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deaths  are  listed  in  Table  I according  to 
race  and  legitamacy. 


Table  I 


Race 

No. 

Legit. 

Illegit. 

Unknown 

Non-White 

30 

18 

10 

2 

White 

11 

8 

2 

1 

The  overall  rate  or  incidence  of  ma- 
ternal death  per  10,000  live  births  was  7.8 
in  1965  as  compared  to  6.4  in  1964,  and 
7.2  in  1963.  This  is  an  incidence  of 
one  maternal  death  in  every  1,279  live 
births. 

Table  II  shows  the  age  and  parity  dis- 
tribution : 


Table  II 
Non-White 

White 

Age 

17-45 

19-41 

Average  Age 

29.3 

29.8 

Primipara 

5 

0 

Gravida 

2 or  more 

Secundipara 

2 

3 

Multipara 

13 

4 

Unknown 

10 

4 

Table  III  lists  the  primary  causes  of 
death.  When  several  factors  were  said  to 
have  contributed  to  a maternal  death,  the 
primary  cause  of  death  is  listed  according 
to  which  of  these,  in  our  opinion,  was  the 
most  significant.  It  is  well  recognized  that 
occasional  errors  in  assignment  may  have 
been  made  because  of  the  problems  in- 
herent in  such  a retrospective  review. 

Table  III 


Primary  Causes  of  Maternal  Death 


Hemorrhage 

Non-White 

8 

White 

1 

Toxemia 

4 

3 

Pulmonary  Embolus 

7 

1 

Sepsis 

4 

2 

Acute  Pulmonary  Edema 

1 

2 

Cerebral  Vascular 

1 

1 

Cardiac 

2 

1 

Renal  Failure 

2 

0 

Amniotic  Fluid  Embolus 

1 

0 
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Toxemia  was  recorded  as  the  primary 
cause  of  death  in  seven  cases.  By  compari- 
son toxemia  was  known  to  be  present  in 
16  of  the  patients  as  seen  in  Table  IV. 


Eclampsia 

Table  IV 

Non-White 

2 

White 

2 

Pre-Eclampsia 

4 

4 

HCVD 

2 

0 

Unknown 

15 

5 

No  toxemia 

7 

0 

The  nine  deaths  attributed  to  hemor- 
rhage deserve  further  analysis.  A break- 
down of  the  causes  of  the  hemorrhage  is 
shown  in  Table  V. 

Table  V 

Causes  of  Deaths  by  Hemorrhage 


Abruptio  Placentae  2 

Retained  Placenta  1 

Ruptured  Uterus  1 

Ruptured  Ectopic  1 

Unknown  4 


One  of  the  cases  of  abruptio  placentae 
occurred  in  a gravida  10  who  was  ad- 
mitted in  shock  and  had  an  emergency 
cesarean  section,  hysterectomy,  and  hypo- 
gastric artery  ligation.  The  other  was  a 
patient  with  no  prenatal  care,  severe 
hypertensive  cardiovascular  disease,  and 
hypofibrinogenemia.  The  death  due  to  re- 
tained placenta  was  in  a patient  who  de- 
livered at  home  unassisted  and  arrived 
at  the  hospital  DOA.  The  case  of  ruptured 
uterus  was  attended  by  a midwife,  ad- 
mitted in  shock,  had  an  emergency  hys- 
terectomy but  died  eight  hours  postpar- 
tum. One  patient  died  in  the  emergency 
room,  and  an  autopsy  revealed  a ruptured 
ectopic  pregnancy.  In  four  cases  the  cause 
of  hemorrhage  was  unknown ; one  was 
thought  to  be  due  to  afibrinogenemia. 

Of  the  eight  deaths  attributed  to  pul- 
monary embolism,  only  two  were  con- 
firmed by  autopsy.  One  41  year  old  pa- 
tient had  a myocardial  infarction  during 
the  first  trimeser,  a tubal  ligaion  36  hours 
postpartum,  and  subsequent  pulmonary 
embolism.  The  other  autopsied  patient  ar- 
rived dead  at  the  emergency  room  after 


suspected  cervical  instrumentation.  Of  the 
six  remaining  deaths  attributed  to  pul- 
monary embolus,  four  occurred  at  home. 

There  were  six  deaths  due  to  sepsis 
and  one  of  these  was  the  culmination  of 
a septic  abortion  in  a 28  year  old  colored 
female.  Another  was  in  a 23  year  old  pa- 
tient who  had  amnionitis,  a repeat 
cesarean  section  and  postoperative  endo- 
metritis and  peritonitis.  She  expired  15 
days  postparum.  A 39  year  old  patient 
with  rheumati  cheart  disease  died  seven 
days  postpartum  due  to  staphylococcic 
septicemia. 

Acute  pulmonary  edema  was  listed  as 
the  primary  cause  of  death  in  three  cases. 
One  of  these  was  in  a 16  year  old  primi- 
gravida  with  pre-eclampsia  and  no  pre- 
natal care.  She  had  a cesarean  section  for 
cephalopelvic  disproportion  and  survived 
cardiac  arrest  on  the  delivery  table  but 
died  eight  days  postpartum.  One  case 
involved  a patient  with  a hydatidiform 
mole,  but  there  was  no  further  informa- 
tion submitted  on  this  patient. 

One  of  two  deaths  attributed  to  cere- 
bral vascular  accident  was  in  a patient 
with  a ruptured  aneurysm  of  the  right 
posterior  communicating  artery.  The  other 
case  was  incomplete. 

Three  patients  died  of  cardiac  disease. 
One  patient  with  chronic  renal  disease 
died  in  a TB  sanatorium  antepartum. 
Another  had  a midforceps  delivery  with 
vaginal  laceration,  blood  loss,  shock,  and. 
terminally,  uremia. 

There  was  one  death  due  to  a question- 
able amniotic  fluid  embolus. 

Table  VI  shows  the  outcome  of  the 
pregnancies. 

Table  VI 

Outcome  of  Pregnancy 


Non-White  White 

Delivered  21  7 

Not  delivered  7 3 

Abortion  3 0 

Hydatid  Mole  0 1 


Of  the  28  patients  delivered,  18  were 
live  births  and  10  were  stillborn.  Twenty 
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of  the  28  deliveries  were  attended  by  a 
doctor  of  medicine,  two  attended  by  mid- 
wives, two  unattended,  and  four  un- 
known. 

Table  VII  shows  the  time  of  death  in 
relation  to  labor. 

Table  VII 

Time  of  Death  in  Relation  to  Labor 


Antepartum  7 

Intrapartum  2 

Postpartum  28 

Abortion  3 


It  is  interesting  to  note  in  Table  VIII, 
the  time  of  death  in  the  28  postpartum 
deaths. 

Table  VIII 

Postpartum  Deaths — Time 


Day  1 8 

Day  2 4 

Day  3 2 

Day  4 2 

Day  5 1 

Day  6 1 

Day  7 1 

Day  8 2 

Day  9—15  4 

Day  +15  2 

Unknown  3 


Table  IX  lists  the  number  of  prenatal 
visits  in  these  patients. 


Table  IX 
Prenatal  Care 

Visits 

Non-White 

White 

0 

5 

1 

1-2 

4 

2 

3-5 

5 

1 

6 or  more 

1 

1 

Unknown 

15 

6 

On  the  basis  of  the  information  at  hand, 
an  attempt  was  made  to  determine  which 
of  these  41  maternal  deaths  were  prevent- 
able. Seventeen  were  considered  pre- 
ventable and  24  non-preventable.  It  must 
be  emphasized  that  this  assignment  of 
preventability  was  based  on  ideal  cir- 
cumstances, whereas  it  is  realized  that  in 
many  situations  the  physician  is  laboring 
under  severe  handicaps. 

This  study  confirms  the  fact  that  South 
Carolina  continues  to  retain  its  unenviable 
position  as  a national  leader  in  maternal 
deaths.  Hemorrhage,  toxemia,  and  sepsis 
continue  to  be  the  leading  causes  of  ma- 
ternal death  in  South  Carolina.  It  is  hoped 
that  more  of  these  deaths  will  be  pre- 
vented through  patient  education  and  im- 
proved obstetrical  standards. 


Diabetes  in  Pregnancy — A Review  of  143  Cases — 
E.  0.  Horger  III,  W.  W.  Kellett  III,  and  H.  0.  Wil- 
liamson (Charleston)  Obstet  Gvnec  30:48-53  (July) 
1967. 

At  the  Medical  College  of  South  Carolina,  143 
pregnancies  complicated  by  diabetes  mellitus  were 
reviewed.  The  incidence  of  diabetes  complicating 
one  of  every  111  pregnancies  was  considerably 
higher  than  that  usually  reported.  Five  patients 
aborted,  and  there  were  19  stillbirths  and  6 
neonatal  deaths  for  a pregnancy  loss  of  21.0%. 
Prior  to  the  diagnosis  of  diabetes,  the  88  pa- 
tients involved  in  this  study  had  experienced  520 
pregnancies  with  70  abortions,  33  stillbirths,  and 
6 neonatal  deaths  for  an  identical  pregnancy  loss 
of  21.0%. 

Fifty-one  of  the  88  patients  were  known  to  be 
diabetic  prior  to  inclusion  in  this  study.  Forty- 
four  were  receiving  daily  insulin  injections. 
Sixty-one  percent  of  these  patients  required  in- 
creased insulin  dosage  during  their  pregnancies. 
The  2 patients  controlled  by  diet  and  the  5 taking 


oral  hypoglycemic  agents  all  required  a change 
to  insulin. 

By  classifying  these  patients  according  to  the 
system  proposed  by  Dr.  Priscilla  White,  the 
severity  of  diabetes  was  found  to  influence  the 
fetal  survival.  The  pregnancy  result  was  better 
in  the  younger  patients  with  more  recently  dis- 
covered diabetes. 

Diabetics  appeared  more  susceptible  to  many 
pregnancy  complications,  especially  toxemia,  ex- 
cessive weight  gain,  and  pyelonephritis,  all  of 
which  had  adverse  effects  on  fetal  survival. 

Although  an  increased  prematurity  rate  was 
noted,  the  birth  weights  of  infants  born  to  dia- 
betic mothers  averaged  520  grams  more  than 
infants  of  non-diabetic  mothers.  This  fetal 
macrosomia  has  been  found  to  be  a frequent  in- 
dicator of  potential  diabetes  and  in  this  series 
was  directly  responsible  for  the  diagnosis  of 
diabetes  in  26  parturients. 

Meticulous  pre-natal  care  was  stressed  in  the 
management  of  pregnant  diabetics.  Delivery  was 
usually  accomplished  at  37  weeks’  gestation. 
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In  this  brief  presentation  it  is  not  my 
intention  to  condemn  the  various  types 
of  supportive  frames,  such  as  the  Stry- 
ker, Bradford,  Foster,  Circle,  Sling,  etc., 
but  rather  to  emphasize  care  in  their  em- 
ployment in  the  management  of  burned 
patients.  There  is  no  question  about  their 
value  in  many  aspects  of  the  management 
of  these  patients.  The  bedcare  of  these 
patients  is  sometimes  inadvertently  re- 
legated to  a place  of  lesser  importance, 
and  is  too  often  passed  on  as  a more  or 
less  menial  task  routinely  accepted  by  the 
nursing  staff. 

However,  it  behooves  us  to  remember 
that  this,  as  are  so  many  of  our  therapeu- 
tic tools,  is  a potentially  dangerous  in- 
strument and  thoughtful  consideration 
should  be  given  to  the  inherent  risks  when 
we  request  its  use. 

This  subject  was  conceived  when  we 
noticed  that  on  occasion  when  patients  are 
rotated  on  one  of  these  frames  there  is  a 
variable  period  of  adjustment,  especially 
of  the  pulse,  blood  pressure,  and  respira- 
tion and  sometimes  temperature  spikes  or 
valleys,  nausea  and  vomiting,  apprehen- 
sion, diarrhea,  and  other  less  defined 
changes,  i.e.  an  obtunded  sense  of  well- 
being. It  seems  that  there  is  a similarity 
here  and  in  those  unstable  situations 
closely  associated  with  “cardiac  arrest” — 
i.e.  hypotension,  hypoxia,  sudden  extreme 
stress,  excessive  manipulation,  etc.  In  an 
occasional  patient  these  changes  were 
marked  and  actual  cardiac  arrest  did  oc- 
cur. These  latter  patients  were,  of  course, 
quite  critically  ill  from  their  primary  in- 
jury. All  of  the  extreme  instances  were 
noted  in  patients  in  the  pre-graft  phase 
except  one.  who  had  recently  undergone 
extensive  grafting  and  w'as  undergoing  his 
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first  dressing  change.  A blood  culture  of 
this  patient  at  that  time  subsequently  re- 
vealed Klebsiella  sepsis. 

Most  of  us  are  familiar  with  the  types 
of  apparatus  to  which  we  are  referring, 
those  essentially  involved  when,  for  one 
reason  or  another,  frequent  supine  and 
prone  positional  changes  are  desired.  Fre- 
quently, the  use  of  one  of  these  frames  as 
an  aid  in  splinting  is  justified  without 
utilizing  the  rotation  and  positional  as- 
pects. 

In  attempting  to  analyze  these  unex- 
pected adverse  occurences  we  found  many 
facets  which  collectively  revealed  a few 
common  denominators  which  were  divided 
classically  into:  (1)  advantages;  (2)  dis- 
advantages; (3)  indications ; and  (4)  con- 
traindications to  use  of  the  frame. 

Some  of  the  advantages  are;  (1)  Sup- 
portive frames  are  helpful  in  the  general 
care  and  toilet  of  relatively  immobile  pa- 
tients. (2)  Dressing  changes  are  easier, 
especially  bivalve  or  pinned-towel  type 
dressings.  (3)  They  may  obviate  loss  of 
vasomotor  tone.  (4)  Development  of  bed- 
sores is  lessened.  (5)  The  frames  aid  in 
splinting  and  maintaining  the  position  of 
function  and  the  prevention  of  contrac- 
tures. (6)  Patient  mobility  is  greatly 
facilitated. 

We  also  noticed  certain  disadvantages. 
( 1 ) They  are  not  too  useful  in  the  very 
early  phase  when  actual  life-threatening 
conditions  have  highest  priority.  (2) 
Their  use  predisposes  to  dislodging  var- 
ious intubations  and  catheters  unless 
meticulous  care  is  used.  (3)  When  crises 
do  occur  they  are  frequently  difficult  to 
manage  adequately  with  patients  in  a 
prone  position.  (4)  Without  adequate  pro- 
tection bedsores  may  occur  in  uncommon 
areas,  e.g.  the  scapular,  malleolar,  and 
occipital  regions.  (5)  Once  instituted  this 
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mode  of  therapy  may  lead  to  a sense  of 
complacency. 

As  regards  to  disadvantages,  certain 
contraindications  may  exist:  (1)  Unstable 
blood  pressure  or  pulse,  especially  per- 
sistent tachycardia,  arrhythmia,  dyspnea, 
or  marked  apprehension.  (2)  Recurrent 
gastric  dilatation,  nausea  and  vomiting, 
abdominal  distention,  or  diarrhea  de- 
notes a precarious  position  because  of,  for 
lack  of  a better  term,  increased  vagal  in- 
stability. (3)  Overt  sepsis.  (4)  Severe 
fluid  or  electrolyte  imbalance.  (5)  Respira- 
tory compromise,  i.e.  (a)  facial  edema, 
(b)  pulmonary  burn,  (c)  combined 
cervico-facial  injuries,  and  (d)  trach- 
eostomy or  endotracheal  tubes.  Endo- 
tracheal intubation  per  se  does  not  con- 
traindicate the  use  of  supportive  frames, 
but  their  reason  for  being  used  frequently 
militates  against  turning  into  the  prone 
position.  In  these  situations  the  prone 
position  should  be  effected  only  for  specific- 
purposes. 

For  relative  reasons  the  supportive 


frame  probably  should  not  be  used  in  con- 
stricting circumferential  chest  burns 
without  escharotomy  beforehand,  inso- 
far as  the  prone  position  significantly 
further  decreases  ventilatory  exchange. 
Adequate  help  must  be  present  and  re- 
suscitative  equipment,  suction  apparatus 
and  emergency  drugs  should  be  nearby. 
Adequate  knowledge  of  the  use  of  the 
frame,  its  limitations  and  use  of  resusci- 
tative  equipment  and  emergency  proced- 
ure is  mandatory. 

The  indications  for  use  of  the  frames 
may  be  outlined  in  summation : The  sup- 
portive frame  is  useful  in  patients  with 
major  burns  of  areas  predisposed  to  con- 
tractures or  areas  making  nursing  care 
extremely  difficult.  These  patients  should 
be  near  the  grafting  phase  and  generally 
stable.  Until  the  frame  can  be  used  in  all 
its  versatility,  splinting  and  toiletry  should 
be  appropriately  employed.  The  frames 
should  be  used  only  if  adequate  help  is 
present  and  only  if  concerned  personnel 
are  knowledgeable  in  the  use  of  the  ap- 
paratus. 


Bronchoesophagology — F . Johnson  Putney,  M.D. 
' Charleston i Arch  Otolaryng  86:117-124  (July)  1967. 

The  increasing-  use  of  tracheostomy  in  many 
diverse  conditions  has  led  to  more  frequent  com- 
plications, some  of  which  can  be  prevented  by 
improvement  in  operative  technique  and  post- 
operative care.  Mediastinoscopy  as  a diagnostic 
aid  has  some  advantages  over  exploratory 
thoractomy  in  that  it  is  simpler  to  perform  and 
less  hazardous  than  the  more  formidable  chest 
operation,  the  complications  of  which  have  been 
minimal  and  probably  will  decrease  as  the  pro- 
cedure becomes  more  popular.  Difficult  foreign 
bodies  still  constitute  a problem  in  endoscopic- 
removal  and  external  surgical  approaches  will 
probably  be  used  more  often  in  the  future  since 
the  endoscopic  foreign  body  removals  have  been 
distributed  throughout  the  country  depriving 
most  individuals  of  the  necessary  clinical  experi- 
ence to  handle  the  more  difficult  mechanical 
problems  of  extraction. 

F.  J.  P. 
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THE  SEARCH  FOR  NEW  DRUGS  IN  THE  CONTROL 
OF  ACUTE  LEUKEMIA 


Family  physicians  are  constantly  con- 
fronted with  the  ravages  of  acute  leuke- 
mia, especialy  among  the  young,  where 
one-half  of  all  deaths  from  malignant 
diseases  are  due  to  the  acute  forms  of 
these  blood  disorders.  Recent  reviews  of 
both  the  domestic  and  foreign  medical 
literature  have  shown12’1"  that  sulfur 
drugs,  cytosine  arabinoside  and  theguanyl- 
hydrazone,  Methyl-GAG,  are  among  the 
most  promising  of  the  newer  drugs.  This 
review  covers  27  clinical  reports  not  pre- 
viously included. 

Sulfur  Drugs.  Two  groups  of  investiga- 
tors1’5’14’15 induced  a surprising  92%  par- 
tial or  complete  remissions  in  patients 
with  acute  leukemia  who  were  given  the 
thiopurine,  Imuran,  either  alone  or  with 
prednisone.  These  preliminary  trials  in- 
dicate that  Imuran  is  more  effective  than 
6-mercaptopurine,  which  has  been  em- 
ployed extensively  in  the  treatment  of 
both  the  acute  and  chronic  types  of 
leukemia.  The  effectiveness  of  Imuran  in 
acute  leukemia  approaches  that  achieved 
with  the  combination  of  vincristine  and 
prednisone,10  or  the  success  of  the  four 
drugs,  vincristine,  amethopterin,  6-mer- 
captopurine and  prednidone  (VAMP)7  in 
the  management  of  acute  lymphocytic 
leukemia  in  children.  Heyn,  and  asso- 
ciates,8 secured  48%  remissions  in  58 
cases  of  acute  leukemia,  following  the  use 
of  the  combination  of  6-mercaptopurine 
and  azaserine. 

Methyl-GAG.  Bernard  and  associates1-3 
described  38%  remissions  in  86  patients 
who  received  Methyl-GAG  (methylgly- 
bis  guanylhydrazine)  ; this  compares 
with  48%  remissions  in  266  patients  re- 
ported in  recent  reviews.12’13  The  high 
toxicity  of  this  compound,  however,  limits 
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its  usefulness.  Bernard3  also  used  a com- 
bination of  Methyl-GAG  with  6-mercap- 
topurine and  amethopterin  to  induce  54% 
remissions  in  24  patients  with  acute 
myelocyte  leukemia. 

Cytosine  Arhinoside.  Bernard3  and  Yu1" 
adminstered  cytosine  arabinoside  to  pro- 
duce 48%;  remissions  in  58  patients  with 
acute  leukemia.  In  an  earlier  review13  43% 
remissions  were  obtained  in  67  patients 
who  received  this  drug. 

Discussion.  While  the  above  drugs  are 
the  more  promising  in  this  survey  of  the 
literature,  there  are  13  clinical  reports 
which  fail  to  register  any  beneficial  ef- 
fects following  the  use  of  such  new 
chemotherapeutc  agents  as  antiviral  sub- 
stances, dibromomannitol,  8103  Abbott, 
bipiperdyl  of  Lilly,  L-asaraginase,  etc.  Two 
new  nitrogen  mustards  are  also  among  the 
drugs  which  have  proved  disappointing: 
Elderfield  pyrimidine  mustard,  which  is 
similar  to  the  much  used  cyclophosphora- 
mide,  gave  only  one  partial  remission  in 
20  children  with  acute  leukemia,83  and  L- 
sarcolysin  failed  to  induce  any  improve- 
ment in  27  other  children.1' 

If  this  brief  survey  of  the  current  con- 
trol of  acute  leukemia  through  chemo- 
therapy presents  some  of  the  high  hopes 
and  bitter  disappointments  of  clinical 
trials,  it  but  reflects  the  moods  of  many 
who  have  fought  through  two  decades  of 
trying  to  control  these  blood  disorders 
through  the  use  of  more  effective  drugs. 
Owen11  portrays  the  gloomy  picture  in  a 
quotation  from  a 1941  medical  textbook: 
“leukemia  is  a sentence  to  sure  death,  ex- 
cept that  there  is  no  court  to  state  the 
day,  and  no  crime  has  been  committed  to 
merit  the  sentence.”  Farber  expresses  the 
growing  conviction  of  many  chemothera- 
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peutists  in  the  introductory  remarks  to  a 
recent  conference  on  acute  leukemia:'5 
“There  is  still  no  cure  for  acute  leukemia 
in  the  child  or  the  adult.  The  deliberations 
of  this  conference  make  it  clear  that  even 
if  the  cause  or  causes  of  acute  leukemia 
are  not  discovered  and  eradicated  in  the 
immediate  future,  it  should  be  possible  to 
control  acute  leukemia  completely  by  use 
of  chemotherapy  and  supporting  therapy 
alone.  The  directions  are  clearly  marked, 
and  the  knowledge  and  tools  required  for 


this  achievement  are  at  hand.”  Such  words 
of  encouragement  are  from  the  man  whose 
discovery  of  the  antileukemic  activity  of 
folic  acid  antagonists  in  1948  constitutes 
a milestone  in  cancer  chemotherapy. 


Acknowledgments.  The  original  literature  for  this 
study  has  been  made  available  by  the  National 
Library  of  Medicine  and  the  libraries  of  Furman 
University  and  the  Greenville  General  Hospital. 


A list  of  43  references  on  this  study  may  be  ob- 
tained from  Mrs.  John  R.  Sampey,  4 Jones  Avenue, 
Greenville,  S.  C.  29601. 


Dr.  Sampey  died  October  24.  1967. 


Spontaneous  esophageal  perforation:  Management 
of  the  “intermediate”  phase — R.  R.  Bradham,  A.  H 
Bridgman,  S.  M.  Scott,  and  R.  H.  Betts.  Ann  Thorac 
Surg  3:6-14,  1967. 

It  is  unusual  for  patients  to  survive  the  acute 
phase  of  spontaneous  perforation  of  the  eso- 
phagus without  surgical  treatment.  Four  pa- 
tients were  admitted  to  one  hospital,  15,  10,  14, 
and  21  days  following  such  an  episode  and  form 
the  basis  for  this  report.  All  had  been  mis- 
diagnosed during  the  acute  phase  and  were 
treated  for  some  other  condition.  After  the  cor- 
rect diagnosis  was  established,  all  patients  were 
operated  upon  with  satisfactory  results. 

The  initial  acute  phase  often  mimics  such  con- 
ditions as  perforated  abdominal  viscus,  acute 
coronary  occlusion,  pneumothorax,  dissecting 
aortic  aneurysm,  pulmonary  embolus,  and.  mesen- 
teric thrombosis.  Early  diagnosis  may  be  made 
by  detecting  small  amounts  of  air  in  the  media- 
stinum. Definitive  diagnosis  is  established  by 
escape  of  ingested  water-soluble  contrast  medium 
into  the  thorax  or  mediastinum. 

The  principles  of  management  of  the  inter- 
mediate phase  are  discussed  and  include  open 
drainage  of  empyema  cavities,  decortication  of 
the  lung,  closure  of  the  esophageal  rent,  and 
provision  for  nourishment  by  the  oral  route  or 
by  feeding  jejunostomy.  With  prompt  and  ade- 
quate treatment,  this  condition  need  no  longer  be 
as  lethal  as  it  once  was. 
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PRESENT  STATUS  OF 


TATTOOING 
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All  of  us  are  familiar  with  the  acciden- 
tal tattoo.  The  most  common  is  perhaps 
the  broken-off  lead  pencil  point  in  the 
schoolchild’s  skin. 

Falling  off  a bicycle  or  while  running  is 
a common  way  of  driving  carbon  particles 
of  cinders  into  the  skin.  The  removal  of 
some  of  these  is  simple.  Of  others,  es- 
pecially small  scattered  particles,  very 
difficult. 

The  intentional  tattoo  with  figures, 
flags,  colors,  is  a different  matter.  The 
size  is  usually  too  much  for  simple  ex- 
cision. The  tattoo  artist  uses  needles,  often 
not  sterile,  to  drive  in  particles  or  carbon 
(blue  and  black)  or  of  cinnabar  (red) 
deep  into  the  cutis.  The  recipient  is  usually 
artificially  buoyed  up  by  his  adornment 
and  later,  when  it  is  long  too  late,  may 
regret  his  new  cutaneous  decoration. 

During  the  almost  continual  warfare, 
hot  or  cold,  which  has  been  present  during 
the  past  fifty  years,  there  have  been  many 
instances  where  explosions  have  driven 
foreign  particles  into  the  skin.  In  Vietnam 


this  has  become  a definite  problem,  most 
cases  arising  from  land  mine  explosions. 

In  the  past,  removal  by  chemical  caus- 
tics, by  dermabrasion,  by  keratome,  and 
by  surgical  excision  either  with  Z-plasty 
or  with  grafting,  has  not  always  been 
cosmetically  successful.  Tattooing  on  tat- 
tooing in  an  effort  to  match  surrounding 
skin  is  subject  to  such  hazards  as  the 
different  color  of  the  skin  in  summer  and 
in  winter,  etc.  Occasionally,  hypersensiti- 
vity develops.  This  is  especially  true  where 
cinnabar  or  mercurial  particles  are  pres- 
ent. Recently,  Goldman,  et  al1  have  been 
blistering  the  tattoos  with  a light  beam, 
the  pulsed  ruby  laser  beam.  They  found 
that  the  beam  was  selectively  absorbed  in 
greater  quantity  by  the  more  highly 
colored  tattoo  particles  than  by  the  nor- 
mal skin.  In  this  way,  blistering  could  be 
limited  almost  entirely  to  the  tattoo  it- 
self. One  hundred  and  sixteen  patients 
were  treated  with  soft  white  scars  result- 
ing. No  anesthesia  was  necessary. 

This  method  is  not  yet  recommended  for 
routine  treatment  of  tattoos  but  is  prom- 
ising. 
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This  film  of  the  forearm  was  taken  on 
a 40  year-old  white  male  who  had  injured 
this  extremity  in  an  auto  accident.  Films 
of  other  muscular  areas  in  the  body  re- 
vealed similar  calcified  ellipses,  none  of 
which  was  symptomatic. 

These  are  the  pathognomonic  findings 
of  cysticercosis.1  They  are  due  to  the  pres- 
ence of  the  cysticerci  of  the  pork  tape- 
worm (Taenia  solium)  in  the  tissues  of 
man.  Usually  this  stage  is  found  in  the 
hog  which  serves  as  the  intermediate  host. 
The  “normal”  agent  of  infection  in  the 
human  is  the  pork  tapeworm  whose  prog- 
lottids  produce  the  eggs.  These  eggs  reach 
the  soil  in  the  feces  where  they  may  re- 
main alive  for  weeks.  When  ingested  by 
the  hog,  they  hatch  immediately.  Follow- 
ing hatching,  the  embryos  penetrate  the 
intestinal  wall,  reach  the  lymphatic  or 
circulatory  system  and  become  dissemi- 
nated throughout  the  body  tissues  and 
become  encysted.  The  normal  cycle  is  com- 


pleted where  man  eats  uncooked  infected 
pork  and  a tapeworm  is  once  more  de- 
veloped. 

Man  may,  however,  act  as  the  inter- 
mediate host  if  ova  enter  the  stomach 
either  from  reverse  peristalsis  bringing 
the  eggs  back  to  the  stomach  and  duo- 
denum or  from  fecal  contamination  of 
food.  This  form  of  the  infection  in  man  is 
known  as  cysticercosis.  In  man  the  cysti- 
cerci may  develope  in  any  soft  body  tissue 
with  localization  in  the  myocardium, 
spinal  cord,  eye  or  brain  producing  the 
most  serious  consequences.  Most  patients 
come  under  medical  care  for  cerebral 
symptoms. 

The  cysticerci  encapsulated  in  muscle 
may  remain  alive  for  years.  Only  follow- 
ing their  death  does  calcification  com- 
mence, and  it  is  thought  to  require  at  least 
three  years  for  these  areas  to  become 
dense  enough  to  be  visible  on  x-ray  films. - 
Intramuscularly,  the  cysticerci  are  calci- 
fied elliptical  bodies  varying  in  size  from 
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small  dots  to  25  mm  in  diameter.  Their 
lontf  axes  are  in  the  direction  of  the  mus- 
cle fibers.  Intracerebrally,  the  calcified 
cysts  are  round  and  only  a few  millimeters 
in  diameter. 

While  the  pork  tapeworm  has  a world 


wide  distribution,  it  is  more  often  seen 
where  raw  or  inadequately  cooked  pork 
is  eaten.  While  preventable  by  proper 
cooking  of  all  pork  products,  sanitary  dis- 
posal of  human  feces  prevents  infection 
in  the  hog  and  is  the  essential  procedure 
in  control. 
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Factors  Influencing  the  Autoregulation  of  the 
Cerebral  Blood  Flow  During  Hypotension  and  Hyper- 
tension—Glenn  W.  Kindt,  Julian  R.  Youmans  and 
Otmar  Albrand  (Charleston)  J Neurosurg  26:299-305 
(March)  1967. 

Many  studies  have  shown  that  cerebral  blood 
flow  is  maintained  at  a nearly  normal  rate  with 
elevated  as  well  as  lowered  blood  pressures  ( the 
autoregulation  phenomenon).  These  studies  were 
done  with  normal  cerebral  vascular  systems. 
Since  many  clinical  problems  with  insufficient 
cerebral  blood  flow  involve  a compromised  vas- 
cular system,  we  studied  the  effectiveness  of  the 
autoregulation  phenomenon  with  a compromised 
arterial  tree. 

Carotid  artery  flow  rates  were  measured  in  18 
goats.  Autoregulation  kept  the  rate  of  blood 
flow  nearly  normal  during  wide  variations  of 
blood  pressure  when  the  cerebral  vascular  sys- 
tem was  normal.  Contrary  to  the  findings  with 
the  uncompromised  vascular  system,  after  uni- 
lateral carotid  occlusion  the  autoregulation 
phenomenon  was  no  longer  effective.  Hypoten- 
sion caused  a decrease  in  the  contralateral  carotid 
artery  flow  rate,  and  hypertension  caused  an 
increase  in  the  carotid  flow  rate  in  a nearly 
linear  manner.  Studies  were  then  performed  on 
two  patients.  The  results  were  similar  to  those 
in  the  experimental  animals. 

These  studies  show  that  previous  experiments 
on  autoregulation  that  were  done  on  prepara- 
tions with  normal  vascular  systems  are  not  rele- 
vant to  the  clinical  problems  where  the  patient 
is  suffering  from  inadequate  cerebral  blood  flow 
through  a compromised  cerebral  circulation. 
When  a compromised  arterial  system  is  present, 
the  autoregulation  phenomenon  is  not  effective. 
Hypotension  carries  increased  risk.  Induced 
hypertension  can  be  therapeutically  helpful  by 


increasing  cerebral  perfusion  and  preventing 
hypoxic  brain  damage. 

Phlegmasia  Cerulea  Dolens:  an  experimental 

study— J.  Manly  Stallworth,  R.  R.  Kletke,  and  An- 
tonio Ramirez  (Charleston!  Ann  Surg  165:  860-868 
and  796  (May)  1967. 

Following  a ten-year  survey  in  May,  1965 
concerning  the  clinical  picture  of  phlegmasia 
cerulea  dolens  with  its  mortality  of  31.9  per- 
cent and  high  amputation  rate,  an  experimental 
study  on  65  dogs  was  undertaken  to  analyze 
the  effects  of  total  venous  occlusion  on  (1)  the 
mesentery  (for  direct  observation  of  the  small 
vessels),  (2)  the  limbs,  and  (3)  to  study  the 
relationship  of  sympathetic  denervation. 

The  immediate  results  of  total  venous  occlusion 
of  the  mesentery  and  limb  were  similar  in  that 
the  venous  pressure  rose  rapidly  and  within  two 
to  four  minutes  had  reached  peak  levels  which 
corresponded  to  the  mean  pressure  of  the  ana- 
tomically associated  artery.  Arterial  flow  within 
the  totally  occluded  area  showed  a rapid  fall  to 
zero  levels,  though  the  arterial  pressure  and 
pulsations  remained  unchanged.  The  bowel  or 
skin  became  intensely  cyanotic  and  swollen. 
Exudate  formed  on  the  bowel  and  bullae  de- 
veloped in  the  skin,  corresponding  to  the  clinical 
picture  of  phlegmasia  cerulea  dolens. 

The  total  venous  obstruction  of  the  involved 
limb  was  released  at  intervals  of  six,  12  and 
24  hours.  As  a result,  the  leg  blood  pressure 
remained  stable  until  the  femoral  artery  clotted 
between  12  and  24  hours;  the  venous  pressure 
returned  to  normal  up  to  12  hours  after  occlu- 
sion; the  arterial  blood  flow  remained  critically 
low  in  each  category  and  could  be  re-established 
by  lumbar  sympathectomy  only  during  the  ini- 
tial six  hours  of  venous  occlusion.  After  24 
hours,  effective  blood  flow  could  not  be  restored. 
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The  Benevolence  Fund 

In  this  time  of  prosperity  for  the  pro- 
fession, when  earnings  from  practice  are 
in  figures  unheard  of  in  fairly  recent 
times,  it  is  easy  to  forget  that  there  are 
some  older  members  of  our  fellowship  who 
have  not  fared  as  well  as  the  average  doc- 
tor of  today.  In  the  tradition  of  our  guild, 
it  seems  proper  that  we  ourselves  do 
what  we  can  to  help  our  fellows  in  dis- 
tress, rather  than  turn  aside  with  the 
thought  that  some  of  the  many  welfare 
programs  will  take  care  of  their  needs. 

There  are  a number  of  societies  or- 
ganized for  the  purpose  of  accumulating 
funds  to  be  used  to  assist  physicians  or 
their  fami'ies  who  have  fallen  on  evil  days. 
Some  of  these  give  substantial  financial 
help,  some  not  much  more  than  nominal 
sums,  depending  on  their  resources,  which 
in  turn  depend  on  the  interest  that  can  be 
sustained  in  maintaining  and  enlarging 
these  organizations. 

The  “Widows  and  Orphans”  Society  in 
Charleston,  actually  a state  society,  (The 
Society  for  the  Relief  of  the  Families  of 
Deceased  and  Disabled,  Indigent  Members 
of  the  Medical  Profession  of  the  State 
of  South  Carolina)  is  an  example.  Never 
a rich  group,  it  manages  to  dispense  mod- 
est sums  to  a number  of  persons.  A similar 
society  in  New  York  State  in  1966  gave 
aid  to  105  physicians  families  and  ex- 
pended nearly  $150,000.  The  Benevolence 
Fund  of  our  own  Association  was  insti- 
gated by  Dr.  W.  Atmar  Smith  when  he 
was  president  of  the  Widows  and  Orphans. 
It  has  had  healthy  support  from  the  As- 
sociation, the  Auxiliaries,  and  other  sour- 
ces. However,  it  has  never  reached  an  im- 
pressive sum,  and  most  of  its  income  is 
expended  almost  as  fast  as  it  comes  in. 
It  has  been  of  great  benefit  to  a relatively 
small  number  of  physicians. 

If  this  fund  could  be  built  up  to  a prin- 


cipal sum  of  material  size,  it  would  stand 
as  a more  readily  available  and  broader 
source  of  help.  In  these  times  of  affluence, 
it  would  seem  that  we  physicians  could 
contribute  more  to  this  most  worthy  ef- 
fort, and  pray  that  none  of  us  may  ever 
be  a beneficiary. 

* * * 

Psychiatric  Doubts 

The  field  of  psychiatry  has  always  been 
rather  unclear  to  us.  Perhaps  a natural 
obtuseness  and  skepticism,  and  a certain 
mean  enjoyment  of  the  numerous  jibes 
made  of  its  practitioners  have  kept  our 
confidence  low  and  our  confusion  high. 

But  we  are  not  alone.  No  less  a person 
than  the  president  of  the  American  Schiz- 
ophrenia Foundation  has  been  casting  as- 
persions on  psychiatry,  saying  that  high 
fees  and  poor  results  are  shaking  public 
confidence,  that  there  is  “a  growing  sus- 
picion in  many  circles  that  the  profes- 
sion is  not  providing  answers  to  the  epi- 
demic of  mental  illness  which  is  now 
gripping  the  nation”.  As  commentary,  he 
cites  the  growth  of  the  numerous  non 
professional  organizations  such  as  Alco- 
holics Anonymous,  including  his  own 
foundation,  which  follow  roads  different 
from  those  of  the  psychiatrists.  He 
speaks  of  the  divergence  of  theory  and 
practice  in  the  field,  and  the  visible  and 
often  radical  differences  among  the  prac- 
titioners, and  is  clearly  unhappy  over  the 
status  quo. 

These  criticisms  do  not  come  from  a 
psychiatrist,  but  from  a layman  (the 
former  might  be  quickly  judged  insane  by 
his  peers) . Perhaps  they  carry  some 
worthwhile  weight.  At  least  they  deserve 
an  answer  from  the  psychiatric  side, 
firmly  embattled  behind  its  barricade  of 
interlocking  couches. 
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STATE  DEPARTMENT  OF  PUBLIC  WELFARE 


The  South  Carolina  Medical 
Assistance  Program 


Title  XIX  of  the  Social  Security  Act 
provides  for  grants  to  states  for  medical 
assistance  programs.  The  purpose  of  this 
title  is  to  enable  states  to  provide  a more 
effective  medical  assistance  program  for 
recipients  of  money  payments  and  extend 
its  provisions  to  additional  persons  with 
low  incomes.  The  State  Department  of 
Public  Welfare  has  submitted  a plan  to 
the  Department  of  Health,  Education,  and 
Welfare  to  extend  and  expand  its  medical 
assistance  programs.  Under  the  new  plan, 
medical  assistance  will  be  available  to  the 
following  individuals  as  “categorically 
needy”  with  medical  care  and  services 
available  in  the  same  amount,  duration, 
and  scope  for: 

a.  All  individuals  receiving  assistance 
under  the  state-approved  plans  for  Aid 
to  the  Needy  Aged,  the  Needy  Blind,  the 
Disabled,  and  Families  with  Dependent 
Children. 

b.  All  residents  of  the  state  who  would 
be  eligible  for  assistance  under  one  of 
the  other  state  plans  except  for  durational 
residence  requirements  for  the  particular 
program. 

c.  All  persons  who  would  be  eligible  for 
assistance  under  one  of  the  other  State 
plans  except  for  any  other  eligibility  con- 
dition in  such  plan  that  is  specifically  pro- 
hibited in  a program  for  medical  as- 
sistance under  Title  XIX. 

d.  All  children  under  21  who  are  or 
would,  except  for  age,  or  school  attend- 
ance, be  dependent  children  under  the 
State’s  approved  plan  for  Aid  to  Families 
with  Dependent  Children. 

e.  All  children  in  foster  home  care  for 
whom  public  agencies  are  assuming  fi- 
nancial responsibility. 

f.  General  assistance  recipients,  and  es- 
sential persons  in  the  assistance  house- 
holds who  are  categorically  related. 

g.  Persons  in  a medical  facility  who,  if 
they  left  such  facility,  would  be  eligible 


for  financial  assistance  under  another  of 
the  State’s  approved  plan. 

The  Plan  provides  for  the  following 
items  of  medical  and  remedial  care  and 
services,  and  the  amount  and/or  dura- 
tion of  each : 

(a)  In-patient  Hospital  Service  (other 
than  services  in  an  institution  for  tubercu- 
losis or  mental  diseases).  A maximum  of 
40  days  per  fiscal  year  will  be  provided  if 
the  hospital  is  licensed  by  the  State  Board 
of  Health  and  certified  under  Title  XVIII 
(Medicare)  of  the  Social  Security  Act. 

(b)  Out-patient  Hospital  Service  in- 
cludes the  various  items  or  services  fur- 
nished to  an  out-patient  by  a hospital 
licensed  by  the  State  Board  of  Health  and 
with  an  organized  out-patient  department 
that  meets  the  requirements  of  Title 
XVIII  (Medicare)  of  the  Social  Security 
Act. 

(c)  Other  Laboratory  and  X-Ray — 
Laboratory  and  x-ray  service  provided  by 
a licensed  medical  practitioner  in  a facil- 
ity directly,  or  under  his  supervision,  that 
is  qualified  to  meet  the  conditions  to  par- 
ticipate under  Title  XVIII  (Medicare)  of 
the  Social  Security  Act. 

(d)  Skilled  Nursing  Home  Service 
(other  than  services  in  an  institution  for 
tuberculosis  or  mental  diseases)  for  in- 
dividuals eighteen  years  of  age  or  older. 
Those  services  furnished  by  a skilled 
nursing  home  maintained  primarily  for 
the  care  and  treatment  of  in-patient  with 
disorders  which  are  provided  under  the  di- 
rection of  a physician  within  the  scope  of 
his  practice  as  defined  by  law.  Skilled 
nursing  home  care  will  be  available  to  a 
patient  as  long  as  the  physician  certifies 
he  is  in  need  of  such  care. 

(e)  Physicians’  Services — Physicians’ 
services  are  those  services  provided  by  a 
physician  licensed  under  state  law  to  prac- 
tice medicine,  whether  furnished  in  the 
home,  office,  hospital,  nursing  home,  or 
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elsewhere.  Physicians’  services  will  be  re- 
imbursed on  the  basis  of  usual  and  custo- 
mary charges.  Billings  will  be  directed  to 
the  agency.  It  is  expected  that  all  billings 
will  clear  through  a fiscal  agent.  The  pa- 
tient will  have  freedom  of  choice  in  select- 
ing his  physician. 

(f)  Dental  Service — Dental  service  is 
any  diagnostic,  preventive,  or  corrective 
procedure  administered  by  or  under  the 
supervision  of  a dentist  in  the  practice  of 
his  profession.  These  services  will  be 
limited  to  emergencies  only. 

(g)  Prescribed  Drugs  — Precribed 
drugs  and  medicine  are  those  simple  or 
compound  substances  or  mixtures  that  are 
prescribed  as  such,  or  in  acceptable  dosage 
forms  for  the  care,  mitigation  or  preven- 


tion of  diseases  or  health  maintenance,  by 
a licensed  physician  within  the  scope  of 
his  professional  practice  as  defined  by 
state  and  federal  law.  Prescribed  drugs 
will  be  limited  under  a formulary  being 
developed  by  the  South  Carolina  Medical 
and  Pharmaceutical  Associations. 

(h)  First  Three  Pints  of  Whole  Blood — 
Provided  the  hospital  cannot  obtain  re- 
placement donations. 

During  the  first  year  the  program  will 
cover  approximately  75,000  persons  and 
cost  $16,000,000,  of  which  $3,200,000  will 
be  state  funds. 

It  is  expected  that  this  program  will  be 
operative  within  the  next  thirty  days. 

Arthur  B.  Rivers,  State  Director 


THE  STATE  BOARD  OF  HEALTH,  THE  DEPARTMENT  OF  PUBLIC  WELFARE, 

AND  TITLE  XIX 


In  order  that  all  interested  agencies  and 
representatives  may  be  fully  informed  as 
to  the  implementation  of  the  medical  as- 
pects of  Title  XIX  of  the  Social  Security 
Act  in  this  State,  the  “Agreement  between 
the  South  Carolina  State  Board  of  Health 
and  the  South  Carolina  State  Department 
of  Public  Welfare  with  Regard  to  the  Im- 
plementation of  Title  XIX”  is  presented 
here. 

The  State  Board  of  Health  did  every- 
thing in  its  power  to  get  the  medical  as- 
pects of  this  program  made  the  responsi- 
bility of  the  official  State  health  agency, 
namely,  the  State  Board  of  Health.  Fail- 
ing in  this,  the  Board  believes  that  the  at- 
tached Agreement  is  the  best  compromise 
to  which  it  could  agree,  and  one  with 
which  it  can  work. 

Objectives: 

(a)  To  establish  and  maintain  comprehensive  con- 
tinuous family  centered  medical  care  of  high 
quality  when  and  where  needed  throughout 
South  Carolina  for  persons  found  by  the  Depart- 
ment of  Public  Welfare  to  be  eligible  for  the 
benefits  provided  under  Title  XIX,  including 
preventive,  diagnostic,  curative,  and  rehabilita- 
tive services  to  attain  or  retain  independence 
or  self-care,  or  to  attain  their  full  potential  for 
optimum  growth  and  development,  mental,  phy- 
sical, and  emotional. 


ib)  To  ensure  maximum  participation  by  all  ven- 
dors of  medical  care  and  health  services,  in- 
cluding individuals,  and  institutional  and  non- 
institutional  sources  of  care,  both  public  and 
private. 

(c)  To  ensure  that  recipients  of  medical  assistance 
receive  a standard  of  care  of  at  least  as  high 
quality  as  that  normally  available  to  all  other 
persons  in  the  locality,  regardless  of  ability  to 
pay  and  to  provide  comprehensive  care  with 
appropriate  continuity  of  care. 

To  accomplish  these  objectives,  the  South  Carolina 
State  Department  of  Public  Welfare  and  the  South 
Carolina  State  Board  of  Health  agree  that  the  serv- 
ices administered  by  the  State  Board  of  Health 
shall  be  utilized  to  the  maximum  degree  possible 
and  in  coordination  with  the  medical  care  and  serv- 
ices provided  by  the  State  Department  of  Public 
Welfare  under  the  State  plan  for  medical  assistance 
under  Title  XIX  of  the  Social  Security  Act  in  ac- 
cordance with  the  following  provisions: 

1.  The  provision  of  services  under  this  agreement 
shall  be  in  accordance  with  the  State  plan  for 
medical  assistance,  with  Title  XIX  of  the  Social 
Security  Act,  and  with  the  policies  and  inter- 
pretations contained  in  the  Handbook  of  Public 
Assistance  Administration,  Supplement  D,  “Medi- 
cal Assistance  Programs,’’  and  in  related  regu- 
lations and  policies. 

2.  The  State  Department  of  Public  Welfare  shall 
retain  its  requisite  ultimate  authority  for  exer- 
cising administrative  judgment  in  the  State- 
wide administration  of  the  Title  XIX  plan.  The 
State  Board  of  Health  is  not  authorized  to 
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change,  disapprove,  or  delay  action  on  any 
administrative  decision  of  the  State  Department 
of  Public  Welfare,  or  to  otherwise  substitute  its 
judgment  for  that  of  the  State  Department  of 
Public  Welfare  as  to  the  application  of  policies, 
rules,  and  regulations  promulgated  by  the  State 
Department  of  Public  Welfare. 

3.  Both  Agencies  will  continue  the  following  exist- 
ing cooperative  activities: 

a.  Reciprocal  referral  service 

b.  Exchange  of  reports  and  service 

c.  Coordination  of  plans  for  individuals  and 
families 

d.  Joint  evaluation  of  policies  that  affect  the 
cooperative  work  of  the  two  agencies 

e.  Joint  planning  for  any  changes  that  may  be 
needed  to  achieve  their  joint  goals 

f.  Continuous  liaison  and  designation  of  staff 
responsible  for  liaison  activities  at  the 
State  and  local  levels. 

4.  The  State  Board  of  Health  will  participate  to  the 
extent  needed  by  the  State  Department  of  Pub- 
lic Welfare  in  the  estimation  of  costs  incurred 
for  necessary  medical  or  remedial  care  by 
medically  indigent  persons. 

5.  The  State  Board  of  Health  will  provide  neces- 
sary consultation  and  assistance  to  the  State  De- 
partment of  Public  Welfare  in  the  following 
areas  related  to  assurance  of  high  quality  of 
care  and  services: 

a.  Provision  of  specialist  and  consultant  medical 
service  and  setting  standards  for  these  serv- 
ices. 

b.  Provision  of  necessary  transportation  for 
recipients  to  and  from  health  services. 

c.  Development  and  implementation  of  stand- 
ards for  medical  and  remedial  care  and 
services  of  similar  quality  to  the  standards 
used  in  crippled  children’s  program. 

d.  Planning  and  promoting  broadening  of  scope 
of  medical  and  remedial  care  and  services 
toward  the  goal  of  comprehensive  medical 
care  for  all  families  and  individuals  whose 
limited  income  and  resources  are  insufficient 
to  purchase  them. 

e.  Efforts  to  upgrade  and  extend  needed  insti- 
tutional care. 

6.  The  State  Board  of  Health  will  provide  neces- 
sary consultation  to  the  State  Department  of 
Public  Welfare  in  the  establishing  of  schedules 
of  compensation  for  services  commensurate 
with  “reasonable  cost”  or  “reasonable  charge.” 

7.  The  State  Board  of  Health  will  provide  assur- 
ance to  the  Department  of  Public  Welfare  that 
standards  of  medical  and  remedial  care  are 
being  met  and  give  assurance  as  to  certification 
of  providers  of  services  and  to  the  high  quality 
of  care  and  service  being  rendered  by  the  fol- 
lowing: 

a.  Hospitals 


b.  Skilled  Nursing  Homes 

c.  Home  Health  Agencies 

d.  Independent  Laboratories 

8.  The  State  Board  of  Health  will  provide  the  State 
Department  of  Public  Welfare  data  needed  for 
program  planning,  evaluation,  reporting  and  ac- 
counting purposes. 

9.  The  State  Board  of  Health  will  inform  its  local 
officers  of  the  provisions  of  the  State  medical 
assistance  plan  and  encourage  their  participa- 
tion in  its  operation.  They  will  help  inform  po- 
tential applicants  about  the  medical  assistance 
program,  and  when  properly  authorized,  may 
make  application  for  persons  unable  to  act  for 
themselves. 

10.  The  State  Department  of  Public  Welfare  may 
refer  persons  eligible  for  medical  assistance  un- 
der Title  XIX  to  the  State-aid  cancer  program, 
and  other  health  programs  administered  by  the 
State  Board  of  Health  for  services  which  these 
programs  provide.  The  State  Board  of  Health 
will  provide  covered  services  to  those  referred 
within  the  limitations  of  available  resources. 

11.  The  State  Department  of  Public  Welfare  will 
refer  all  children  with  the  kinds  of  medical 
conditions  for  which  the  crippled  children’s  pro- 
gram can  provide  services  to  the  County  Health 
Department  in  the  county  of  residence  for  ini- 
tial processing  of  applications  for  admission  to 
the  crippled  children’s  program.  The  State 
Board  of  Health  will  accept  such  children  to 
the  extent  the  services  of  its  crippled  children’s 
program  allow.  If  funds  available  through  crip- 
pled children’s  program  appropriations  are  not 
sufficient  to  provide  care  for  all  the  children 
referred  by  the  Title  XIX  agency,  payment  for 
treatment  will  be  made  by  the  Title  XIX  agency 
for  those  eligible  under  the  Title  XIX  plan.  Title 
XIX  funds  will  be  used  for  this  purpose  when- 
ever the  State  Board  of  Health  determines  that 
the  amount  of  Title  V funds  available  may  be 
insufficient  to  pay  for  services  under  the  crip- 
pled children’s  program  for  all  children  antici- 
pated to  require  such  services.  When  Title  XIX 
funds  are  to  be  used  for  eligible  children,  the 
State  Board  of  Health  will  forward  bills  received 
from  providers  of  service  to  the  State  De- 
partment of  Public  Welfare.  The  State  Depart- 
ment of  Public  Welfare  will  pay  these  bills 
direct  to  the  providers  of  service  at  the  same 
rates  payable  by  the  State  Board  of  Health  for 
crippled  children  not  eligible  for  Title  XIX  bene- 
fits, except  when  other  rates  of  pay  are  required 
by  the  provisions  of  Title  XIX  and  its  imple- 
menting regulations. 

Diagnostic  services  under  the  crippled  children’s 
program  will  be  made  available  by  the  State 
Board  of  Health  without  charge  to  all  children 
needing  them  and  no  Title  XIX  funds  will  be 
used  to  pay  costs  of  diagnostic  services. 
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If  instances  occur  where  the  crippled  children’s 
program  finds  it  cannot  accept  for  services  all 
eligible  children  referred  by  the  Title  XIX 
agency,  the  crippled  children’s  agency  will  pro- 
vide assistance  in  determining  the  kinds  of  care 
needed  and  the  resources  available. 

12.  The  State  Department  of  Public  Welfare  shall 
reimburse  the  State  Board  of  Health  on  a 
monthly  basis  for  the  cost  of  providing  the  fol- 
lowing services  in  accordance  with  the  pro- 
visions of  the  Handbook  of  Public  Assistance 
Administration: 

a.  Medical  assessment  of  medical  issues  in- 
volved in  appeal  hearings  if  such  assessment 
is  necessary. 

b.  Evaluation  of  hospitals,  independent  labora- 
tories, skilled  nursing  homes,  and  home 
health  agencies  which  are  not  certified  for 
participation  under  Title  XVIII  of  the  Social 
Security  Act. 

c.  Evaluation  of  the  utilization  and  quality  of 
medical  and  remedial  care  and  services  pro- 
vided under  the  State  medical  assistance  plan: 
and  <at  periodic  intervals)  providing  notifica- 
tion and  recommendations  relating  thereto 
to  the  Department  of  Public  Welfare. 

d.  Assistance  in  conducting  in-service  training 
so  that  direct  service  workers  and  their  super- 
visors will  be  knowledgeable  about  health 
problems  and  the  remedial  care  and  services 
provided  under  the  State  medical  assistance 
plan. 

e.  Services  of  professional  medical  specialists 
and  consultants  when  directly  involved  in  the 
administration  of  the  Title  XIX  medical  as- 
sistance program. 


13.  The  State  Board  of  Health  shall  submit  a monthly 
statement  of  its  cost  of  providing  the  services 
set  forth  in  Section  12  to  the  State  Department 
of  Public  Welfare.  At  least  six  weeks  prior  to 
the  beginning  of  each  quarter,  the  State  Board 
of  Health  will  submit  to  the  State  Department 
of  Public  Welfare  an  estimate  of  the  cost  of 
providing  such  services  for  the  quarter. 

14.  This  agreement  shall  be  reviewed  by  the  State 
Department  of  Public  Welfare  and  the  State 
Board  of  Health  at  least  annually  and  amended 
as  necessary. 

15.  This  agreement  shall  be  binding  upon  the  State 
Department  of  Public  Welfare  and  the  State 
Board  of  Health  after  the  date  it  becomes  ef- 
fective. It  may  be  terminated  by  either  agency 
by  written  notice  to  the  other  agency  ninety 
days  prior  to  termination. 

16.  This  agreement  shall  become  effective  upon 
approval  by  both  agencies. 

Dated  at 

Columbia,  South  Carolina 

November  20,  1967 

South  Carolina  State  De- 
partment of  Public  Wel- 
fare 

( Signed ) 

Arthur  B.  Rivers,  State 
Director 

South  Carolina  State 
Board  of  Health 
(Signed) 

E.  Kenneth  Aycock. 
M.D.,  State  Health 
Officer 


50  YEARS  AGO 
§dufh(fun)linn  ffc:  J:)||  iTTrdi  mlAs  sxrrialion 

February  1918 

The  Annual  Meeting  in  Aiken  will  concern  itself 
largely  with  problems  of  military  medicine. 

The  State  Board  of  Health  established  a Child 
Welfare  Bureau.  A Bureau  for  registration  of 
birth  was  emphasized. 

The  Florence  Infirmary  and  Training  School  for 
Nurses  was  advertised. 
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The  Tuomey  Hospital  Medical  Library 
has  been  renamed  in  honor  of  Dr.  Davis 
I).  Moise  in  recognition  of  the  Sumter 
physician’s  outs  landing  service  to  the 
community  and  efforts  as  exchequer  of 
the  library.  Dr.  Jesse  J.  Floyd  has  opened 
medical  practice  in  Columbia  in  gynecology 
and  obstetrics  at  2757  Laurel  Street.  He 
was  graduated  from  the  Medical  College 
of  Georgia  and  completed  his  internship 
at  Spartanburg  General  Hospital.  His 
residency  training  was  at  Millcrest  Medi- 
cal Center,  Tulsa,  Okla.,  and  Columbia 
Hospital.  Dr.  Prue  Wilson  Kelly,  a native 
of  Belton,  has  assumed  his  duties  as  Ra- 
diologist at  Murray-Calloway  County  Hos- 
pital in  Kentucky.  The  new  superinten- 
dent of  the  Crafts-Farrow  State  Hospital 
for  the  mentally  ill  is  Dr.  Thomas  G.  Fai- 
son. Dr.  Faison,  61,  joined  the  staff  of  the 
state  hospital  in  1964  after  a career  in  the 
U.  S.  Army  medical  service  and  two  years 
as  a national  consultant  for  the  American 
Cancer  Society.  He  was  post  surgeon  and 
commanding  officer  of  the  base  hospital  at 


Fort  Jackson  from  1960  until  1962.  Dr. 
Edward  L.  Hay  has  opened  an  office  for 
the  practice  of  orthopedic  surgery  at  114 
Rutledge  Avenue,  Charleston.  The  Colum- 
bia Clinic,  internal  medicine,  has  an- 
nounced the  association  of  Dr.  Skottowe 
B.  Fishburne  Jr.  in  hematology.  Dr.  D.  0. 
Royals,  who  has  been  a resident  in  ortho- 
pedic surgery  in  the  Mayo  Graduate  School 
of  Medicine,  University  of  Minnesota  at 
Rochester,  has  left  that  city  and  will  be 
located  in  Greenville.  Dr.  C.  E.  Aimar,  ad- 
ministrator  of  Coleman-Aimar  Clinic, 
Darlington,  was  elected  to  the  Darlington 
City  Council  this  fall. 

Officers  of  the  Columbia  Medical  So- 
ciety were  elected  in  December.  The  of- 
ficers are  Dr.  Joe  E.  Freed,  president-elect; 
Dr.  Paul  T.  Hopkins,  vice  president;  Dr. 
Foster  Marshall  II,  secretary;  Dr.  M. 
Tucker  Laffitte  Jr.,  treasurer  and  Dr. 
Donald  E.  Saunders  Jr.,  editor  of  The  Re- 
corder. Dr.  D.  Strother  Pope,  named  presi- 
dent-elect in  1966,  is  the  new  president. 


Physician’s  Responsibility  to  the  Community. 
John  M.  Fleming  Amer  J Obstet  Gynec  87:289-92 
(Oct.)  1963. 

It  seems  evident  that  the  physician  has  many 
responsibilities  to  the  community.  The  first  and 
most  obvious  one  is  that  he  should  perform  his 
functions  as  a physician  to  the  very  best  of  his 
ability.  Only  in  this  way  can  the  high  honor 
and  esteem  in  which  the  profession  is  now  held 
be  handed  down  unimpaired  to  future  genera- 
tions and  physicians.  What  I would  particularly 
like  to  point  out  now,  however,  is  the  physician’s 
responsibility  to  the  community  in  his  role  as  a 
citizen.  Leadership  in  community  affairs  is  a 
natural  role  for  the  physician.  He  need  not  neces- 
sarily be  a top-rank  office  holder  in  the  com- 
munity, but  through  his  willingness  to  partici- 
pate, to  give  of  his  time,  talents,  and  efforts,  he 
can  inspire  confidence  in  others  and  a desire  on 
their  part  for  community  leadership. 


1968  EASTER  SEAL  CAMPAIGN 

The  1968  Easter  Seal  Campaign  will 
begin  March  1 and  continue  until  April 
14  Easter  Sunday. 

A widespread  appeal  for  funds  will  be 
made  by  hundreds  of  state  and  local  Easter 
Seal  affiliates  to  finance  treatment  and  re- 
habilitation for  crippled  children  and 
adults. 

Last  year,  nearly  a quarter  million 
handicapped  persons  received  help  from 
Easter  Seal  societies,  but  needs  of  the 
handicapped  and  costs  of  providing  ex- 
pert professional  care  are  rising,  and  more 
money  than  ever  before  will  be  needed 
to  serve  the  handicapped  during  1968. 
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Medical  College  of  South  Carolina 


The  Medical  College  of  South  Carolina 
took  several  giant  steps  toward  the  im- 
plementation of  complete  university  facili- 
ties in  Charleston  during  the  month  of 
December. 

On  December  8,  two  proposals  were  ap- 
proved by  the  Medical  College’s  Board  of 
Trustees  which  would  make  the  Medical 
College  a full-fledged  university.  The  first 
proposal  was  for  the  formalization  of  a 
School  of  Liberal  Arts;  the  second  was  for 
approval  of  university  status  for  the  Medi- 
cal College.  Both  proposals  were  unani- 
mously authorized  and  approved  by  the 
South  Carolina  Commission  on  Higher 
Education  on  December  7 at  a meeting 
in  Conway. 

Approval  of  the  two  groups  made  the 
College  of  Liberal  Arts  a reality.  The  sec- 
ond proposal  to  raise  the  Medical  College 
to  full  university  status  will  be  presented 
along  with  a proposed  code  of  laws  to  the 
General  Assembly.  The  code  of  laws  which 
would  formalize  the  structure  change  of 
the  Medical  College,  will  receive  prior  ap- 
proval of  the  Board  of  Trustees. 

Dr.  William  M.  McCord,  president  of  the 
Medical  College,  said  that  the  Medical 
College  is  seeking  university  status  to 
meet  present  and  growing  liberal  arts 
needs  “as  well  as  to  provide  new  courses 
in  undergraduate  and  graduate  education 
in  whatever  courses  of  study  may  be  need- 
ed by  the  people  of  South  Carolina. 

“We  do  not  plan  to  be  solely  a medical 
or  health-oriented  university,  though,  of 
course,  this  will  always  be  an  important 
part  of  our  mission  in  South  Carolina 
higher  education.  As  the  undergraduate 
school  or  schools  are  implemented  or  ex- 
panded, they  will  comprise  a total  univer- 
sity operation,”  Dr.  McCord  said. 


“We  will  cooperate  with  other  insti- 
tutions in  the  area  in  any  way  possible  to 
provide  the  best  of  our  educational  re- 
sources for  the  people  of  South  Carolina.” 
Dr.  McCord  further  said,  “Although  we 
feel  strongly  that  other  educational  insti- 
tutions in  the  area  should  participate  in 
university  education,  the  decision  must 
be  their  own.” 

Reorganization  of  the  Medical  College 
into  a university  will  not  immediately  af- 
fect the  overall  operation,  Dr.  McCord 
stated.  Dr.  McCord,  along  with  Mr.  J.  Ed- 
win Schachte,  Jr.,  chairman  of  the  Medi- 
cal College’s  Board  of  Trustees,  said  the 
change  would  not  immediately  be  a visible 
one. 

“We  are  in  effect  already  functioning 
as  a university,”  they  said,  “and  are  ask- 
ing the  legislature  for  formalization.” 

“As  plans  are  made  and  developed,  we 
will  be  guided  by  Mr.  John  K.  Cauthen, 
chairman  of  the  Commission  on  Higher 
Education,  and  the  other  members  of 
the  Commission,”  Dr.  McCord  and  Mr. 
Schachte  said. 

Dr.  McCord  said  that  Mr.  Cauthen  con- 
siders the  action  in  line  with  the  Com- 
mission’s announced  intention  of  giving 
first  priority  in  medical  education  to  the 
development  of  the  Charleston  institution 
to  its  fullest  potential,  both  quantitatively 
and  qua’itatively,  before  launching  a sec- 
ond medical  college.  “We  want  to  be  sure,” 
Mr.  Cauthen  said,  “that  the  Medical  Col- 
lege is  headed  in  the  right  direction  be- 
fore our  resources  are  diluted  on  a second 
medical  college.” 

No  name  has  been  chosen  for  the  insti- 
tution as  yet,  but  Dr.  McCord  said  several 
were  under  consideration. 

Construction  bids  are  now  being  called 
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for  on  two  new  buildings  at  the  Medical 
College.  The  bid  opening  is  set  for  Feb- 
ruary 15.  Dr.  William  M.  McCord  said  that 
groundbreaking  for  the  Basic  Sciences- 
Dental  School  Building  and  the  Student 
Activities- Administration-Library  Build- 
ing will  be  set  at  that  time. 

When  the  two  new  buildings  are  com- 
pleted, expansion  will  be  possible  to  102 
medical  students  per  class  and  48  dental 
students  per  class.  Construction  of  the 
new  buildings  was  made  possible  by  a $8.25 
million  grant  from  the  Dept,  of  Health, 
Education,  and  Welfare  announced  in  De- 
cember, 1966,  and  by  matching  funds  ap- 
proved by  the  state  legislature  in  1965. 
The  new  complex  has  been  designed  by 
Lyles,  Bissett,  Carlisle  & Wolff,  Archi- 
tects/Engineers/Planners of  Columbia. 

To  be  located  on  the  former  site  of 
Porter  Military  Academy,  the  three-story 
Student  Activities-Administration-Library 
Building  and  seven-story  Basic  Sciences- 
Dental  School  Building  will  include  a total 
of  390,000  square  feet  of  space. 

Dr.  McCord  has  announced  the  appoint- 


An  annual  grant  of  $100,000  is  being 
requested  from  the  U.  S.  Department  of 
Health,  Education  and  Welfare  by  the 
S.  C.  Retarded  Children’s  Habilitation 
Center,  Charleston.  The  money  will  be 
used  for  establishment  of  a developmental 
training  team  for  the  severely  and  pro- 
foundly retarded. 

Plans  have  been  announced  for  the  con- 
struction of  a $485,637  vocational  rehabil- 
itation facility  at  Greenville  General  Hos- 
pital. Anticipated  completion  date  for  the 
unit  is  July  1968. 

York  General  Hospital’s  new  Chronic 
Unit  opened  in  November.  The  40  bed 
unit  offers  two  distinct  types  of  care. 
Twenty  beds  will  be  used  for  chronic  pa- 
tients patients  requiring  frequent  medi- 
cal care  and  nursing  supervision ; the  re- 
maining twenty  will  be  used  for  long- 
term patients  whose  condition  requires 
little  more  than  skilled  nursing  care. 


ment  of  Dr.  Glenn  G.  Thomas  as  Dean  of 
the  School  of  Liberal  Arts.  Dr.  Thomas  is 
former  Associate  Dean  of  the  School  of 
Allied  Health  Sciences. 

Dr.  Henry  B.  Gregorie,  Jr.,  attended  the 
79th  annual  session  of  the  Southern  Sur- 
gical Assn,  at  Hot  Springs,  Va.,  Dec.  3-6. 
Dr.  Gregorie  spoke  on  “Hematoporphyrin 
Derivatives  Fluorescence  in  Malignancies.” 

On  Dec.  9-12,  Dr.  H.  B.  Othersen  spoke 
to  Pediatric  and  Pediatric  Surgical  Group 
at  UCLA  Medical  Center  on  “Pancreatitis 
in  Children.” 

Dr.  Melvin  H.  Knisely  was  the  second 
speaker  in  the  Bioengineering  Series  pre- 
sented by  the  Univ.  of  S.  C.  and  its  College 
of  Engineering  in  the  Physical  Sciences 
Center  at  U.  S.  C.  on  Dec.  5.  He  spoke  on 
the  topic  of  “Some  Problems  in  the  Pheol- 
ogy  of  Blood  in  Health  and  in  Disease.” 

Dr.  Elsie  Taber  was  the  banquet  speaker 
at  the  National  Convention  of  Alpha  Kap- 
pa Gamma,  honorary  leadership  sorority 
for  college  girls,  in  Nov.  She  spoke  on  the 
subject  of  “Careers  for  Women,  Particu- 
larly in  Science.” 


The  Board  of  Trustees  of  Anderson  Me- 
morial Hospital,  Anderson,  has  adopted  a 
report  calling  for  a four  phase  $12  mil- 
lion building  program  over  the  next  ten 
years.  Bed  capacity  of  the  hospital  will 
be  increased  from  the  present  425  to  800. 
The  first  phase  of  the  program,  already 
approved  for  Hill-Burton  funding,  will  be 
a diagnostic  and  treatment  wing,  and  an 
intensive  care  section.  In  addition  to  long- 
range  building  plans,  the  report  also  pro- 
posed an  expenditure  of  $319,000  for  a 
computer  program  wdth  possible  partici- 
pation in  the  operation  of  a regional  hos- 
pital computer  center. 

Oconee  Memorial  Hospital,  Seneca, 
opened  a School  of  Radiologic  Technology 
on  January  2,  1968.  The  school  will  offer 
a 24-month  course  leading  to  certification 
as  a radiologic  technician  or  X-ray  tech 
nician. 
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It  won’t  do  the  job. 


Neither  will  protection  which  pays  for  only 
a small  portion  of  hospital  and/or  surgical 
costs. 

Blue  Cross  and  Blue  Shield  pre-payment 
plans  are  today’s  best  answer  for  surgical 
and  hospital  protection. 


when  he  just  can’t  sleet 

Tuinai 


One-Half  Sodium  Amobarbital  ai 
One-Half  Sodium  Secobarbil; 
supplied  in  %, IV2,  and  3-grain  Pulvulj 


inal  helps  wakeful  patients  fall  asleep  fast,  stay 
aleep  all  night. 

[Jl  Jicatio ns:  Tuinal  is  indicated  for  prompt  and  moder- 
ily  long-acting  hypnosis.  It  is  not  suitable  for  con- 
t uous  daytime  sedation. 

fltntraindications:  Barbiturates  should  not  be  adminis- 
teed  to  anyone  with  a history  of  porphyria,  nor  should 
tl  y be  given  in  the  presence  of  uncontrolled  pain,  be- 
c.ise  excitement  may  result. 

V'irning:  May  be  habit-forming. 

P cautions:  Tuinal  should  be  used  cautiously  in  pa- 
tipts  with  decreased  liver  function,  since  prolongation 


0 

A 
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effect  may  occur. 

yerse  Reactions:  Idiosyncrasy,  such  as  excitement, 
gover,  or  pain,  may  appear.  Hypersensitivity  reac- 


tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Overdosage:  C.N.S.  depression.  Symptoms — Depression 
of  respiration  and  of  superficial  and  deep  reflexes,  slight 
constriction  of  the  pupils  (in  severe  poisoning,  dilation), 
decreased  urine  formation,  lowered  body  temperature, 
coma.  Treatment — Symptomatic  and  supportive  (gastric 
lavage:  intravenous  fluids;  maintenance  of  blood  pres- 
sure, body  temperature,  and  adequate  respiration).  Di- 
alysis may  speed  removal  of  barbiturates  from  body 
fluids. 


Dosage:  50-200  mg.  (34-3  grains)  at  bedtime. 

[031767] 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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WINCHESTER 

“CAROLIN AS’  HOUSE  OF  SERVICE” 

Winchester  Surgical  Supply  Company 

200  South  Torrence  St.  Charlotte,  N.  C. 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.  Greensboro,  N.  C. 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

Your  past,  present  and  future  support  is  always  appreciated 

We  SERVICE  what  we  SELL 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921 
Distributors  of  KNOWN  BRANDS  of  PROVEN  QUALITY 
We  have  advertised  CONTINUOUSLY  in  the  S.  C.  Journal  since  1920 


Waverley  Psychiatric  Hospital 


Columbia,  South  Carolina 
Founded  in  191 U 


A forty  bed,  private  psychiatric  hospital  for  the  treatment  of  nervous 
and  mental  diseases.  Services  include  an  Out  Patient  Department,  Occu- 
pational and  Recreational  Therapy  Departments,  and  new  Radiology 
Department. 

Admission  is  by  referral  directly  to  the  Hospital  or  through  our  staff 
physicians.  Patients  desiring  psychiatric  treatment  under  Medicare  or 
through  Vocational  Rehabilitation  are  accepted. 

For  Information  Contact 

Arthur  St.  J.  Simons,  II 
Administrator 

Area  Code  803  253-2243 


A SHORT  LEXICON  OF  NON-MEDICAL  MEDICAL  TERMS 
For  beginning  medical  and  paramedical  personnel 


The  following  lexicon  has  been  compiled 
with  considerable  painstaking  research 
for  the  benefit  of  young  workers  enter- 
ing all  fields  of  medicine.  It  may  also 
serve  as  a refresher  for  those  more  ex- 
perienced who  have  never  given  thought 

I to  the  study  of  medical  communication. 

In  this  time  when  the  art  of  communi- 
cation is  second  only  to  the  statistic  in  the 
practice  of  medicine,  it  was  felt  that  a 
guide  to  some  of  the  commoner  non-med- 
ical medical  terms  might  be  useful. 

These  terms  have  been  garnered  from 
actual  patient  interviews  without  regard 
to  race  or  creed.  It  is  hoped  that  this  com- 
pendium may  inspire  others  to  further 
research  in  the  field,  and  the  reader  is 
cautioned  against  regarding  it  with 
levity,  since  this  is  known  to  detract  from 
the  innate  dignity  of  the  sanctified  and 
high  calling  of  medicine. 

In  almost  all  cases,  the  term  being  de- 
fined has  been  used  in  a short  sentence 
for  the  purpose  of  clarity.  It  is  the  lexi- 
cographer’s hope  that  in  those  rare  cases 
when  the  laboratory  or  radiology  depart- 
ment does  not  provide  a diagnosis  and  the 
physician  is  put  to  the  task  of  talking  with 
the  patient,  some  acquaintance  with  the 
odd  terms  he  may  use  will  be  helpful  in 
reaching  a conclusion  as  to  what  is  ac- 
tually wrong  with  him. 

Lastly,  for  those  who  may  become  in- 
terested in  creating  their  own  lexicon, 
which  indeed  may  vary  greatly  by  section 
of  the  country,  my  admonition  is  in  listen- 
ing to  patients’  medical  terminology  that 
“things  are  seldom  what  they  seem.” 

Ankyhol 

C2H5OH 

“I  wanted  to  rub  the  baby  with  ankyhol, 
but  my  husband  had  done  drunk  it  all.” 
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ROBERT  E.  QUINN,  M.D. 

Georgetown,  S.  C. 

Bad  Blood 

A positive  serological  test  for  syphilis. 

“I  had  seven  hip  shots  for  bad  blood 
at  the  clinic.  Is  that  why  I can’t  get  preg- 
nant?” 

Body 

A thrombosed  external  hemorrhoid. 

“I’d  rather  stand  up,  doctor.  My  body 
has  been  dropped  for  three  days.” 

Bulk 

To  eructate,  also  to  regurgitate  (see  cas- 
cade) (also  Burk) 

“Doctor,  I have  so  much  gas  I bulk  my 
food  all  the  time.” 

Bunk 

To  lean  over  in  knee-chest  position. 

“Bunk  over  and  let  the  doctor  see  how 
your  body  is  dropped.” 

Cadillac 

A lenticular  opacity. 

“The  head  doctor  told  me  I had  a Cadil- 
lac in  both  eyes.” 

Cascade 
To  regurgitate. 

“The  baby  cascade  twice  in  the  wait- 
ing room  before  he  could  see  you.” 

Castrate 

To  pass  a rubber  tube  into  the  bladder. 

“Send  the  orderly,  nurse,  I need  to  be 
castrated  because  I can’t  pass  my  water.” 

Clean 

With  operation,  implies  removal  of  all 
female  organs. 

“I  had  a corrupted  navel  fixed  and  a 
clean  operation.” 

Clod 

A coagulated  mass  of  blood. 

“I  been  passing  clods  all  day.” 

Conversion 

A seizure,  usually  grand  mal. 
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“Every  time  the  baby  has  a fever,  he 
has  a conversion.” 

Corrupted 
To  have  a hernia. 

“The  baby  has  a corrupted  navel.” 
Courage 

Libido,  usually  in  the  sense  of  decreased. 

“My  courage  is  run  down  and  I need  a 
shot  to  build  it  up.” 

Crotch 

A device  for  aid  in  walking  when  disabled. 

“Ask  my  husband  to  fetch  my  crotch,  so 
1 can  get  about.” 

Dark  Eye 

A syncopal  attack,  frequently  hysterical 
in  origin. 

“I  get  so  upset  at  the  funeralizing,  I 
get  the  dark  eye  four  times.” 

Depository 

A semi-solid  medication  for  rectal  or  va- 
ginal insertion.  Also  sometimes  referred 
to  as  “repository”. 

“I  don’t  know  how  to  swallow  them  de- 
positories, so  . . . .” 

Dilly-Dally 

A cardiac  glycoside  discovered  by  Wither- 
ing. 

“I  been  taking  them  dilly-dally  tablets 
every  day  for  my  heart.” 

Extended 

Flatulent,  hypertympanitie,  filled  with  in- 
testinal flatus. 

“I  am  so  extended  I am  about  to  bust.” 
Fresh 

An  indescribable  taste  in  the  mouth,  said 
to  indicate  fever. 

“I  had  such  a fresh  taste  in  my  mouth 
I knew  I had  inward  fever.” 

Hassle 

To  have  respiratory  distress. 

“I  was  hassling  for  breath  all  night 
long.” 

Hunker 

To  bunk,  only  more  so. 

Infantigo 

A pyoderma  most  frequently  seen  in  small 
children. 

“The  baby  has  the  infantigo  and  I 


washed  him  in  Boraxo,  but  it  didn’t  do  no 
good.” 

Inward  Fever 

An  iil-defined  clinical  syndrome,  opposed, 
one  supposes,  to  “external  fever”  which 
can  be  measured  with  a clinical  ther- 
mometer. See  “Fresh”. 

Me  One 
I alone. 

“Ain’t  nobody  home  now  but  me  one.” 
Mold  of  the  Head 
Sagittal  cranial  suture. 

“I  have  a headache  right  in  the  mold 
of  the  head.” 

Nature 

Sexual  potency,  usual  usage  when  lost  or 
deficient.  See  “Courage”. 

“I  am  bout  run  down  in  nature  and 
home  dissatisfy.” 

Palate  Dropped 

Edema  or  inflammation  of  the  uvula. 

“My  palate  is  dropped  and  I need  a shot 
of  penzillium.” 

Peg 

An  erupting  tooth  in  an  infant. 

“The  baby  is  fussy  and  feverish  be- 
cause she  cuttin’  peg.” 

Puled  (Pyded?) 

A diffuse  bluish  macular  discoloration  of 
infants  more  apparent  to  the  mother  than 
to  the  physician. 

“The  baby’s  skin  is  pided  and  I know 
there  is  something  wrong  with  her  heart.” 
Pone 

A swelling  due  either  to  inflammation  or 
tumefaction. 

“When  my  back  hurts  it  feels  like  a 
pure  pone  is  swelled  up  on  it.” 

Prostrate 

A paraurethral  gland  in  the  male. 

“My  prostrate  is  bothering  me  and  my 
nature  is  down.” 

Purse 

An  inflammation,  particularly  urinary. 
Also  sometimes  “Pulse”. 

“I  have  had  purse  on  the  kidneys  since 
T was  six  months  old.” 
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Strangle 

To  spread  (as  a pain),  particularly  of 
emotional  origin. 

“I  have  a pain  in  my  heart  that 
sprangles  out  over  my  whole  body.” 

Strain 

A urethral  discharge  commonly  caused  by 
the  gonnococcus  and  commonly  supposed 
to  result  from  heavy  lifting. 

‘‘I  get  a strain  lifting  up  the  corner  of 
the  pig  sty.” 

Striving 

To  grow  properly. 

‘‘My  baby  is  pided  and  is  cutting  peg 
and  she  just  isn’t  striving.” 

Tarrify 

Severe  itching. 


“I  have  a rash  that  tarrified  me  all 
night.” 

Testes 

Laboratory  examinations. 

‘‘I  want  you  to  put  my  wife  in  the 
hospital  so  the  insurance  can  pay  you  to 
run  some  testes  on  her.” 

Trash 

A mondial  infection  of  the  tongue  or 
mouth  (thrush). 

“The  baby  have  the  trash  in  the  mouth 
and  I wrench  it  out  with  Chlorox.” 
Weasel 

Asthmatic  rhonchi. 

“The  baby  have  a weasel  on  the  chest.” 
W or  kin  g 

A cathartic,  or  the  need  for  the  same. 

“I  needed  a good  working  out,  so  I took 
some  strong  working  medicine.” 
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??  ( AN  BOTH  OlIK  STATE  ANO  NATIONAL  MEDICAL  LEADERSHIP 

BE  ALL  WRONG  ?? 

(SCALPEL  DOESN’T  THINK  SO!) 


WESLEY  W.  HALL,  M.I).  Chai  rman  of 
the  AMA  Board  of  Trustees,  in  June 
1967,  reporting  to  the  House  of  Dele- 
gates : 

“The  AMA  Board  believes  that  never 
before  has  the  medical  POLITICAL  AC- 
TION COMMITTEE  movement  more 
strongly  deserved  and  needed  your  sup- 
port and  the  support  of  all  members  of 
the  profession  and  the  state  and  county 
medical  societies.  There  should  be  max- 
imum voluntary  participation  in  the 
national  and  state  PAC’s  as  independent 
organizations  established  under  the  law 
by  the  entire  profession  and  especially 
by  its  leadership.” 

MILFORD  O.  ROUSE,  M.D.,  President  of 
the  AMA,  has  urged  us  to  join  and  sup- 
port SCALPEL  and  AMPAC. 

EDWARD  R.  ANNIS,  M.D.,  Past-Presi- 
dent of  the  AMA,  has  urged  us  to  join 


THE  MONTH  IN 

President  Johnson  signed  into  law  the 
social  security  legislation  which  included 
changes  in  Medicare  and  Medicaid  ad- 
vocated by  the  medical  profession. 

It  provides  for  a record  high  minimum 
13  per  cent  increase  in  cash  benefits  for 
24  million  Americans,  starting  in  March. 
Beginning  April  1,  one  dollar  a month  of 
the  increase  will  be  withheld  from  the 
checks  of  those  participating  in  voluntary 
plan  B of  medicare  which  covers  part  of 
physical!  fees  and  other  medical  services 
other  than  hospitalization. 

The  total  premium  for  Plan  B insurance 
is  now  $6  a month,  half  of  which  is  paid 
by  the  federal  government.  Beginning 


and  support  SCALPEL  and  AMPAC. 
NORMAN  ().  EADDY,  M.D.,  President  of 
the  SCMA,  has  urged  us  to  join  and 
support  SCALPEL  and  AMPAC. 
GEORGE  DEAN  JOHNSON,  M.D.,  Past- 
President  of  the  SCMA,  has  urged  us 
to  join  and  support  SCALPEL  and 
AMPAC. 

JOEL  W .WYMAN,  M.D.,  President-elect 
of  the  SCMA,  has  urged  us  to  join  and 
support  SCALPEL  and  AMPAC. 
HARRISON  L.  PEEPLES,  M.D.,  Vice- 
President  of  the  SCMA,  has  urged  us  to 
join  and  support  SCALPEL  and 
AMPAC. 

YOUR  POLITICAL  ACTION 
COMMITTEE  NEEDS  THE  SUPPORT 
OF  EVERY  SCMA  MEMBER 
(Remit  $20.00  with  your  1968  SCMA  dues) 
Register  and  Vote  Register  and  Vote 


WASHINGTON 

April  1,  the  premium  will  be  increased  to 
$8,  with  the  government  paying  $4  and  the 
participant  $4. 

According  to  HEW,  about  20  cents  of 
the  $1  increase  was  needed  to  cover  costs 
which  were  originally  underestimated. 
Another  25  cents  would  cover  expected 
increase  of  use  under  the  program.  An  an- 
ticipated 5 per  cent  increase  in  physi- 
cians’ fees  would  account  for  another  25 
cents,  HEW  said. 

The  social  security  taxable  base  also 
was  increased,  effective  January  1,  from 
$6,600  to  $7,800.  The  tax  rate  for  this 
year  will  remain  the  same  as  under  the 
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old  law,  4.4  per  cent  on  both  the  employee 
and  employer  and  6.4  per  cent  on  self  em- 
ployed. Tax  rate  increases  are  set  for  sub- 
sequent years  through  1987. 

Changes  in  Medicare  and  Medicaid  in- 
clude : 

Medicare 

— Payment  of  physician  fees  is  author- 
ized either  to  the  patient  on  the  basis  of 
an  itemized  bill,  either  unpaid  or  receipted 
as  paid,  or  to  the  physician  under  the  as- 
signment method. 

— Payment  is  authorized  for  full  reason- 
able charges  for  radiological  or  services 
furnished  by  physicians  to  hospital  in- 
patients. 

— Hospital  outpatient  diagnostic  serv- 
ices are  transferred  from  the  hospital 
insurance  program  (Plan  A)  to  the  sup- 
plementary medical  insurance  program 
(Plan  B).  The  change  was  designed  to 
simplify  the  procedure  for  paying  bene- 
fits for  hospital  outpatients. 

— The  requirement  of  physician  certi- 
fication of  the  medical  necessity  for  ad- 
mission to  general  hospitals  and  for  hos- 
pital outpatient  services  was  eliminated. 

— Medicare  beneficiaries  are  given  a 
lifetime  reserve  of  60  additional  days  of 
hospital  care  after  the  90  days  covered  in 
a spell  of  illness.  The  beneficiary  must 
pay  the  first  $20  per  day  for  the  additional 
hospitalization. 

— The  Secretary  of  HEW  was  directed 
to  study  and  report  to  Congress  by  Jan- 
uary 1,  1969,  the  effects  of  covering  drugs 
under  Medicare  and  of  establishing  quali- 
ty and  cost  standards  for  drugs  provided 
under  social  security  health  programs. 

— Services  of  podiatrists  are  authorized 
under  Medicare  to  the  extent  that  a 
state’s  law  permits,  but  routine  foot  care 
is  not  covered. 

— Outpatient  services  furnished  by  phy- 
sical therapists  are  authorized  within  cer- 
tain limitations. 

— The  Secretary  of  HEW  was  directed 
to  study  and  make  recommendations  of 
adding  services  of  chiropractic  and  opto- 
i metrists  to  Plan  B. 


— Payment  is  authorized  under  Plan  B 
for  diagnostic  x-rays  taken  in  a patient’s 
home  or  a nursing  home. 

Medicaid 

— States  are  limited  in  setting  eligibility 
income  levels  for  federal  matching  pur- 
poses. 

— States  are  given  until  January  1. 
1970,  to  buy-in  Medicare  Plan  B insurance 
for  aged  medicaid  beneficiaries. 

—States  are  authorized  to  make  direct 
payments  to  Medicaid  beneficiaries  for 
physicians’  and  dentists’  services  if  the 
beneficiary  is  not  receiving  cash  assistance. 

— States  are  permitted  to  select  either 
the  five  basic  health  services,  or  seven  out 
of  the  14  authorized,  for  the  medically  in- 
digent. The  basic  five  must  be  provided 
for  those  receiving  welfare  cash  benefits. 
The  basic  five  are : inpatient  hospital  serv- 
ices, outpatient  hospital  services,  other- 
laboratory  and  x-ray  services,  skilled  nur- 
sing home  services  and  physicians’  serv- 
ices. 

— States  must  license  administrators  of 
nursing  homes  and  set  minimum  nursing 
home  standards  if  these  institutions  are 
to  be  eligible  to  participate  in  the  Medi- 
caid program. 

— States  must  establish  methods  and 
procedures  to  safeguard  against  unneces- 
sary utilization  of  health  care  services  and 
to  assure  that  payments  for  such  services 
and  drugs  do  not  exceed  reasonable 
charges. 

Under  the  program  for  Aid  to  Families 
with  Dependent  Children  (AFDC),  states 
now  must  offer  birth  control  services  to 
appropriate  beneficiaries  with  acceptance 
on  a voluntary  basis.  Authorizations  for 
federal  financial  aid  for  maternal  and 
child  health  programs  are  increased.  Serv- 
ices of  optometrists  are  added  to  child 
health  programs. 

5jC 

Dr.  James  L.  Goddard,  commissioner  of 
the  Food  and  Drug  Administration,  esti- 
mated that  about  300  drugs,  marketed  un- 
der 1,600  brand  names,  will  be  forced  off 
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the  market  because  of  ineffectiveness  for 
treatment  of  medical  conditions. 

An  evaluation  of  some  3,000  drugs 
placed  on  the  market  from  1938  to  1962 
was  started  in  June,  1966.  It  is  being  con- 
ducted by  29  panels  of  200  medical  and 
pharmaceutical  specialists  under  the  di- 
rection of  the  National  Academy  of  Sci- 
ences-National  Research  Council.  With  the 
first  panel  reporting  in  January,  the  last 
report  is  due  in  mid-1969. 

The  FDA  assigned  the  evaluation  to  the 
academy  following  passage  of  the  Kefau- 
ver  Drug  Law  in  1962.  The  law’s  main 
thrust  was  to  give  FDA  power  to  pass  on 
the  efficacy  as  well  as  the  safety  of  drugs 
marketed  after  1962,  but  a provision 
authorized  the  government  to  review 
drugs  already  on  the  market. 

* * * 

The  federal  government  has  licensed  a 
live,  attenuated  mumps  virus  vaccine  es- 


pecially recommended  for  adolescent  and 
male  adults  who  can  become  sterile  from 
the  relatively  innocuous  childhood  dis- 
ease. 

The  vaccine,  developed  over  a five-year 
period  by  the  Merck,  Sharp  and  Dohme 
Research  Laboratories,  was  not  recom- 
mended for  routine  use  in  infants  and 
young  children  pending  development  of 
more  information  in  the  duration  of  the 
immunity  it  provides. 

Dr.  William  H.  Stewart,  U.  S.  Surgeon 
General,  said  excellent  protection  against 
naturally  occurring  mumps  has  been  ob- 
served for  the  first  year  after  the  single- 
infection live  vacine. 

“But  limited  data  on  natural  exposure 
during  the  second  year  indicate  continuing 
protection  although  additional  observation 
will  be  required  to  determine  the  duration 
of  immunity  protection,”  he  said. 


Annual  Meeting 

South  Carolina  County  Medical  Society  Officials 
and  Other  Interested  Physicians 
Wade  Hampton  Hotel.  Columbia,  S.  C. 

Sunday,  February  18,  1967 

Tentative  Program  Includes  Discussions 
On  Administration  of  Title  XIX;  the  Heart,  Stroke 
and  Cancer  Program;  Health  Insurance  (H.E.W.)  and  other 
Federal  Programs. 

Meeting  Sponsored  by  the  Public  Relations  Committee 
of  the  South  Carolina  Medical  Association 

Luncheon  as  guests  of  the  Association 

Please  notify  Mr.  M.  L.  Meadors,  301  North  Coit  St.,  Florence,  S.  S.  29501 
if  you  plan  to  attend. 
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WEIGHT  REDUCTION  CLINICS 


In  late  December,  there  was  published 
in  various  newspapers  an  AP  dispatch 
which  read  in  part  as  follows  : 

A senate  investigation  was  announced 
Tuesday  into  the  diet  pill  industry  when 
Senator  Phillip  A.  Hart  said  “a  pa- 
tient’s health  and  purse  can  often  be 
reduced  as  rapidly  as  his  weight  (by 
use  of  these  pills)”. 

Senator  Hart  . . . was  reported  to 
have  said  that  a six  months  staff  in- 
quiry has  turned  up  strong  indications 
that: 

“Drug  suppliers  specializing  in  diet 
pills  recruit  doctors  into  the  weight-re- 
ducing field  as  an  implement  manufac- 
turer might  seek  dealers,  sometimes 
promising  physicians  yearly  incomes 
of  $100,000  to  $300,000. 

Mass  production  handling  of  patients 
by  many  obesity  specialists  precludes 
the  kind  of  careful  medical  attention 
essential  to  safe  use  of  diet  drugs”. 

In  a letter  to  the  writer,  dated  Novem- 
ber 2,  Mr.  Oliver  Field,  of  the  Department 
of  Investigation  of  AMA  stated  in  reply 
to  an  inquiry  by  me: 

The  AMA  House  of  Delegates,  at  its 
meeting  last  June,  adopted  a resolution 
on  the  so-called  weight  reducing  spe- 
cialists. (This  resolution  will  be  re- 
ferred to  later.)  The  utilization  of  dan- 
gerous drugs  such  as  thyroid,  digitalis, 
thiazine  diuretics,  amphetamine,  and 
barbiturates  apparently  causes  harm  to 
certain  patients  . 

It  is  quite  evident  that  the  matter  of 
weight  reduction  practices  was  fully  dis- 
cussed at  the  June  meeting  of  AMA.  A 
resolution  (Resolution  No.  68)  was  of- 
fered. It  was  not  adopted,  but  a substitute 
resolution  was  passed.  The  substitute 
resolution  was  titled,  “Statement  of  Policy 
Regarding  Weight  Reduction  Practices”, 
and  it  was  ordered  “disseminated  through 


J.  DECHERD  GUESS,  M.D. 

Greenville,  South  Carolina 

the  various  media”.  The  statement  read 
in  part: 

There  is  no  ethical  or  legal  ruling 
which  would  prevent  a physician  from 
limiting  his  practice  to  the  treatment 
of  obesity,  but  this  is  not  a recognized 
speciality.  Since  obesity  may  be  only 
a sign,  many  disciplines  of  medicine 
may  be  involved  in  proper  treatment. 

Any  physician  particularly  concerned 
with  the  treatment  of  obesity  should 
recognize  that  his  practice  and  the  care 
of  patients  should  follow  all  profes- 
sional and  ethical  rules  governing  the 
practice  of  medicine. 

A physician  should  not  advertise  his 
services;  he  should  not  exploit  the  pa- 
tient in  any  way.  The  use  of  drugs  must 
be  carefully  controlled  by  the  physician. 

The  treatment  of  obesity  cannot  be 
isolated  from  concern  for  co-existing 
diseases  such  as  diabetes  and  heart  dis- 
ease, and  requires  very  definite  diag- 
nostic skills  and  close  supervision  of  the 
patient.  It  is  vitally  important  that  phy- 
sicians working  in  this  area  have  a 
thorough  knowledge  of  all  aspects  of 
internal  medicine.  The  methods  which 
a physician  uses  in  this  area  should 
be  based  on  all  available  knowledge  of 
human  physiology  and  metabolism  and 
on  current  information  concerning  the 
patient’s  responses  to  weight  reduction. 
There  are  health  hazards  in  weight  re- 
duction and  these  should  be  thoroughly 
understood  and  appreciated. 

Thus  spoke  the  House  of  Delegates  of 
AMA. 

The  writer  is  not  familiar  with  what 
gave  rise  to  the  discussion  of  weight  re- 
ducing clinics,  nor  what  was  the  intent 
of  Resolution  68,  which  was  put  aside  by 
the  substitute  resolution,  nor  why  it  was 
put  aside,  presumably  by  a reference  com- 
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mittee.  Nor  does  he  know  the  temper  of 
the  discussion  which  ensued. 

However,  it  would  appear  that  the  en- 
tire question  was  a hot  potato,  too  hot 
to  handle  except  in  most  general  terms, 
with  a resultant  stated  policy,  which 
would  require  that  the  physician  under- 
taking to  treat  obesity  as  a specialty  must 
possess  broad  scientific  training  and  ex- 
perience to  a degree  possessed  by  few,  if 
any  physicians.  What  was  the  House,  or 
the  reference  committee  or  perhaps  the 
judicial  council  afraid  of? 

In  the  JAMA  of  September  11,  1967, 
there  was  published  a letter  to  the  Editor, 
written  by  Dr.  R.  C.  Henry  of  Portland, 
Oregon.  Dr.  Henry  is  Chief  Medical  In- 
vestigator of  the  State  Board  of  Health. 
It  was  published  under  the  headline 
Weight  Reduction  Pills.  Dr.  Henry  wrote 
in  part: 

The  hazards  inherent  in  the  use  of 
certain  popular  multicolored  weight 
reduction  pills  which  are  being  distri- 
buted in  this  area  should  be  brought 
to  the  attention  of  the  medical  profes- 
sion. 

At  least  six  deaths,  apparently  re- 
lated to  these  pills,  have  been  studied 
in  this  office  in  the  past  two  years. 
The  doctor  then  reports  in  detail  two 
non-fatal  cases : 

(1)  A woman,  38  years  of  age,  was 
sent  to  hospital  with  a tentative  diagnosis 
of  acute,  ascending  Landry’s  type  paraly- 
sis. She  had  been  taking  the  rainbow 
colored  pills  for  relief  of  obesity.  Blood 
chemistry  studies  revealed  profound  hy- 
pokalemia. Administration  of  potassium 
produced  dramatic  recovery. 

(2)  A 35  year  old  woman  who  had  been 
taking  a series  of  colored  weight  reduc- 
tion pills  for  two  months  complained  of 
nervousness,  dyspnea,  and  palpitation. 
Her  heart  rate  was  found  to  be  120  beats 
per  minute.  The  ECG  showed  numerous 
ventricular  premature  beats  with  runs  of 
ventricular  tachycardia  and  digitalis  ef- 
fect. 

Profiting  by  the  experience  of  the  first 


case,  medication  was  discontinued,  and  all 
symptoms  disappeared. 

The  letter  continued : 

These  colored  pills  are  known  to  con- 
tain, either  singly  or  in  combination, 
the  following  drugs:  digitalis,  thyroid, 
a thiazene  diuretic,  a laxative,  barbi- 
turates, and  amphetamine.  The  thiazene 
and  laxative  can  promote  potassium 
loss.  The  amphetamine  anoxia  can  re- 
duce potassium  intake,  and  the  result- 
ing hypokalemia  can  sensitize  the  myo- 
cardium to  digitalis  and  produce  pre- 
mature beats,  ventricular  tachycardia 
and  fibrillation  and  death.  . . . 


In  the  deaths  investigated  by  this  of- 
fice, autopsy  and  toxicological  findings 
have  been  completely  normal.  . . . 


Reliable  postmortem  blood  samples 
for  study  would  be  almost  unobtainable 
due  to  very  early  . . . hemolysis  . . . 
with  consequent  release  of  potassium. 


In  a personal  letter  to  the  writer,  Dr. 
Henry  made  the  following  comments : 

The  companies  manufacturing  and 
distributing  these  pills  hold  “seminars” 
for  the  education  of  prospective  doctor 
“customers”.  At  these  seminars  they 
are  instructed  in  the  theory  and  prac- 
tice of  weight  reduction  operation. 

As  I understand  it,  these  pills  are 
provided  by  various  manufactures 
either  prepackaged  ...  or  in  a bulk 
container.  . . . 

The  physicians  involved,  who  in  the 
state  are  principally  osteopaths,  are 
under  some  scrutiny  by  the  State  Board 
of  Medical  Examiners. 

The  attitude  of  the  medical  profes- 
sion in  this  area  is  rather  one  of  dis- 
approval of  this  kind  of  management 
of  obesity  and  a great  deal  of  relief 
that  the  matter  has  been  brought  out 
in  the  open  and  aired  for  the  benefit  of 
the  public. 

The  writer  has  been  able  to  learn  that 
there  are  now  operating  in  South  Carolina 
five  of  these  clinics.  If  Senator  Hart’s 
statement  is  correct,  namely,  that  inter- 
ested physicians  are  being  invited  by  the 
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manufactures  of  the  rainbow  pills  to  at- 
tend instructional  seminars  and  are  being 
promised  annual  incomes  of  from  $100,000 
to  $300,000  from  the  operation  of  obesity 
or  weight  reducing  clinics  there  is  little 
doubt  that  there  will  soon  be  other  clinics 
in  operation. 

So  far  as  the  writer  knows  there  has 
been  no  overt  advertising  by  the  clinics 
in  operation  in  South  Carolina.  The 
method  of  drawing  patients  is  more  sub- 
tle. It  is  the  relation  of  the  doctor’s  per- 
sonal experience,  the  word  of  mouth  tes- 
timonials of  the  patients  to  their  friends, 
and  the  stimulation  of  an  enthusiastic 
expectation  of  unwarranted  results.  One 
clinic  not  long  in  operation  is  reported  to 
have  already  registered  more  than  500 
patients. 

So  far  as  he  has  learned,  there  have 
been  no  suspicious  deaths,  and  no  recog- 
nized serious  complications. 

The  method  involves  the  use  of  power- 
ful drugs  in  dangerous  amounts.  It  in- 
volves the  use  of  habit-forming  drugs.  It 
is  contrary  to  all  previously  held  concepts 
regarding  the  rational  treatment  of 


obesity.  Its  seeming  success  depends  upon 
increasing  catabolism  by  drug  action  and 
by  increased  bowel  elimination,  along 
with  a drug-induced  anoxia.  It  makes  no 
attempt  to  develop  changes  in  dietary 
habits  and  it  does  not  encourage  increased 
exercise. 

It  is  hardly  to  be  expected  that  the 
weight  reduction  achieved  will  be  main- 
tained after  the  treatment  is  discontinued. 
Hence,  it  will  have  to  be  either  continued 
indefinitely  or  frequently  repeated  to  sus- 
tain the  promises  made  or  implied. 

The  regimen  seems  to  be  a wholly  com- 
mercial one,  operated  as  such  by  the  manu- 
facturer and  by  the  participating  physi- 
cians, physicians  who  lack  adequate  train- 
ing, and  the  necessary  abilities  to  recog- 
nize or  to  treat  complications  which  may 
arise  or  to  skillfully  and  carefully  select 
patients  who  may  undergo  the  therapeutic 
regimen  with  relative  safety. 

Therefore,  it  seems  reasonable  to  as- 
sume that  the  weight  reduction  clinics  are 
potentially  hazardous  to  the  public  health 
and  that  the  public  should  be  warned  of 
the  dangers  of  the  treatment  they  employ. 


The  Effect  of  Adrenergic  Blocking  Agents  on 
Plasma  Insulin  and  Blood  Glucose  During  Urethan 
or  Epinephrine  Induced  Hyperglycemia — Prakash 
C.  Kansal  and  Maria  G.  Buse  (Charleston)  'Meta- 
bolism 16:548-556,  June,  1967) 

Blood  glucose  and  immunoreactive  plasma  in- 
sulin levels  were  measured  in  rats  during  hyper- 
glycemia induced  by  urethan  or  epinephrine.  The 
effect  of  adrenergic  blocking  agents  was  studied. 
Urethan  induced  hyperglycemia  was  prevented  by 
acute  bilateral  adrenalectomy.  The  hyperglycemic 
effect  of  urethan  was  blocked  significantly  by 
phentolamine,  N-isopropyl-methoxamine  and  Dich- 
loro-isoproterenol,  and  that  of  epinephrine  by  phen- 
tolamine and  N-isopropyl-methoxamine.  There  was 
no  rise  in  plasma  insulin  levels  in  response  to  ure- 


than or  epinephrine  induced  hyperglycemia.  The 
inhibition  of  insulin  release  in  response  to  hyper- 
glycemia  was  significantly  reversed  both  in  urethan 
and  epinephrine  treated  rats,  by  phentolamine  only 
(an  alpha-adrenergic  blocking  agent).  It  is  suggested 
that  urethan  induced  hyperglycemia  is  induced  by 
epinephrine.  Endogenous  epinephrine,  as  well  as 
exogenous  epinephrine,  inhibits  the  insulin  secretory 
response  to  hyperglycemia  by  stimulation  of  alpha- 
receptors.  The  inhibition  of  insulin  release  in  re- 
sponse to  hyperglycemia  is  not  the  major  cause 
of  the  hyperglycemia  induced  by  urethan  or  epine- 
phrine since  some  adrenergic  blocking  agents  can 
inhibit  the  hyperglycemia  without  increasing  plasma 
insulin  levels. 
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GRADUATE  EDUCATION  — 19<>7 


Graduate  Education  is  becoming  an  in- 
creasingly important  function  of  the  com- 
munity hospital. 

For  the  past  three  years,  the  Spartan- 
burg General  Hospital  has  operated  a pilot 
project  in  Graduate  Education  in  coopera- 
tion with  the  South  Carolina  Heart  Asso- 
ciation. 

Visiting  professors  from  several  medi- 
cal centers  have  been  brought  to  the  hos- 
pital to  make  rounds  with  the  house  staff 
and  to  lecture  to  the  visiting  staff. 

In  previous  articles  we  have  described 
the  initiation  of  the  project  and  reported 
the  names  of  the  visiting  professors,  to- 
gether with  their  topics  and  the  names 
of  the  pharmaceutical  firms  who  have 
sponsored  their  visits.1’2 

During  the  past  twelve  months  the  fol- 
lowing professors  have  lectured  to  the 
hospital  staff,  either  at  the  hospital  or  at 
the  County  Medical  Society: 

Dr.  Calhoun  Witham,  Professor  and 
Chairman,  Department  of  Medicine,  Uni- 
versity of  Georgia  Medical  College,  lec- 
tured on  “Cardiomyopathies” ; his  visit 
was  sponsored  by  Squibb  Laboratories. 

Dr.  Frank  Fetter,  Dean,  Medical  Col- 
lege of  South  Carolina,  talked  on  “Grad- 
uate Education” ; his  visit  was  sponsored 
by  Endo  Laboratories. 


Dr.  Pollitzer  is  in  charge  of  the  Electrocardiog- 
raphy Section  of  the  Spartanburg  General  Hospital 
and  is  a member  of  the  Heart  Clinic  of  the  Spartan- 
burg General  Hospital. 


RICHARD  SPROTT  POLLITZER,  M.D. 
Spartanburg,  S.  C. 

Mr.  Ray  Brown,  Professor  and  Director 
of  Graduate  Program  on  Hospital  Ad- 
ministration, Duke  University,  Durham, 
North  Carolina,  lectured  on  the  “Hospital 
of  the  Future” ; his  visit  was  sponsored  by 
Roche  Laboratories. 

Dr.  Peter  Gazes,  Associate  Professor 
of  Medicine,  Medical  College  of  South 
Carolina,  lectured  on  “Coronary  Care” ; 
his  visit  was  sponsored  by  Upjohn  Lab- 
oratories. 

Dr.  J.  D.  Martin,  Professor  of  Surgery, 
Emory  University  School  of  Medicine, 
Atlanta,  Georgia,  lectured  on  “Carcinoma 
of  the  Colon” ; his  visit  was  sponsored  by 
Schering  Laboratories. 

In  addition,  the  following  professors 
from  the  Medical  College  of  South  Caro- 
lina made  rounds  with  the  house  staff : 
Drs.  Thomas  Fitts,  Fletcher  Derrick,  Wil- 
liam Rambo,  Dallas  Dalton,  William  Lee, 
Curtis  Artz,  Gilbert  Bradham,  Peter 
Hairston,  and  Max  Rittenbury ; then- 
visits  were  sponsored  jointly  by  Lake- 
side Laboratories,  Eli  Lilly  and  Company, 
Geigy  Pharmaceuticals,  Ciba  Pharma- 
ceuticals, and  the  E.  R.  Squibb  and  Sons. 

The  hospital  has  just  secured  a Director 
of  Medical  Education,  and  it  is  felt  that 
the  program  will  go  forward  in  the  future 
to  even  greater  success. 
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DEATHS 


Dr.  Matthew  S.  Moore 

Dr.  Matthew  S.  Moore,  retired  Charles- 
ton physician,  died  December  27. 

He  was  born  May  26,  1886,  and  grad- 
uated from  the  Medical  College  of  South 
Carolina  in  1908.  Dr.  Moore  studied  neu- 
rology in  Philadelphia  and  then  returned 
to  Charleston  where  he  was  engaged  in 
the  general  practice  of  medicine  until  his 
retirement  several  years  ago.  He  had 
taught  at  the  Medical  College  of  South 
Carolina. 

Dr.  Moore  was  a member  of  the  Charles- 
ton County  Medical  Society,  the  Medical 
Society  of  South  Carolina,  the  South 
Carolina  Medical  Association  and  the 
American  Medical  Association.  For  many 
years  he  was  active  in  the  Medico-Chirur- 
gical  Club. 


Dr.  Robert  B.  McNulty  Jr. 

Dr.  Robert  B.  McNulty  Jr.  of  Columbia, 
head  physician  at  the  University  of  South 
Carolina  died  December  28.  He  was  57. 


Dr.  McNulty  was  also  physician  for  USC 
athletic  teams  for  a number  of  years. 

He  was  born  in  Columbia  June  25,  1910, 
and  attended  the  University  of  North 
Carolina  and  graduated  from  the  Univer- 
sity of  South  Carolina  in  1931.  He  was  a 
member  of  Chi  Phi  fraternity. 

He  graduated  from  the  Medical  College 
of  South  Carolina  in  Alpha  Kappa  frater- 
nity. 

After  interning  at  Garfield  Memorial 
Hospital  in  Washington,  D.  C.,  he  began 
practicing  in  Columbia  in  1936. 

He  was  a member  of  the  South  Carolina 
Medical  Association,  the  Columbia  Medi- 
cal Society  the  American  Medical  Associa- 
tion and  the  Medical  Club. 

He  was  formerly  chief  of  staff  at  the 
Providence  Hospital  and  a former  secre- 
tary of  the  Columbia  Medical  Society.  He 
was  a founding  member  of  Eastminster 
Presbyterian  Church. 


BOOKLET  AVAILABLE 

“Guides  to  the  Evaluation  of  Permanent 
Impairment”  developed  by  the  Committee 
on  Rating  of  Mental  and  Physician  Im- 
pairment of  the  AMA  is  available. 

A limited  number  of  copies  of  copies  of 
this  guide  may  be  obtained  without  charge 
upon  written  request  to  the  Committee  on 
Rating  of  Mental  and  Physical  Impair- 
ment, 535  North  Dearborn  Street,  Chicago, 
111.  60610. 


MEETINGS 

The  Atlanta  Graduate  Medical  Assem- 
bly has  announced  its  25th  Annual  Ses- 
sion, scheduled  for  April  15,  16,  17,  1968. 
The  session  is  sponsored  by  the  Fulton 
County  Medical  Society  and  will  be  held 
at  the  Marriott  Motor  Hotel  in  Atlanta. 

For  more  information  write:  Atlanta 
Graduate  Medical  Assembly,  875  West 
Peachtree  St.,  N.  E.,  Atlanta,  Ga.  30309. 

The  2nd  National  Congress  on  the  Socio- 
Economics  of  Health  Care  will  be  held 
March  22-23,  1968  at  the  Palmer  House, 
Chicago. 
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Diet-Rite  Cola . . . America's  Number  One  low-calorie  cola  . . . 
no  sugar  at  all . . . less  than  one  calorie  per  bottle . . . the 
one  with  the  wonderful  taste  of  cola...  pH  approximately 
2.6  to  2. 8...  same  general  range  acidity  as  other  cola 
beverages  plus  number  of  fruit  juices. 

You  will  like  Diet-Rite  Cola.  So  will  your  patients., 

Royal  Crown  Cola  Co.  columns.  Georg.a 

"DIET-RITE"  IS  A TRADEMARK  OF  ROYAL  CROWN  COLA  CO.  REG.  U.S.  PAT.  OFF.  © 1967  ROYAL  CROWN  COLA  CO. 


Book  Reviews 


SYNOPSIS  OF  GYNECOLOGY. 

D.  W.  Beacham  & W.  D. 
Beacham.  384  pages  with 
illustration.  $8.50.  The  C.  V. 
Mosby  Company,  St.  Louis, 
1967. 

This  small  popular  work  con- 
tinues to  fulfill  admirably  the 
original  authors-  intention  to 
supply  general  principles  and 
salient  features  of  the  spe- 
ciality to  those  expecting  to 
fodow  other  Branches  of  medicine.  The  subject 
matter  is  well  organized,  presented  in  a clear 
balanced  manner.  The  chapter  on  vulval  lesions 
is  well  done  in  contrast  to  some  of  the  current, 
tomes.  This  reflects  the  continuing  New  Orleans 
interest  in  such  lesions.  The  chapters  on  contracep- 
tion and  medico-legal  aspects  of  gynecology  are 
welcomed  additions  to  such  a volume.  The  binding, 
paper,  printing,  and  illustrations  are  quite  good. 
Objections  are  minor  and  do  not  detract  from  the 
overall  usefulness  of  the  book.  One  might  mention 
such  things  as  the  authors’  statement  that  estro- 
gens are  of  little  aid  in  most  patients  with  ovarian 
dysplasia.  This  reviewer  has  found  them  manda- 
tory for  coital  activity  in  some  of  those  patients 
who  have  married.  The  volume  is  recommended 
for  medical  students  but  not  for  those  physicians 
with  a more  special  interest  in  gynecology. 

H.  Oliver  Williamson,  M.D. 

THE  OFFICE  ASSISTANT  in  Medical  Practice.  By 
Portia  M.  Frederick  and  Mary  E.  Kinn,  C.P.S. 
Third  Edition;  illustrated.  W.  B.  Saunders  Com- 
pany, Philadelphia.  1967.  pp.  467  $7.50. 

These  co-authors  have  presented  in  this  book  461 
pages  of  authoritative  information  and  illustrations 
relating  to  the  duties,  ethics  and  techniques  in  the 
training  of  the  office  assistant  in  medical  practice. 
There  are  chapters  covering  bookkeeping  and 
diverse  secretarial  duties,  including  illustrated  sug- 
gestions for  billing,  office  corespondence  and  rec- 
ords, with  an  alphabetical  list  of  medical  abbrevia- 
tions and  symbols.  Office  behavior  and  medical  and 
legal  ethics  are  discussed  in  detail.  Techniques  for 
assisting  in  physical  and  laboratory  examinations, 
as  well  as  in  minor  office  surgery,  are  fully  ex- 
plained and  illustrated. 

This  is  a valuable  textbook  for  any  teaching  and 
training  program  for  medical  office  personnel  and 
provides  a useful  reference  book  for  the  experienced 
office  assistant. 

Virginia  Reynolds,  Medical  Assistant 

INSURANCE  FOR  THE  DOCTOR  by  Harvey  Samer 
and  Herbert  C.  Lassiter.  W.  B.  Saunders  Co.-, 
Philadelphia.  1967  pp.  193.  $9.00 


Most  doctors  are  quite  conscious  of  insurance 
needs.  Most  of  us  even  realize  the  need  for  constant 
revision.  What  was  adequate  fifteen  or  thirty  years 
ago  is  no  longer  even  realistic  in  today’s  world.  We 
need  help!  Here  it  is.  On  one  hundred  and  ninety 
three  pages,  all  the  various  forms  of  insurance 
coverage  necessary  for  the  doctor  are  reviewed 
comprehensively  but  simply  (no  incomprehensible 
statistical  tables,  etc.)  with  suggestions  in  each 
chapter  as  to  what  the  doctor  needs  at  different 
ages.  The  new  office  overhead  insurance  chapter  is 
particularly  interesting.  The  overlapping  of  dis- 
ability insurance  and  office  overhead  insurance  is 
discussed  clearly. 

The  tax  aspects  of  various  premiums  and  various 
insurance  payments  are  tabulated.  A chapter  on 
insurance  planning  is  particularly  good,  containing 
a form  for  the  reader  to  fill  out.  Insurance  forms 
and  claims  are  also  discussed  and  the  book  is 
altogether  a real  “must”  for  most  of  the  doctors 
practicing  today. 

John  van  de  Erve,  M.D. 


ROENTGENOLOGIC  DIAGNOSIS  by  J.  George 
Teplick,  M.D.,  Marvin  E.  Haskin,  M.D.,  F.A.C.P., 
and  Arnd  P.  Schimert,  M.D.,  2 volumes,  cloth, 
W.  B.  Saunders  Co.,  Philadelphia  and  London, 
1967.  Pp.  1198  with  2000  illustrations.  Price  $38.00. 
The  text  was  written  with  the  intention  of  pro- 
viding practicing  physicians,  medical  and  radiology 
residents  with  the  appearance,  incidence  and  spe- 
cificity of  the  radiographic  findings  of  almost  every 
disease,  whether  common  or  rare.  The  clinical, 
physiological  and  pathological  aspects  of  the 
disease  have  been  largely  omitted.  The  result  is 
essentially  an  atlas  of  radiographic  findings  but 
the  text,  although  brief,  is  crowded  with  informa- 
tion. The  various  causes  of  specific  roentgenologic 
findings  are  not  listed  in  differential  diagnosis  form 
as  would  be  the  case  in  a textbook  of  radiology 
and  one  would  therefore  not  consult  this  text  for  the 
differential  diagnosis  of  a miliary  pulmonary  in- 
filtrate. Sarcoidosis,  for  example,  is  given  a one 
page  text  in  which  the  following  is  touched  upon: 
the  20%  frequency  that  parenchyma]  lesions  are 
found  without  adenopathy,  the  patterns  of  pulmonary 
involvement,  the  10%  likelihood  of  irreversible  pul- 
monary fibrosis  and  the  significance  of  this  occur- 
rence, and  the  incidence,  type  and  sites  of  bone 
involvement.  Salivary  gland  findings  and  the  tech- 
nique necessary  to  prove  this  involvement  are  in- 
cluded. Following  are  twelve  illustrations  of  the 
findings  mentioned.  A section  is  given  to  the  tech- 
nique and  purpose  of  special  radiographic  pro- 
cedures. 

In  general,  the  material  is  up  to  date  and  the  il- 
lustrations are  excellent.  The  book  will  be  a liaison 
between  the  clinician  and  radiologist  in  that  the 
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clinician  will  be  better  able  to  weigh  the  reports 
of  the  radiologist  and  the  latter  will  receive  more 
sophisticated  and  specific  requisitions.  The  result 
will  be  better  medical  practice  by  both  parties. 
Therefore  these  volumes  are  highly  recommended. 

Frank  Gruber,  M.D. 

A HISTORY  OF  MEDICINE  IN  SOUTH  CAROLINA 

1825-1900.  Joseph  Ioor  Waring,  M.D.  Published  by 

The  South  Carolina  Medical  Association,  1987 

Columbia,  R.  L.  Bryan  Co.  1967.  $7.50. 

This  is  really  a second  volume  of  the  book,  A 
History  of  Medicine  in  South  Carolina,  1670-1825, 
written  by  Dr.  Waring  and  published  by  the  Asso- 
ciation in  1964. 

The  book  is  divided  into  three  parts,  with  a 
Foreword  by  the  author  and  a Preface  by  Dr.  Rich- 
ard H.  Shyrock,  of  the  American  Philosophical  So- 
ciety. 

The  first  part  is  a narrative  account  of  the  his- 
torical events,  medical  conditions,  and  the  accom- 
plishments of  medicine  and  developments  in  medi- 
cal education  during  the  period  treated.  Its  most 
interesting  chapters  describe  medical  conditions 
within  the  State  in  1895;  a vivid  description  of 
plantation  medicine;  and  a discussion  of  medical 
education  of  the  times.  Its  least  interesting  chapter 
deals,  in  perhaps  too  great  detail,  with  the  scourge 
of  epidemic  diseases  in  that  day  before  their  etiology 
was  understood  and  rational  treatments  devised. 
This  chapter,  although  necessary  in  delineating  the 
medical  history  of  the  period  and  although  very 
revealing  of  the  health  hazards  and  the  difficulties 
experienced  in  combating  them,  becomes  monot- 
onous and  boring.  It  does  reveal  graphically  the 
heroism  of  many  of  the  doctors  of  that  day. 

The  chapters  on  the  early  medical  colleges,  both 
chartered  and  private  preparatory  schools,  and  of 
the  state  of  medical  education  generally  are  an 
interesting  relief  from  the  dreary  story,  with  sta- 
tistical analysis  of  the  succession  of  epidemics  of 
that  period. 

Part  II  is  devoted  to  the  role  of  South  Carolina 
physicians  and  of  its  hospitals  in  caring  for  the 
soldiers  of  the  Confederacy. 

Part  II  is  the  longest  section  of  the  book'  and 
to  many  readers,  it  will,  perhaps,  be  the  most  in- 
teresting. It  describes  the  days  of  the  Reconstruc- 
tion and  the  role  of  the  physician  in  that  trying 
time.  It  tells  of  the  revival  of  the  South  Carolina 
Medical  Association,  the  establishment  of  district, 
or  county,  medical  societies,  the  growth  of  hos- 
pitals, the  establishment  of  the  State  Board  of 
Health,  and  closes  with  more  or  less  brief  biog- 
raphies of  more  than  100  of  our  predecessors,  and 
the  ancestors  of  many  of  our  group,  who  still  bear 
the  family  name,  and  who  continue  to  be  prominent 
in  South  Carolina  medicine. 

There  are  32  interesting  illustrations,  including 
a portrait  of  Eli  Geddings,  M.D.,  the  first  graduate 


of  the  Medical  College  of  South  Carolina,  who  later 
was  active  in  medical  education,  who  possessed  one 
of  the  finest  medical  libraries  in  the  country,  and 
who  was  a prolific  writer  on  medical  topics. 

There  are  several  tables,  which  are  of  interest  to 
the  general  reader  and  of  value  to  the  historian. 
These  include  an  authenic  list  of  South  Carolina 
physicians  in  the  service  of  the  Confederacy,  and 
those  who  served  in  the  other  wars  fought  by  the 
United  States,  a list  of  the  graduates  of  the  Medi- 
cal College  of  South  Carolina,  1824-1833,  and  lists 
of  presidents  and  secretaries  of  the  South  Carolina 
Medical  Association  from  its  founding  in  1848-1900. 

The  book  is  written  in  an  easy  and  interesting  style 
and  is  a pleasing  example  of  fine  printing  and  book 
binding. 

J.  Decherd  Guess,  M.D. 

TREATMENT  OF  MENTAL  RETARDATION:  PART 
I and  PART  II.  Charles  M.  Poser,  M.D.,  Guest 
Editor.  Modern  Treatment,  Vol.  IV  Number  IV 
'.July,  1967)  and  Vol.  IV  Number  V (September, 
1967).  Hoeber  Medical  Division,  Harper  & Row, 
Publishers,  New  York.  Bimonthly  Publication, 
$16.00  per  year. 

This  two-part  article  on  the  various  aspects  of 
treatment  in  mental  retardation  should  be  of  in- 
terest to  both  the  generalist  and  the  specialist.  The 
several  sections  that  make  up  Part  I are  highly 
flavored  from  the  neurological  standpoint  and  also 
contain  a very  forthright  discussion  on  the  use  and 
limitations  of  psychological  evaluation.  The  section 
dealing  with  communicative  disorders  presents  a 
fundamental  comparison  of  the  major  stages  of 
normal  speech  development  with  speech  problems 
commonly  seen  in  the  mentally  retarded.  Part  I 
is  concluded  with  a good  basic  review  of  genetic 
investigation  and  counseling. 

Part  II  is  given  over  entirely  to  an  orderly  and 
easily  readable  discussion  of  the  prime  character- 
istics and  treatment  of  metabolic  and  endocrine 
causes  of  mental  subnormality.  This  section  contains 
several  excellent  tables  which  the  reader  should  find 
most  helpful  as  reference  regarding  the  clinical 
features  and  differential  diagnosis  in  this  highly 
complex  group  of  medicine  and  endocrine  dis- 
orders. 

J.  W.  Blanton,  Jr.,  M.D. 

PATIENTS,  DOCTORS  AND  FAMILIES.  Faye  C. 
Lewis,  M.D.  Doubleday  & Co.,  New  York,  pp.  240. 
$4.95. 

This  is  basically  a recounting  of  the  many  and 
varied  experiences  in  the  life  of  a general  practi- 
tioner—in  this  case,  a woman.  In  a sympathetic 
and  understanding  way,  it  touches  on  a wide  variety 
of  real  and  imagined  troubles,  which  give  the  author 
an  opportunity  for  philosophical  comment.  It  is 
smooth  and  interesting  reading,  suited  rather  to  the 
public  than  to  the  profession. 

J.  I W 
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New  Pharmaceutical  Specialties 

by  Paul  De  Haen 


For  detailed  information  regarding  indications, 
dosage,  contraindications  and  adverse  reactions, 
refer  to  the  manufacturer’s  package  insert  or  bro- 
chure. 

Single  Chemicals — Drugs  not  previously  known, 
including  new  salts. 

Duplicate  Single  Products — Drugs  marketed  by 
more  than  one  manufacturer. 

Combination  Products — Drugs  consisting  of  two 
or  more  active  ingredients. 

New  Dosage  Forms — Of  a previously  introduced 
product. 

NEW  SINGLE  CHEMICALS 

PONSTEL 

Analgesic,  Non-narcotic.  Rx 
Manufacturer:  Parke,  Davis  & Co. 

Nonproprietary  Name:  Mefenamic  acid 
Indications:  Short-term  use  in  relief  of  pain  in 
conditions  ordinarily  not  requiring  the  use  of  narco- 
tics. 

Contraindications:  Intestinal  ulceration,  women  of 
childbearing  age,  children  under  14  yrs. 

Dosage:  500  mg  initially,  then  250  mg  q6h,  prn, 
for  no  longer  than  one  week. 

Supplied:  Kapseals — 250  mg,  bottles  of  100. 

TALWIN 

Analgesic,  Non-narcotic.  Rx 
Manufacturer:  Winthrop  Laboratories 
Nonproprietary  Name:  Pentazocine  lactate 
Indications:  Relief  of  pain  associated  with:  minor 
or  major  surgery,  trauma,  orthopedic  conditions, 
dental  procedures,  active  labor,  urologic  conditions 
or  procedures,  acute  and  chronic  medical  disorders. 
As  preoperative  or  preanesthetic  medication,  as  a 
supplement  to  surgical  anesthesia. 

Contraindications:  Increased  intracranial  pres- 

sure, head  injury,  or  pathologic  brain  conditions 
in  which  clouding  of  sensorium  is  undesirable.  Not 
for  children  under  12  yrs. 

Dosage:  Pts.  in  labor:  30  mg  i.m.,  or  20  mg  i.v. 
two  or  three  times.  All  others:  30  mg  i.m.,  s.c.,  or 
i.v.,  repeated  every  3-4  hrs. 

Supplied:  Ampuls— 1 ml— 30  mg  base,  boxes  of 
10,  25,  and  100  Disposable  syringes— 1 ml— 30  mg 
base,  boxes  of  10  Vials— 10  ml— 30  mg  base/ml, 
boxes  of  1. 

VIBRAMYCIN  Hy elate 
Antibiotic— B & M spectrum.  Rx 
Manufacturer:  Pfizer  Laboratories 
Nonproprietary  Name:  Doxycycline  Hy  elate 
Indications:  Pneumonia;  respiratory,  genitouri- 
nary, soft  tissue,  ophthalmic,  and  gastrointestinal 
infections.  Other  infections  caused  by  susceptible 
strains  of  gram-positive  and  gram-negative  bacteria. 
Contraindications:  Hypersensitivity  to  doxycycline 
Dosage: 

Adults — initial:  200  mg  (100  mg  q.l2h.) 


maint.:  100  mg  (as  single  dose  or  50  mg  q,12h.) 
Children  under  100  lbs. — 2 mg/lb.  divided  into 
2 doses,  followed  by  1 mg/lb.  as  a single  dose, 
or  divided  into  2 doses. 

Supplied:  Capsules — 50  mg  base,  bottles  of  50. 
VIBRAMYCIN  Monohydrate 
Antibiotic — B & M spectrum.  Rx 
Manufacturer:  Pfizer  Laboratories 
Nonproprietary  Name:  Doxycycline  Monohydrate 
Indications:  Pneumonia;  respiratory,  genitour- 

inary, soft  tissue,  ophthalmic,  and  gastrointestinal 
infections.  Other  infections  caused  by  susceptible 
strains  of  gram-positive  and  gram-negative  bacteria. 
Contraindications:  Hypersensitivity  to  doxycycline. 
Dosage: 

Adults— initial:  200  mg  < 100  mg  q,12h.  > 
maint.:  100  mg  (as  single  dose  or  50  mg  q.l2h.) 
Children  under  100  lbs.— 2 mg/lb.  divided  into 
2 doses,  followed  by  1 mg/lb.  as  a single  dose, 
or  divided  into  2 doses. 

Supplied:  Dry  powder  for  oral  suspension— 25  mg 
base/5  ml,  raspberry-flavored,  bottles  of  2 oz. 
DUPLICATE  SINGLE  PRODUCTS 
SOMBUCAPS 

Sedative  & Hypnotic— Barbiturate.  Rx 
Manufacturer:  Riker  Laboratories 
Nonproprietary  Name:  Hexobarbital 
Indications:  Insomnia,  interrupted  sleep,  pre- 

anesthesia, post-operative  sedation,  short-term  seda- 
tion for  diagnostic  and  minor  surgical  procedures. 

Contraindications:  Latent  or  manifest  porphyria 
or  a familial  history  of  intermittent  porphyria.  Im- 
paired hepatic  or  renal  function. 

Dosage:  1 to  2 caps,  every  2-3  hrs.,  as  necessary. 
Supplied:  Capsules— 250  mg,  bottles  of  50 
COMBINATION  PRODUCTS 


Manufacturer 

ALLBEE-T 

: A.  H.  Robins  Co. 

Composition : 

Thiamine  mononitrate 

15  mg. 

Riboflavin 

10  mg. 

Pyridoxine  HCl 

10  mg. 

Calcium  pantothenate 

25  mg. 

Niacinamide 

100  mg. 

Ascorbic  acid 

500  mg. 

Cyanocobalamin 

5 meg. 

Desiccated  liver 

150  mg. 

Indications: 

Vitamin  deficiency 

states,  except 

pernicious  anemia. 

Contraindications:  None  mentioned. 

Dosage:  One  or  two  tablets  daily. 

Supplied:  Tablets— bottles  of  100  and  500. 

DRIXORAL 

Nasal  decongestant.  Rx 
Manufacturer:  Schering  Corp. 

Composition:  Dexbrompheniramine  maleate  6 mg. 

d-Isoephedrine  sulfate  120  mg. 

Indications:  Upper  respiratory  mucosal  congestion 
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in  seasonal  and  perennial  nasal  allergies,  acute 
rhinitis  and  rhinosinusitis,  acute  and  subacute  sin- 
usitis, eustachian  tube  blockage,  and  secretory  otitis 
media. 

Contraindications:  Children  under  12  yrs.  of  age. 
pregnancy. 

Dosage:  One  tablet  in  the  morning  and  one  at  bed- 
time. Exceptional  cases  may  require  one  tablet  q.8h. 

Supplied:  Tablets,  sustained-release.  Bottles  of  50. 

NORLESTRIN— 1 mg. 

Progesterone/Estrogen  Comb.  Rx 

Manufacturer:  Parke,  Davis  & Co. 

Composition:  Norethindrone  acetate  1 mg. 

Ethinyl  estradiol  0.05  mg. 

Indications:  Control  of  conception 

Contraindications:  Thrombophlebitis  or  history  of 
thrombophlebitis  or  pulmonary  embolism,  liver  dys- 
function or  disease,  known  or  suspected  carcinoma 
of  the  breast  or  genital  organs,  undiagnosed  vaginal 
bleeding. 

Dosage:  1 tablet  daily,  for  20  days  beginning  on 
the  5th  day  of  each  cycle. 

Supplied:  Tablets — bottles  of  100,  packages  con- 
taining 5 folders  of  20  tablets  each. 

NEW  DOSAGE  FORMS 

CARDILATE 

Vasodilators-Coronary.  Rx 

Manufacturer:  Burroughs  Wellcome  & Co. 

Nonproprietary  Name:  Erythrityl  tetranitrate 

Indications:  Phophylaxis  and  long-term  manage- 
ment of  patients  with  frequent  or  recurrent  anginal 
pain  and  reduced  excercise  tolerance. 

Contraindications:  None  mentioned. 

Dosage:  1 tab.  tid,  additional  doses  may  be  taken 
prior  to  anticipated  stress,  and  at  bedtime  if  neces- 
sary. 

Supplied:  Chewable  tablets— 10  mg,  bottles  of  100. 

ROBINUL  Injectable 

Antispasmodic.  Rx 

Manufacturer:  A.  H.  Robins  Co. 

Nonproprietary  Name:  Glycopyrrolate 

Indications:  Gastrointestinal  disorders  that  will 
benefit  from  parenteral  anticholinergic  therapy,  in 
cases  when  oral  medication  is  not  tolerated,  or  a 
rapid  effect  is  desired. 

Contraindications:  Glaucoma,  organic  cardiospasm, 
achalasia  of  the  esophagus,  pyloric  obstruction  or 
stenosis  with  significant  acid  retention,  obstructive 


or  stenosing  disease  of  the  gastrointestinal  tract, 
urinary  bladder  neck  obstruction  and  prostatic  hyper- 
trophy. 

Dosage:  0.1  mg  i.m.,  at  four  hour  intervals,  3 or 
4 times  daily. 

Supplied:  Ampuls— 1 ml  (0.2  mg.) 

Multiple  dose  vials— 5 ml  (0.2  mg/ml. ) 

TARACTAN  CONCENTRATE 

Ataraxic.  Rx 

Manufacturer:  Roche  Laboratories 

Nonproprietary  Name:  Chlorprothixene 

Indications:  Psychiatric  disorders  requiring  a 

higher  dosage. 

Contraindications:  Circulatory  collapse,  comatose 
states  due  to  central  depressant  drugs,  known  sen- 
sitivity to  the  drug. 

Dosage:  Must  be  individually  adjusted.  Severe 
conditions  usually  require  25  to  50  mg  three  or  four 
times  daily  (up  to  600  mg.) 

Supplied:  Liquid— 100  mg/5  ml,  bottles  of  16  oz. 


HAPPINESS 

ISA 

SAFE  HOME 

(Join  the  Easter  Seal 

Home  Safety  Crusade) 


74 


The  Journal  of  the  South  Carolina  Medical  Association 


.:t’s  be  specific  about  Campbell’s  Soups... 


and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


new, 

- evidence 

forTAOt„cd%cin) 


a 

macrolide 

antibiotic  for  the 
frequently  seen 
respiratory  infection 
in  the  office 
and 

for  a problem  pathogen* 
in  the  hospital. 

"Staphylococcus  aureus 


study  I Results  of  a 1967  in  vitro— in  vivo 

correlation  study  involving  116  patients  with  Gram-posi- 
tive coccal  infections  in  five  institutions.  All  patients 
were  given  TAO  prior  to  determining  the  susceptibility 
of  the  offending  organism. 

97.0% 

of  the 

organisms  were 
susceptible 
o oleandomycin* 

98.0% 

of  the 
patients 

responded 
favorably 
to  TAO  (triacetyloleandomycin) 


study  II 


|l  some  cases  more  than  one  pathogenic  organism  was 
i lated  from  the  patient. 


Effect  of  oral  therapy  with 
TAO,  erythromycin,  and  cloxacillin  on  the  survival  time 
of  Rhesus  monkeys  after  intravenous  inoculations  of  le- 
thal doses  of  staphylococci,  phage  type  80/81. 

(8  monkeys  in  each  group) 

conclusion: 

*Under  the  conditions  of  this  study  and  the  doses  employed, 
it  was  found  that  , 

rp*  (triacetyl- 
1AU  oleandomycin) 

was  far  superior  to  erythro- 
mycin, as  was  cloxacillin,  a 
bactericidal  agent,  and  of  par- 
ticular interest,". ..bacterio- 
static triacetyloleandomycin 
was  as  effective  or  perhaps 
superior  to  cloxacillin  in 
preventing  lethal  (staphylo- 
coccal, phage  type  80/81) 
infection.” 


It  should  be  pointed  out  that  results  obtained  in  an  exper- 
imental study  of  this  nature  may  not  necessarily  be  di- 
rectly extrapolated  to  the  clinical  situation  as  it  pertains 

1/ Rx  Information  toman 

IN  CATIONS:  Include  streptococci,  staphylococci,  pneumococci  and  gonococci.  Recommended  for  acute,  severe  infections 
sensitivity  test|r|g  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents. 
C TRAINDICATIONS  AND  PRECAUTIONS:  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
w h may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatoxicity  of  this  drug  when  therapy 
Delind  ten  days  proves  necessary,  other  less  toxic  agents  should  be  used.  If  clinical  judgement  dictates  continuation  of 
i apy  tor  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the 
fir  evidence  of  any  form  of  liver  abnormality.  When  treating  gonorrhea  in  which  lesions  of  primary  or  secondary  syphilis 
fsuspected,  proper  diagnostic  procedures,  including  darkfield  examinations,  should  be  followed.  In  other  cases  in  which 
So  omitant  syphilis  is  suspected,  monthly  serological  tests  should  be  made  for  at  least  four  months.  Contraindicated  in 
prcxisting  liver  disease  or  dysfunction,  and  in  individuals  hypersensitive  to  the  drug.  Although  reactions  of  an  allergic 
!.  e are  1 , re^uent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions  When  used  in 
>ir itococcal  infections,  therapy  should  be  continued  for  ten  days  to  prevent  the  development  of  rheumatic  fever  or 
5 lerulonephritis.  The  use  of  antibiotics  may  occasionally  permit  overgrowth  of  nonsusceptible  organisms  A resistant 
nation  or  superinfection  requires  re-evaluation  of  the  patient’s  therapy.  In  the  event  such  occurs  with  this  drug  the 
^cation  should  be  discontinued,  and  specific  antibacterial  and  supportive  therapy  instituted, 
fi  ences:  1.  Isenberg,  H.  D.:  Clinical  Evaluation  of  Laboratory  Guidance  to 
!"l'?!ic.Therapy;  Health  Laboratory  Science  (July)  1967.  2.  Saslaw,  S„  Car- 


isl  H.  N.:  Studies  on  Therapy  of  Staphylococcal  Infections  in  Monkeys. 

mparison  of  Cloxacillin,  Triacetyloleandomycin  and  Erythromycin.  Proc. 
ocExp.  Biol.  & Med.:  Vol.  125,  No.  4 (Aug.-Sept.)  1967. 


J.  B.  ROERIG  DIVISION 
CHAS.  PFIZER  & CO.,  INC. 
235  EAST  42nd  STREET 
NEW  YORK.  N.  Y.  10017 


LOMOTIL 

TABLETS/ LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
atropine  sulfate  0.025  mg. 


■alts  Diarrhea  Promptly 

in  children  with  . . . Gastroenteritis  ■ Spastic  bowel 
Influenza-like  infections  "Antibiotic-induced  diarrhea 


iflnotil  helps  get  children  with  diarrhea  off  toast  and  tea  and  back  to  normal 
Its  and  normal  activity  with  gratifying  dispatch.  ■ Lomotil  lowers  intestinal 
itility  and  permits  absorption  of  excess  fluid.  This  usually  controls  diarrhea 
rmptly.  ■ Moreover,  lowered  intestinal  motility  achieved  with  Lomotil  often 
eeves  the  abdominal  cramps  and  discomfort  so  distressing  to  children. 


\rcautions:  Lomotil  is  a Federally  exempt 
a :otic  preparation  of  very  low  addictive 
Otntial.  Recommended  dosages  should 
ioibe  exceeded,  and  medication  should  be 
.ej  out  of  reach  of  children.  Should  acci- 
;eij:al  overdosage  occur  signs  may  include 
cvre  respiratory  depression,  flushing, 
Jthrgy  or  coma,  hypotonic  reflexes,  nys- 
Mnus,  pinpoint  pupils,  tachycardia; 
Orinuous  observation  is  recommended. 

otil  should  be  used  with  caution  in  pa- 
le1 s with  impaired  liver  function  or  those 
aktig  addicting  drugs  or  barbiturates. 


id 


orm 
?as 


Effects:  Side  effects  are  relatively  un- 
on  but  among  those  reported  are 
ointestinal  irritation,  sedation,  dizzi- 
es, cutaneous  manifestations,  rest- 
ps  aess,  insomnia,  numbness  of  the 
thimities,  headache,  blurring  of  vision, 
veing  of  the  gums,  euphoria,  depression 
ndgeneral  malaise. 


Dosage:  The  recommended  initial  daily  dos- 
ages, given  in  divided  doses  until  diarrhea 
is  controlled,  are : 

Children:  Total  Daily  Dosage 

3-6  mo.  . Mz  tsp.*  t.i.d.  (3  mg.)  j|  j jj 
6-12  mo.  .%  tsp.  q.i.d.  (4  mg.)  jj  jj  jj  | 

1- 2  yr.  . . .%  tsp.  5 times  daily  (5  mg.)  | | | | | 

2- 5  yr.  . . .1  tsp.  t.i.d.  (6  mg.)  | | | 

5-8  yr.  . . .1  tsp.  q.i.d.  (8  mg.)  | | \ f 

8-12  yr.  . .1  tsp.  5 times  daily  (10  mg.)  | | | | | 

Adults: . . 2 tsp.  5 times  daily  (20  mg.)  | 
or  2 tablets  q.i.d. 
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*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth 
the  initial  daily  dosage. 


SEARLE 


Research  in  the 
Service  of  Medicine 


When  the  agitated 
businessman 
goes  to  work... 


Emotionally  upset,  he 
misses  half  of  what 
is  said  at  meetings. 


He  is  always  fearful 
about  his  standing 
with  the  boss. 


He  just  can’t  seem 
to  settle  down 
to  his  work. 


He  goes  home  at  night 
and  takes  it  out  on  — 
his  family. 


He  loses  his  temper 
with  colleagues  and 
subordinates. 


for  moderate  to  severe  anxiety 

Mellaril 

(thioridazine) 
25  mg.  t.i.d.  A 


SAN  DOZ 


When  the  agitated 
businessman  goes  to  work . . . 

Anxiety  that  seriously  interferes  with  the 
individual’s  performance  at  work,  at 
home,  or  in  the  community  may  be  re- 
garded as  moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  to  the 
treatment  of  moderate  to  severe  anxiety 
because  it 

• helps  control  the  most  frequent  symp- 
toms: marked  tension,  agitation,  appre- 
hension, restlessness,  hypermotility 

• often  alleviates  anxiety-induced  so- 
matic complaints 

• frequently  helps  strengthen  emotional 
resources 

• helps  the  patient  maintain  realistic 
contact  with  environment,  closer  har- 
mony with  family 

Thus,  when  you  consider  the  anxiety 
moderate  to  severe . . . consider  Mellaril. 

Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 
time.  May  potentiate  central  nervous 
system  depressants,  atropine,  and  phos- 
phorus insecticides.  Where  complete  men- 
tal alertness  is  required,  administer  the 
drug  cautiously  and  increase  dosage  grad- 
ually. In  addition,  orthostatic  hypotension 
(especially  in  female  patients)  has  been 
observed.  Epinephrine  should  be  avoided 
in  treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyralnidal  disorders  are  infre- 
quent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur;  noc- 
turnal confusion,  dryness  of  the  mouth, 
nasal  stuffiness,  headache,  peripheral 
edema,  lactation,  galactorrhea,  and  inhibi- 
tion of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  re- 
actions may  occur  but  are  extremely  rare. 

Before  prescribing , see  package  insert  for 
full  product  information. 

for  moderate  to  severe  anxiety 

Mellaril' 

(thioridazine) 

25  mg.  t.i.d. 


mu'diianfi 

-firr  A 

' • EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephcdrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  oj  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except— 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR— Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


SAN  DOZ 


A simplified  approach 
to  the  practica  management 
of  hypertension 


PAIUiYLIM 


DYSIKPIIHM- 


1*11)1  Mi 


i»\ih;ylim< 


IHSIUPmiM 


THIAZIDE 


PAlUJYLIMi 


METIIYCLOTIIIAZIDE 


iHETHYCLOTIIIAZIDE 


PAlUiYLIMi 


METHYCLOTHIAZIDE 


IHiSEKPIMMi 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  lov 
The  therapeutic  action  is  smooth,  and  persits  for  a full  24  hour 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosai 
without  skimping  your  patients  on  day-long  thiazide  effectivenej 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiu 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  me 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample 
most  cases. 


Once  a day,  every  day 

ENDURON 


METHYCLOTHIAZIDE 


See  Brief  Summary  on  final  page  of  advertisement 


-nduronyl:  Its  deserpidine  component 

HHq  rPQnnn<;p  in  h\/n<=>rtpanQinn 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 


is  m 


e a day,  every  day 

E1DUR0NYL 

ffilYCLOTHIAZIDE  5 mg.with 
©PIDINE  0.25  mg.  or  (FORTE)  0.5  mg. 


When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


801094 


Eutron:  A unique  combination  for  handling 

moderate  to  severe  cases 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  yo 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  we 
reduced  from  1 12  pre-treatment  to  90  post-treatment;  sitting  frc 
1 15  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nea: 
alike  in  all  three  body  positions. 

Efse  Eutron  for  managing  your  moderate  to  severe  cases, 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffi 
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Once  a day,  every  day 

EUTRON 


PARGYL1NE  HYDROCHLORIDE  25  mg. 
with  METHYCLOTHIAZIDE  5 mg. 


February,  1968 


69-A 


ENDURON 


ENDURONYL 


METHYCLOrHIAZIDE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 


Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  bydull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amendable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


tm-trademark 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyldopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  Va 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypoten- 
sion. Those  with  angina  or  coronary  artery  disease  should 
not  increase  physical  activity  with  an  improvement  in  well 
being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as  these 
may  induce  serious  or  fatal  small-bowel  lesions  consist- 
ing of  stenosis  with  or  without  ulceration.  These  small- 
bowel  lesions  have  caused  obstruction,  hemorrhage  and 
perforation  frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  Gl  bleeding  occurs.  These  products 
contain  no  added  potassium  salts  and  if  added  potassium 
intake  is  desired,  dietary  supplementation  is  recom- 
mended. Coated  potassium  tablets  should  be  reserved 
for  cautious  use  when  adequate  dietary  supplementation 
is  impractical.  In  patients  with  a history  of  allergy  or 
asthma  the  possibility  of  sensitivity  reactions  should  be 
considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be  per- 
formed periodically.  With  prolonged  therapy,  examine  pa- 
tients for  change  in  color  perception,  visual  fields  and 
fundi.  Also  reported  have  been:  blood  dyscrasias  includ- 
ing thrombocytopenia  with  purpura,  agranulocytosis  and 
aplastic  anemia;  elevations  of  BUN,  serum  uric  acid,  or 
blood  sugar.  Symptomatic  gout  may  be  induced  In  surgi- 
cal patients  thiazides  may  reduce  response  to  vasopres- 
sors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  edema, 
dry  mouth,  sweating,  increased  appetite,  arthralgia,  nau- 
sea and  vomiting,  headache,  insomnia,  difficulty  in  mic- 
turition, nightmares,  impotence,  delayed  ejaculation,  rash, 
and  purpura  have  been  encountered  with  pargyline.  Hy- 
perexcitability, increased  neuromuscular  activity  (muscle 
twitching)  and  other  extrapyramidal  symptoms  have  been 
reported  in  a few  patients  with  reduced  cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially  the 
latter  if  patient  is  on  digitalis).  Observe  all  patients  for 
signs  of  hyponatremia  ("low  salt"  syndrome). 

Reported  thiazide  reactions  also  include  anorexia,  nau- 
sea, vomiting,  diarrhea,  headache,  dizzi- 
ness, paresthesia,  weakness,  skin  rash, 
photosensitivity,  jaundice,  and  pancrea- 
titis. Nocturia  has  been  observed  with  the 
combination.  801438 


Tissue's  healing  nicely. 
Yet  anxiety  slows 
his  steps  toward  recovery. 


By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent's  progress,  Equanil®  often 
may  play  an  important  role  in  medical  and 
surgical  aftercare. 


Inications : For  use  in  management  of  anxiety  and  tension  occurring 
ne  or  as  accompanying  symptom  complex  to  medical  and  suigical 
iirders  and  procedures.  Though  not  a hypnotic,  fosters  normal 
P through  antianxiety  and  related  muscle-relaxant  properties, 
ontraindications:  History  of  sensitivity  to  meprobamate, 
mportant  Precautions:  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  has  been  reported  to  result  in  dependence 
or  habituation  in  susceptible  persons,  as  alcoholics,  ex-addicts, 
and  other  severe  psychoneurotics.  After  prolonged  excessive 
dosage,  reduce  dosage  gradually  to  avoid  possibly  severe  with- 
drawal reactions.  Abrupt  discontinuance  of  excessive  doses 
has  sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of  judgment 
and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance  occurs; 
if  persistent,  patients  should  not  operate  vehicles  or  danger- 
ous machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds 
to  dose  reduction;  occasionally  concomitant  CNS 
stimulants  (amphetamine,  mephentermine  sulfate) 
are  desirable.  Allergic  or  idiosyncratic  reactions 
are  rare,  but  such  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses 
who  have  had  no  previous  contact  with  meproba- 
mate. Previous  history  of  allergy  may  or  may  not 
be  related  to  incidence  of  reactions.  Mild  reactions 
are  characterized  by  itchy  urticarial  or  erythema- 
tous maculopapular  rash,  generalized  or 
confined  to  groin.  Acute  nonthrombo- 
cytopenic purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral 
edema  and  fever  have  been  reported. 


One  fatal  case  of  bullous  dermatitis  following  intermittent  use  of 
meprobamate  with  prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angioneurotic  edema,  bronchial 
spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphy- 
laxis, stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  sympto- 
matically as  with  epinephrine,  anti  histamine  and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis and  hemolytic  anemia  have  occurred  rarely,  almost  always  in 
presence  of  known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal  attacks  in  patients 
susceptible  to  both  grand  and  petit  mal.  Extremely  large  doses  can 
produce  rhythmic  fast  activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has  been  reported  rarely. 
After  excessive  dosage  for  weeks  or  months,  withdraw  gradually 
(1  or  2 weeks)  to  avoid  recurrence  of  pretreatment  symptoms  (in- 
somnia, severe  anxiety,  anorexia).  Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures.  Prescribe  very  cautiously  and 
in  small  amounts  for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria.  Excessive  doses  have  resulted  in  prompt  sleep;  reduction 
of  blood  pressure,  pulse  and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with  immediate  gastric  lavage 
and  appropriate  symptomatic  therapy.  (CNS  stimulants  and  pressor 
amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseals® 

Equanil  (meprobamate)  400  mg.  (All  tablets 
also  available  in  Reoipak1:'  [strip  pack],  Wyeth.) 

Continuous-Release  Capsules,  Equanil  L-A 
(meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Professionally  posed. 


C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirato 
and  cerebral  stimulation  for  tl 


500- 


Fig.  I.  Average  plasma  levels  of  C-14  radioactivity  following  oral  administration  of  C-14  nicotinic  acid  tablets.  Key:»^Group 
A,  one  sustained-release  tablet  containing  150  mg.  C-14  nicotinic  acid,  ■ ■ Group  B,  one  nonsustained-release  tablet 

containing  50  mg.  nicotinic  acid.  Group  C,  one  nonsustained-release  tablet  containing  50  mg.  C-14  nicotinic  acid 

at  0.  4 and  8 hours. 
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absent-minded  patient 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  ( See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  b;H 
tinuous  on  a daily  dose  of  only  one  Geroniazol  T lt- 
let  every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroj® 
TT  will  provide  the  well-known  peripheral  vasof 
tion  needed  in  patients  with  deficient  cii'culatic 
with  a minimum  amount  (if  any)  of  “flushing.’ 
cerebrovascular  circulation  is  complemented  b 
tylenetetrazol,  long-established  as  a cerebral  ar  :j 
piratory  stimulant. 

Geroniazol  TT  improves  the  typical,  unfort 
signs  of  senile  confusion.  Patients  become  mon 


H 


ed  and  debilitated 


8 onfused  and  moody.  Personal  care,  memory, 
ot>nal  stability,  social  attention  improve.  Fatigue, 
|1  ' and  irritability  are  reduced. 

1 1 X -escription  for  100  tablets  of  Geroniazol  TT  will 
J jflt  your  patients  to  enjoy  the  benefits  of  time- 
'loged  nicotinic  acid/pentylenetetrazol  therapy, 

n/inconomical  price.  Dosage  is  only  one  tablet  every 
>hc  rs. 

l*  indications:  There  are  no  known  contraindica- 

1S. 

cmions:  Exercise  caution  when  treating  patients 
apj  n low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56 :263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11:617  (July)  1960. 
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First  with  the  Retro-Steroids” 

HIL1PS  ROXANE  LABORATORIES 


hvision  of  Philips  Roxane,  Inc.,  Columbus,  Oh 
‘ Subsidiary  of  Philips  Electronics  and 
harmaeeutical  Industries  Corp. 


Geroniazol  TT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


Tandearil®,oxyphenbutazone,  100  mg  tablets 

Indications:  Osteoarthritis,  rheumatoid  arthri- 
tis, rheumatoid  spondylitis,  psoriatic  arthritis, 
gout,  painful  shoulder  ( peritendinitis,  capsulitis, 
bursitis  and  acute  arthritis  of  that  joint),  acute 
superficial  thrombophlebitis,  severe  forms  of  a 
variety  of  local  inflammatory  conditions.  (In 
inflammatory  conditions  not  involving  pro- 
longed or  fatal  disease,  use  only  when  severity 
of  condition  balances  potential  toxicity.) 

The  drug  has  no  significant  uricosuric  action 
but  is  of  value  only  in  the  treatment  of  acute 
gouty  arthritis. 

Contraindications:  Edema,  danger  of  cardiac 
decompensation;  history  or  symptoms  of  pep- 
tic ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy,  history  of  blood  dys- 


crasia.  The  drug  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent  drugs 
are  given  concurrently. 

Warning : Tandearil  is  an  analog  of  phenylbuta- 
zone, sensitive  patients  may  be  cross-reactive 
If  coumarin-type  anticoagulants  are  given  si- 
multaneously, watch  for  excessive  increase  in 
prothrombin  time.  Instances  of  severe  bleed- 
ing have  occurred.  Pyrazole  compounds  may 
potentiate  the  pharmacologic  action  of  sul- 
fonylurea, sulfonamide-type  agents  and  insu- 
lin. Carefully  observe  patients  receiving  such 
therapy.  Use  with  great  caution  in  the  first  tri- 
mester of  pregnancy. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 


plete physical  and  laboratory  examinatior 
eluding  a blood  count.  The  patient  should 
exceed  recommended  dosage,  should  be  j 
closely  supervised  and  should  be  warned  J 
discontinue  the  drug  and  report  immedif? ! 
fever,  sore  throat,  or  mouth  lesions  (sympi 
of  blood  dyscrasia ) ; sudden  weig ht  gain  (v>  j 
retention);  skin  reactions;  black  or  tarry  st, 
or  other  evidence  of  intestinal  hemorrhij 
occur.  Make  regular  blood  counts.  Disc  : 
tinue  the  drug  immediately  and  institute 
countermeasures  if  the  white  count  char  j 
significantly,  granulocytes  decrease,  or  if  | 
ture  forms  appear.  Use  greater  care  in  th  J 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  a J 
nausea,  edema  and  drug  rash.  Swelling  < 
ankles  or  face  may  be  minimized  by  with ; 


Pain  Break” 

for  an  osteoarthritic. 

Tandearil  can  ease  it. 


/.t  46,  her  knees  still  look  good  on  the  outside.  But  inside,  there  may 
le  the  tamiliar  picture  of  osteoarthritis. 


If  aspirin  doesn’t  help, Tandearil  often  will. 

Pain  and  stiffness  begin  to  ease  up  in  3 or  4 days. 
You  can  often  maintain  response  with  a daily  dose 
of  only  1 or  2 tablets. 

f course, Tandearil  is  not  for  every  osteoarthritic.  Select  your 
itients  carefully  and  follow  them  in  line  with  the  Contraindications, 
ecautions,  Warning,  and  Adverse  Reactions  listed  below. 


flit  for  many  aspirin-stubborn 
teoarthritics,  let  Tandearil 
e se  the  unwelcome  pain 
bpaks  of  osteoarthritis. 


Tandearil 

oxyphenbutazone 


Idir;  dietary  salt,  reduction  In  dosage  or  usi 
e<!rpiu|'tics.  In  elderly  patients  and  in  those 
itiff  P*  Ifoertension  the  drug  should  be  discon- 
e r uecjvith  the  appearance  of  edema.  The 
its1  J9£s  been  associated  with  peptic  ulcer 
r-'j  reactivate  a latent  peptic  ulcer  The 
■nshould  be  instructed  to  take  doses  im- 
vef  ■sjly  after  meals  or  with  milk  to  minimize 
jc<t  ’fr'jjpset.  Mild  drug  rashes  frequently 
nail  5Sic  with  reduction  of  dosage.  However. 

~ ompamed  by  fever  or  other  systemic 
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/•j"®1  s usually  requires  withholding  medic 
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puric  rash  has  also  been  reported 


'an  ocytosis  or  a generalized  allerqic  reat 

1 <tl:  lar  t/-.  


lar  to  a serum  sickness  syndrome  ma’ 
id  require  permanent  withdrawal  of 
on.  Stomatitis,  salivary  gland  enlarge 
’miting,  vertigo  and  languor  may 


occur.  Leukemia  and  leukemoid  reactions  have 
been  reported.  While  not  definitely  attribu- 
table to  the  drug,  a causal  relationship  cannot 
be  excluded.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic  neu- 
ritis and  transient  hearing  loss  have  been  re- 
ported, as  have  hyperglycemia,  hepatitis,  jaun- 
dice, and  several  cases  of  anuria  and  hema- 
turia. With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemodilu- 
tion  may  occur. 

Geigy 


Dosage  in  Osteoarthritis:  Initial : 3 to  6 tablets 
daily  in  divided  doses.  It  is  usually  unnecessary 
to  exceed  4 tablets  daily.  A trial  period  of  1 
week  is  adequate  to  determine  response,  in 
the  absence  of  a favorable  response,  discon 
tinue.  Maintenance:  An  effective  level  is  often 
achieved  with  1 or  2 tablets  daily,  do  not 
exceed  4 daily.  6562-VI(B)R2 


For  complete  details,  please  see  full  pre- 
scribing information. 


Geigy  Pharmaceuticals 
Division  of  Geigy  Chemical  Corporation 
Ardsley,  New  York 
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MORNING  STIFFNESS 

EASED 
LAST  NIGHT 

(She  took  Persistin 
instead  of  aspirin) 


• . • ..  W ' r " Rgf  -iv..  • 
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Persistin  treats  morning  stiffness  and  pain  the 
night  before. 

Persistin  is  a unique  salicylate  which  com- 
bines the  prompt  analgesic  action  of  aspirin  to 
encourage  early  sleep  with  the  proven,  persist- 
ent action  of  salicylsalicylic  acid  to  permit  un- 
interrupted sleep.  Three  Persistin  tablets  at 
bedtime  yield  therapeutic  serum  salicylate 
levels  on  arising  which  are  well  within  the 
range  of  effective  salicylate  therapy  for  the 
relief  of  pain  and  stiffness  in  arthritis. 

Thus,  therapy  with  Persistin  allows  many  ar- 
to  dress  more  quickly  and  easily,  and 
face  the  morning  optimistically. 

Persistin  is  also  valuable  for  day-long  control 
of  the  pain  and  discomfort  of  arthritis. 


DOSAGE:  To  relieve  morning  stiffness  and  pain- 
when  salicylates  have  not  been  taken  during 
the  day,  an  adult  dose  of  three  tablets  at  bed- 
time is  suggested. 

For  24-hour  control  of  pain:  Adults  up  to  160 
ibs.-one  tablet  after  each  meal  and  one  at  bed- 
time. Adults  over  160  Ibs.-one  tablet  after  each 
meal  and  two  at  bedtime. 


PRECAUTION:  Other  salicylates  should  not  be 


taken  concurrently.  Do  PERSISTIN' 


not  exceed  recom- 


mended doses. 


salicylsalicylic  acid  7%  gf. 
(485  mg.)-aspirin  2V2  gr. 
(160  mg.) 


v/mm 


Detroit,  Michigan  48211 


BSP®  DISPOSABLE  UNIT 

IW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 
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BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg./kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor — the  most 
costly  commodities. 


NMSON,  WESTCOTT 


( BSP03 ) 


7/// 


& DUNNING.  INC 

BALTIMORE,  MARYLAND  21201 


needed  or  tolerated.  As  is  true  of  all  CNS-acting  drugs,  until 
correct  maintenance  dosage  is  established,  advise  patients 
against  possibly  hazardous  procedures  requiring  complete  men- 
tal alertness  or  physical  coordination.  Driving  during  therapy 
not  recommended.  In  general, concurrent  use  with  other  psycho-J 
tropic  agents  is  not  recommended.  If  such  combination  therapy 
is  used,  carefully  consider  individual  pharmacologic  effects  — 
particularly  with  known  compounds  which  may  potentiate  ac-| 
tion  of  Valium  (diazepam),  such  as  phenothiazines,  barbiturates, 
MAO  inhibitors  and  other  antidepressants.  Advise  patients 
against  simultaneous  ingestion  of  alcohol  or  other  CNS  depres* 
sants.  Safe  use  in  pregnancy  not  established.  Employ  usual 
precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending 
depression;  suicidal  tendencies 
may  be  present  and  protective 
measures  necessary.  Observe 
usual  precautions  in  impaired 
renal  or  hepatic  function. 

Periodic  blood  counts  and  liver 
function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually 
Side  Effects : Side  effects  (usu- 
ally dose-related)  are  fatigue, 
drowsiness  and 
ataxia.  Also 
reported:  mild 
nausea,  dizziness, 
blurred  vision,  di- 
plopia, headache,  in- 
continence, slurred 
speech,  tremor  and  skin 
rash;  paradoxical  reac- 
tions (excitement,  de- 
pression, stimulation, 
sleep  disturbances,  acute 
hyperexcited  states,  hallu- 
cinations); changes  in  EEG 
patterns  during  and  after 
drug  treatment.  Abrupt 
cessation  after  prolonged 
overdosage  may  produce 
withdrawal  symptoms  (con- 
vulsions, tremor,  abdominal 
and  muscle  cramps,  vomiting, 
sweating)  similar  to  those  seen 
with  barbiturates,  meprobamate 
and  chlordiazepoxide  HC1. 

Dosage : Adults:  Mild  to  moderate  psychoneurotic  reactions, 


Nutley,  N.  J.  071 10 


Valium 


to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to 


mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first 
hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  wi 
cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Genat 
■patients:  1 or  2 mg/ day  initially,  increase  gradually  as  need 
and  tolerated.  (See  Precautions.) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10 n 
bottles  of  50  and  500. 

Roche  Laboratories,  Division  of  Hoffmann-La  Roche  Inc 


(diazepam)  Roche® 

useful  for  the  relief  of 
psychic  tension  with  associated 
depressive  symptoms 


Tears 
without 
grief 

v Crying  Spells-psychic  tension 
with  depressive  symptoms  ? 

“/  don’t  know  what’s  the  matter 
with  me  lately.  ..I  cry  and  I cry... 
and  / really  don’t  know  why  1 do.” 
A woman  often  is  not  conscious  of  the  real 
reasons  for  her  crying  spells  or  refuses  to 
admit  them  to  herself.  On  probing,  you 
may  find  that  frequent  weeping,  like  in- 
somnia or  neurotic  fatigue,  often  is  an  expression  of  psychic 
tension.  She  needs  sympathy  and  reassurance,  and  perhaps  a 
calming  agent  to  help  her  over  her  crisis.  Consider  prescribing 
Valium  (diazepam)  for  her.  It  usually  reestablishes  calmness 
promptly.  Crying  spells  and  other  secondary  depressive  symp- 
toms normally  subside  as  the  tension  is  relieved.  Your  patient 
then  can  cope  more 
easily  with  stresses 
to  which  she  is  sub- 
jected. Valium  (diaz- 
epam) is  generally 
well  tolerated,  and 
on  proper  mainte- 
enance  dosage  usu- 
ally does  not  impair 
mental  acuity  or 
ability  to  function.  If  side  effects  such  as  ataxia  and  drowsiness 
occur,  they  usually  disappear  with  dosage  adjustment. 

Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Contraindications:  Infants,  patients  with  history  of  convul- 
sive disorders,  glaucoma  or  known  hypersensitivity  to  drug. 
Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed 
in  lieu  of  appropriate 
treatment. 

Precautions:  Limit 
dosage  to  smallest 
effective  amount  in 
elderly  or  debili- 
tated patients  (not 
more  than  1 mg, 
one  or  two  times 
daily  initially)  to 
preclude  ataxia  or 
oversedation,  in- 
creasing gradually  as 
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Part  of  the  fine  art  of  medicine 
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|s  65  mg.  propox 
227  mg.  aspirin 
d 32.4  rag.  caffeine 


Additional  information  available  to  the 
medical  profession  upon  request. 

ELI  LILLY  AND  COMPANY 
INDIANAPOLIS,  INDIANA  46206 


23t* 


a name  you  can  count  on 
when  it  counts 

Chloromycetin' 

(chloramphenicol) 

Kapseals®  250  mg. 


PARKE-DAVIS 


The  Gray  band  on  White  capsule  combination  is  a registered  trademark 
Complete  information  for  usage  available  to  physicians  upon  request. 
Parke.  Davis  & Company,  Detroit,  Michigan  48232 


1968 


library  of  medicine 

Po^TOl\! 


1-A 


A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 


Psychotherapy,  analytic  or  directive,  individually  or  group  oriented; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

1 v o resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 


THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 
6 miles  south  of  Pinehurst  and  Southern  Pines. 


Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director 


Phone  Pinebluff 
Butler  1-3700 


( SYRUP  OR  OH  LORAL.  HYDRATE  ) 


containing  10  grains  in  each  teaspoonf 


JONES  and  VAUGHAN 


Jf.and'l/r 
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bronchodilation  for  asthmatic  children ..  .without  ” jitters” 

Most  anti-asthmatic  products  contain  ephedrine-like  drugs.  ELIXOPHYLLIN  " never  did.  So.  ELIXOPHYLLIN 
will  not  cause  jitters,  tachycardia,  or  other  undesirable  side  effects  of  ephedrine-like  products. 

Other  advantages  of  ELIXOPHYLLIN:  rapid  and  sustained  bronchodilation  • convenient,  adjustable  dosage 
• hypoallergenic  • pleasant-tasting  liquid  • well  accepted  by  children. 

ELIXOPHYLLIN  is  theophylline  in  its  free  and  soluble  form— resulting  in  rapid  and  dependable  absorption 
with  less  risk  of  gastric  irritation. 


In  pediatric  bronchial  asthma,  the  recommended  maintenance  dosage  is  0.2  ml.  per  pound  of  body  weight  on 
arising,  at  3 P.M.,  and  on  retiring.  Adjust  dosage  to  patient  response.  This  average  dosage  provides  continu- 
ous bronchodilation.  Do  not  administer  other  xanthine  T~1T  ¥¥7'/XT|T¥\7'T  T TdVT® 
preparations  concurrently.  May  be  contraindicated  in  ■'.1,1  W I I W I . I . I b^j 

peptic  ulcer.  Each  15  ml.  contains  theophylline  (anhydrous)  80  mg.;  alcohol  20% 
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One  by  one 
the  family’s  downed 
Because  the 
G.I.  bug’s  around 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 
i ...  consolidates  fluid  stools  with  pectin 


. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 
Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

■"Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (%  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (2Va  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 
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WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


for  the  searing  pain 
of  “Shingles”. 


PROTAMIDE 


iritic  pain  from  herpes  zoster 
-usually  after  the 
ions— particu- 
ministered  early.3  4 
ty  in  many  patients 
significantly,  shortened.2  Posther- 
neuralgias— even  in  the  elderly— rarely 
lop.1-4  Complete  pain  relief  is  observed 
in  most  patients  within  5 days.2 

Administration  in  herpes  zoster:  one  ampul 
03  cc.)  I.M.  daily  for  2 to  5 days.  Caution: 
For  intramuscular  use  only.  Inadvertent  I V . 
^ Jyiinistration  may  cause  anaphylactoid  re- 
i.  Supplied:  Boxes  of  10  ampuls,  1.3 


F.  C.  and  Canizares,  0.:  New  York  State  J 
1-708  (Mar.  15)  1952. 

G.W.:  Western  Med.  1:14  (Sept.)  1960. 

A.  G.:  Penna.  Med.  J.  63:697-698  (MuV)  i960. 
4.  Lehrer.  H.  W„  Lehrer,  H.  G„  and  Lehrer,  D R.. 
Northwest  Med.  75:1249-1252  (Nov.)  1955. 


Detroit,  Michigan  48211 


in 

alcoholism: 


B and  C vitamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  ca 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 

Each  capsule  contains: 

Vitamin  Bj  (as  Thiamine  Mononitrate)  10  mgft 
Vitamin  B2  (Riboflavin)  10  1 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

691-6-3942 
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Blessed  event? 


Not  entirely,  when  nausea  and 
vomiting  occur  in  early  pregnancy. 

Emetrol  offers  prompt  and  safe 
relief.  Local  rather  than  systemic 
action  provides  emesis  control  on  contact  with  the  hy- 
peractive G.I.  tract*  In  a study  of  123  pregnant  women, 
the  drug  produced  measurable  improvement  in  79%  of 
patients  in  controlling  vomiting.1 


*As  shown  by  in  vitro  studies. 

1.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst.  & Gynec. 
65:311  (Feb.)  1953. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


EmetroP 

phosphorated  carbohydrate 
solution 

emesis  control 


TofightTB" 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

iSide  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
Joe  test  site.  Contraindications:  none,  but  use  with  caution  in  ac*.  /e 
tuberculosis.  Available  In  5 s and  25’s. 


Give  to  Easter 
Seals. 


LESS  THAN  1 CAIORlF  pfp 


BOTTLE 


Afit-pitt  diet- rite. 

sJiE»  „coia  , coia 

<sate-' — / ^rswtnmrcARBOHAnii^ 


SUGAR  FREE 

diet-rite 

cola  „ 

L !tl*uy  switnwD  awotwio 


PROOF  POSITIVE 

Diet-Rite  Cola  ...  America ' s Number  One  low-calorie  cola... 
no  sugar  at  all . . . less  than  one  calorie  per  bottle . . . the 
one  with  the  wonderful  taste  of  cola . . . pH  approximately 
2.6  to  2. 8...  same  general  range  acidity  as  other  cola 
beverages  plus  number  of  fruit  juices. 

You  will  like  Diet-Rite  Cola.  So  will  your  patients. 

R/Oy9l  CrOWTUCOla  OyO.  Columbus,  Georgia 


When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 


Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 
Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  Th 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric.  I 
13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  when 
relevant  specimens  are  submitted,  i 


Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 

following  adverse  reactions  have 
been  observed  in  patients  receiving 
oral  contraceptives:  nausea,  vomit- 
ing, gastrointestinal  symptoms  (sue 
as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlarge 
ment  and  secretion),  change  in  wi 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secret# 
suppression  of  lactation  when  givi 
immediately  postpartum,  cholestai 
jaundice,  migraine,  rash  (allergic' 
rise  in  blood  pressure  in  susceptib 
individuals,  mental  depression.  | 
Although  the  following  side  effects, 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  establish^ 
anovulation  post-treatment, 
premenstrual-like  syndrome,  ch 
in  libido,  changes  in  appetite,  cysi 
like  syndrome,  headache,  nervousi 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
sum,  hemorrhagic  eruption,  itcl 
The  following  occurrences  have 
observed  in  users  of  oral  contraci 
tives  (a  cause  and  effect  relations! 
has  been  neither  established  nor 
proved) : thrombophlebitis,  pulmi 
embolism,  neuro-ocular  lesions. 


The  following  laboratory  results 
may  be  altered  by  the  use  of  oral  j 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepatiejj 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors  J 
VII,  VIII,  IX  and  X),  thyroid  func 
tion  (increase  in  PBI  and  butanol! 
extractable  protein-bound  iodine ^ 
decrease  in  TJ  values),  metyrapon 


test,  pregnanediol  determination. 


norethindrone  an  original  steroid  1f0 


SYNTEX 


LABORATORIES  INC  PALO  ALTO.  CALM 


Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient  Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
Spinnbarkeit  (stretchability)  of  15  to  20  cm.  barkeit  of  1 cm.  or  less. 


■Vt-Si 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil-  Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup 
ized  ovum  during  secretory  phase.  presses  glandular  and  vascular  development. 


on 

(norethindrone  long,  c mestranol  0.05mg.) 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes!  Arthritis!  and  Peripheral  Vascular  Disorders2 


now ...  specific  therapy  for  night  leg  cramps 


QUINAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

A]  I DIVISION  OF  RICHARDSON  MERRELL  INC 

I PHILADELPHIA.  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev- 
eled, compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 


to  the  practica  management 
of  hypertension 


RUUiVIJM: 


i’iuine 


PAKGYLIiXE 


ME THYCLOTHI AZIDE  (§  1*E SE ltPIl)L\E 


ifmrSj  vVN  '«v'v- 


PAllGYLINE 


pak<>yll\i< 


METIIYCLOTHIAZIDE 


METIIYClOTIIL\/I])E 


DESIKPIPIM- 


PARGYLINE 


PAlMiYLINE 


1H5SE 


PAIUISYLIXE 


DISIUPIPIAE 


DESEllPIDINE 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient'; 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low 
The  therapeutic  action  is  smooth,  and  persits  for  a full  24  hours 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosag 
without  skimping  your  patients  on  day-long  thiazide  effectiveness 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiun 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample  i 
most  cases. 


Once  a day,  every  day 

ENDURON 


METHYCLOTHIAZIDE 


znduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 


When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


Cnee  a day,  every  day 

INDURONYL 

NfHYCLOTHIAZIDE  5 mg.  with 
lIERPIDtNE  0.25  mg.  or  (FORTE)  0.5  mg. 


MILD  TO  MODERATE  TO 


See  Brief  Summary  on  final  page  of  advertisement 


801094 


Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  1 12  pre-treatment  to  90  post-treatment;  sitting  from 
1 15  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day  mild  to 

EUTRON  I 

PARGYLINE  HYDROCHLORIDE  25  mg. 

with  METHYCLOTHIAZIDE  5 mg.  See  Brief  Summary  on  final  page  of  advertisement 


801094 
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ENDURON 


ENDURONYL 


mmoTHMOi 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  bydull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amendable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyldopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  % 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypoten- 
sion. Those  with  angina  or  coronary  artery  disease  should 
not  increase  physical  activity  with  an  improvement  in  well 
being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as  these 
may  induce  serious  or  fatal  small-bowel  lesions  consist- 
ing of  stenosis  with  or  without  ulceration.  These  small- 
bowel  lesions  have  caused  obstruction,  hemorrhage  and 
perforation  frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  Gl  bleeding  occurs.  These  products 
contain  no  added  potassium  salts  and  if  added  potassium 
intake  is  desired,  dietary  supplementation  is  recom- 
mended. Coated  potassium  tablets  should  be  reserved 
for  cautious  use  when  adequate  dietary  supplementation 
is  impractical.  In  patients  with  a history  of  allergy  or 
asthma  the  possibility  of  sensitivity  reactions  should  be 
considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be  per- 
formed periodically.  With  prolonged  therapy,  examine  pa- 
tients for  change  in  color  perception,  visual  fields  and 
fundi.  Also  reported  have  been:  blood  dyscrasias  includ- 
ing thrombocytopenia  with  purpura,  agranulocytosis  and 
aplastic  anemia;  elevations  of  BUN,  serum  uric  acid,  or 
blood  sugar.  Symptomatic  gout  may  be  induced.  In  surgi- 
cal patients  thiazides  may  reduce  response  to  vasopres- 
sors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  edema, 
dry  mouth,  sweating,  increased  appetite,  arthralgia,  nau- 
sea and  vomiting,  headache,  insomnia,  difficulty  in  mic- 
turition, nightmares,  impotence,  delayed  ejaculation,  rash, 
and  purpura  have  been  encountered  with  pargyline.  Hy- 
perexcitability, increased  neuromuscular  activity  (muscle 
twitching)  and  other  extrapyramidal  symptoms  have  been 
reported  in  a few  patients  with  reduced  cardiac  reserve 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially  the 
latter  if  patient  is  on  digitalis).  Observe  all  patients  for 
signs  of  hyponatremia  (“low  salt"  syndrome). 

Reported  thiazide  reactions  also  include  anorexia,  nau- 
sea, vomiting,  diarrhea,  headache,  dizzi- 
ness, paresthesia,  weakness,  skin  rash, 
photosensitivity,  jaundice,  and  pancrea- 
titis. Nocturia  has  been  observed  with  the 
combination.  8oi43e 


TM-TRADEMARK 


in  moderate  hypertension  and 
poorly  controlled  mild  hypertension 

(when  diuretics  or  sedatives  are  inadequate,  for  example) 


When  your  patients  expect  a lot... 
like  relief  from  hypertensive  symptoms 

(headache,  fatigue,  nervousness,  palpitation  or  insomnia,  for  example) 

like  an  up-to-date,  once-a-day  dosage  schedule 

(a  schedule  not  unlike  timed-release  medication,  for  example) 

like  a daily  dose  of  medication  for  peanuts 

(at  IOC  a tablet,  for  example) 

like  generally  well-tolerated  therapy 

(as  described  in  the  package  insert,  for  example) 


...give  them  a little 

(one  tablet  daily) 


Indications:  Hypertension.  Contraindications:  History  of 
mental  depression,  hypersensitivity,  and  most  cases  of 
severe  renal  or  hepatic  diseases.  Warning:  With  the  admin- 
istration of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation 
is  not  practical,  the  possibility  of  small-bowel  lesions  (ob- 
struction, hemorrhage,  and  perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions  has  frequently  been  required 
and  deaths  have  occurred.  Discontinue  coated  potassium- 
containing  formulations  immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  one  week  before  electroshock  therapy,  and  if 
depression  or  peptic  ulcer  occurs.  Use  in  pregnancy: 
Regroton  should  be  used  in  pregnant  patients  or  in  women 
of  childbearing  potential  only  when,  in  the  judgment  of  a 
physician,  its  use  is  deemed  essential  to  the  welfare  of  the 
patients;  adverse  reactions  (thrombocytopenia,  hyperbili- 
rubinemia, altered  carbohydrate  metabolism,  etc.)  are 
potential  problems  in  the  newborn. 

Precautions:  Antihypertensive  therapy  with  Regroton  should 
always  be  initiated  cautiously  in  postsympathectomy  patients 
and  in  patients  receiving  ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs,  or  curare.  Reduce  dosage  of 
concomitant  antihypertensive  agents  by  at  least  one-half.  To 
avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In 
emergency  surgery,  use,  if  needed,  anticholinergic  or  adre- 
. nergic  drugs  or  other  supportive  measures  as  indicated. 
Because  of  the  possibility  of  progression  of  renal  damage, 
periodic  kidney  function  tests  are  indicated.  Discontinue  if 
i the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic 
| coma  may  be  precipitated.  Electrolyte  imbalance,  sodium 
: and/or  potassium  depletion  may  occur.  If  potassium  deple- 
tion should  occur  during  therapy,  Regroton  should  be  dis- 
continued and  potassium  supplements  given,  provided  the 


Regroton 

chlorthalidone  50  mg.,  reserpine  0.25  mg. 


patient  does  not  have  marked  oliguria.  Take  particular  care 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction 
is  not  recommended.  Use  cautiously  in  patients  with  ulcera- 
tive colitis  or  gallstones  (biliary  colic  may  be  precipitated). 
Bronchial  asthma  may  occur  in  susceptible  patients.  Adverse 
Reactions:  The  drug  is  generally  well  tolerated.  The  most  fre- 
quent side  effects  are  nausea,  gastric  irritation,  vomiting, 
diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
and  acute  gout.  Other  potential  side  effects  include  angina 
pectoris,  anxiety,  depression,  bradycardia  and  ectopic 
cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness,  transient  myopia,  impotence 
or  dysuria,  orthostatic  hypotension  which  may  be  potenti- 
ated when  chlorthalidone  is  combined  with  alcohol,  bar- 
biturates or  narcotics,  leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranulocytosis,  nasal  stuffiness, 
increased  gastric  secretions,  nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis,  optic  atrophy  and  glaucoma, 
and  pruritus.  Eruptions  and/or  flushing  of  the  skin,  a reversi- 
ble paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea, 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deaf- 
ness, anorexia,  and  pancreatitis  when  epigastric  pain  or  un- 
explained G.l.  symptoms  develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia,  paresthesia,  photosensitization 
and  necrotizing  angiitis  are  possible.  Average  Dosage:  One 
tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)  46-600-B 
For  details,  see  complete  Prescribing  Information. 


Geigy  Pharmaceuticals,  Division  of 
Geigy  Chemical  Corporation,  Ardsley,  N Y. 
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Upper  respiratory  infection!  I thought  everything 
was  a ‘vims’  these  days?” 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine 
in  two  different  tablet  formulations. 

And  let  you  control  the  dosage. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet™ 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
j|  Caution  ambulatory  patients  that  drowsiness  may  result. 
: 

l Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride,  25  mg  . and 
1 chlorpheniramine  maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride,  40  mg 


chlorpheniramine  maleate.  8 mg  , and  acetaminophen,  500  mg 


PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 
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BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N Y.  10016 
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FAMOUS 


brand  of  FERROUS 


GLUCONATE 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  190  U 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF 
DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified 

for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric 
patients,  including  individual  psychotherapy,  group  therapy,  psychodrama, 
electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social 
service  work  with  families,  family  therapy,  and  an  extensive  and  well  or- 
gainzed  activities  program,  including  occupational  therapy,  art  therapy, 
athletic  activities  and  games,  recreational  activities  and  outings.  The 
treatment  program  of  each  patient  is  carefully  supervised  in  order  that 
the  therapeutic  need  sof  each  patient  may  be  realized. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded 
grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 

Contact:  Mrs.  Elizabeth  Harkins,  ASCW,  Coordinator  of  Admissions 

or 

Area  Code  704  253-2761 
Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 


b.i.d. 

The  sensible  schedule 
that  covers  the 
patient  day  and  night 

Ii  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  then  you  know 
why  b.i.d.  DECLOMYCIN  is  considered  to  be  a 
sensible  dosage  schedule. 

The  maintenance  dosage  of  DECLOMYCIN 
can  be  kept  at  this  convenient  schedule 
because  ol  its  unusually  high  effective  blood 
and  tissue  levels. 

The  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
the  comfortable  assurance  that  the  patient 
is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
a therapeutic  dose  of  DECLOMYCIN  are 
ugh,  prolonged,  and  effective;  because  of 


serum  binding  and  slow  renal  clearance. 


nigh 

Amd  if  there’s  a broader  susceptibility 
pattern  of  organisms,  we’ve  yet  to  see  it. 

here  is  no  need  to  give  higher  daily  dosage 
han  300  mg  b.i.d.,  except  in  venereal  diseases 
md  Eaton  Agent  pneumonia. 

9ECLOMYCIN 

)EMETHY1CHIX)RTETRACVCLI1VE 


Prescribing  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  the 
patient  day  and  night 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  he 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe, 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrow  th  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new'  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney  — rise  in  BEN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  ( rare).  Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth—  dental  staining  (yellow-brown  i in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a fewr  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue 
medication  and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Cm. 
given  in  equally  divided  doses  over  a period  of  10  to  15  days  should  he 
followed.  Close  follow-up  observation  of  the  patient  is  recommended, 
including  appropriate  laboratory  tests,  since  demethylchlortetracycline 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effectively 
with  a single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortetra- 
cycline. Individuals  unable  to  tolerate  large  single  doses  due  to  gastro- 
intestinal side  effects  may  be  treated  with  150  mg.  every  6 hours  for  a 
minimum  of  4 doses  or  300  mg.  every  12  hours  for  a minimum  of  2 doses. 
Females  should  be  treated  with  a dosage  of  150  mg.  every  6 hours  or  300 
mg.  every  12  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company.  Pearl  River,  N.Y. 
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He’s  had  enough 
excitement 
for  one  day. 


For  the  patient  who  has  been  through  an  accident,  the  worry  and 
anxiety  following  the  experience  may  actually  heighten  the  per- 
ception of  pain.  This  is  why  there’s  a classic  V*  grain  sedative 
dose  of  phenobarbital  in  Phenaphen  with  Codeine  — to  take  the 
nervous  “edge"  off,  so  the  rest  of  the  formula  can  control  the 
pain  more  effectively. 

Phenaphen  with  Codeine 

Phenaphen®  with  Codeine  No.  2,  No.  3,  or  No.  4 contains:  Phenobarbital  ('A  gr.),  16.2  mg. 
(Warning:  may  be  habit  forming);  Aspirin  (2’A  gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  'A  gr.  (No.  2),  ’A  gr.  (No.  3),  or  1 gr. 
(No.  4).  (Warning:  may  be  habit  forming). 


Indications:  Phenaphen  with  Codeine  provides  re- 
lief in  severer  grades  of  pain,  on  low  codeine  dos- 
age, with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phen- 
acetin-containing  products  excessive  or  prolonged 
use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  1 or  2 capsules  at 
2 to  4 hour  intervals,  or  as  directed  by  physician. 
For  further  details  see  product  literature. 

AH  ROBINS  COMPANY  /\  II  nflDIMC 
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THE  COMPOUND  ANALGESIC  THAT  CALMS  INSTEAD  OF  CAFFEINATES 


IpW-RAMDAIN 

I A CONSERVATIVE,  FOUR-POINT  PROGRAM '))  I ■ 
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The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain. 1,2  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


oea  ‘If  the  patient  is  in  the 
pain-spasm-cycle . . . there  is  no  alternative 
or  substitute  for  absolute  bed  rest.  .."3 


,r,®thocarb3fTl< 


0 Board 


Boards  should  be  ordered  under 


0>Heat  "A  very  valuable 

method  of  applying 
heat  at  home  is  a prolonged 
hot  bath..."5 


/ 


ORob 


the  mattress . . . these  boards  act 
by  immobilizing  the  spine. . . "4 

Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  ( lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  availa  ble:  Robaxin®  Tablets 
(methocarbamol,  500  mg.)  Robaxin  Injectable  (methocarbamol,!  Gm./lOcc.) 
References:  ( 1 ) . Godfrey,  C.M.:  Applied  Therap.  8.950,  1 966.  (2) . Gottschalk, 
L.A.:  GP  33.-91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2.-21 9,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  18.-26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  14:23, 1 963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1 42,  1 962.  (7) . Feuer,  S.G.,  et  a/..-  New  York  J.  Med.  62:1 985,  1 962. 


axin-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated6 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
. .without  interfering  with  normal 
tone  and  movement."7  And  there 
is  little  likelihood  of  sedation.6 


AHDOBINS  RICHMOND,  VIRGINIA  23220  j 


I 


Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning -May  be  habit  forming), 
Phenacetin  gr.  2Vi,  Aspirin  gr.  2>Vi,  Caffeine  gr.  /2. 


■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empmn 
Compound  with  Codeine  remains  unchallenged. 

ffi  BURROUGHS  WELLCOME  &.  CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses  — and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 

..giAiiiWiPT" •• 


cortisone  1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 


Synalar 

fluocinolone  acetonide 


For  everyday  topical  steroid  therapy 

Synalar  o.or° 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  mter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroid! 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.0252  — 5,  1 5 and  60  Gm.  tubes  and  425 
Gm.  jars.  Cream  0.01 2—  1 5,  45  and  60  Gm.  tubes  Ij 
and  1 20  Gm.  jars.  Solution  0.0 12  — 20  and  60  cc.  | 
plastic  squeeze  bottles.  Ointment  0.0252—  15  and 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate  j 
0.52  [0.352  neomycin  base],  fluocinolone  acetoniCi 
0.0252)  Cream  — 5,15  and  60  Gm.  tubes. 


fluocinolone  acetonide  — an  original  ateroid  from 

SYNTEX  ES 

LABORATORIES  INC  . PALO  ALTO.  CALIF. 
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SYNALAR* 
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SYNTEX 


in  the  bronchitis -emphysema  syndrome 
...bronchodilation  without  pressor  effects 


j Most  bronchodilators  for  use  in  pulmonary  emphysema  contain  ephedrine-like  drugs.  ELIXOPHYLLIN® 
; never  did.  So,  ELIXOPHYLLIN  will  not  cause  tachycardia,  palpitations,  nervousness,  insomnia,  or  other  un- 
I desirable  side  effects  of  ephedrine-like  products.  Even  patients  with  hypertension,  cardiac  insufficiency,  hyper- 
thyroidism, prostate  hypertrophy  and  glaucoma  can  take  ELIXOPHYLLIN. 

Other  advantages  of  ELIXOPHYLLIN : rapid  and  sustained  bronchodilation  • proven  increase  in  pulmonary 
function  • adrenergic  abuse  eliminated. 

ELIXOPHYLLIN  is  theophylline  in  free  and  soluble  form— resulting  in  rapid  and  dependable  absorption  with 
less  risk  of  gastric  irritation. 

Adult  maintenance  dosage  in  bronchitis  and  pulmonary  emphysema:  one  ounce  (30  ml.)  t.i.d.  on  arising, 
at  3 P.M.,  and  on  retiring.  Adjust  dosage  to  patient  response.  This  average  dosage  provides  continuous 
bronchodilation.  Do  not  administer  other  xanthine  prep- 
arations concurrently.  May  be  contraindicated  in  peptic 
ulcer. 


ELIXOPHYLLIN 

Each  15  ml.  contains  theophylline  (anhydrous)  80  mg.;  alcohol  20% 
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Get  them  while 
they’re  easily  reversible. 


Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEG  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels 

Dextro-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 

j 

it!  |j 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company 
Pearl  River.  New  York 
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The  excitement  of  San  Francisco's  famous  sites  is  waiting 
for  you.  Chinatown,  the  Golden  Gate  Bridge,  Fisherman’s  Wharf, 
Telegraph  Hill,  will  add  to  five  memorable  and  stimulating  con- 
vention days.  Plan  to  attend  now  and  look  forward  to  an  excel- 
lent convention  in  a city  of  unlimited  charm. 

Continue  your  postgraduate  education  with  a varied  program 
of  • four  General  Scientific  Meetings  on  Auto  Accidents,  Health 
Care  Planning,  Infectious  Diseases,  Treatment  of  Advanced 
Malignant  Disease  • 23  Section  Programs  • Color  Television 
• Medical  Motion  Pictures  • and  over  600  scientific  and  indus- 
trial exhibits.  All  are  designed  to  bring  you  up-to-date  on  what 
is  making  medical  news  today.  You  will  attend  lectures  by  the 
nation's  outstanding  medical  authorities  and  discuss  with  them 
the  significant  advances  in  medicine. 

In  addition  the  AMA  TV  network  will  present  more  than  40 
hours  of  convention  news. 

Reserve  now  for  the  Scientific  Awards  Dinner  in  honor  of 
the  Scientific  Award  Winners — Wednesday,  June  19,  1968. 
Since  space  is  limited,  we  suggest  you  make  your  reservations 
before  June  3,  1968.  Tickets  are  $10.00  each,  payable  in 
advance. 

The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be  featured  in 
JAMA,  May  6,  1968. 

SAN  FRANCISCO,  CALIFORNIA  JUNE  16-20, 1968 
AMERICAN  MEDICAL  ASSOCIATION’S  117th  ANNUAL  CONVENTION  • BROOKS  HALL 


For  lull  information,  see  Package  Insert 
or  P.D.R 


Riker  Laboratories 
Northridge,  California  91324 


Norflex 


(orphenadrine  citrate) 


The  muscle  relaxant 
that  works 

before  you  write  a prescription 


Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 
Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,  1 tablet  b.i.d. 


CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon'")  concurrently. 


WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 


SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 


DOSAGE:  INJECTABLE  — Average  adult  dose: 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 
I.M.  or  I.V.  May  be  repeated  every  12  hours. 
Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS -Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 


Chances  are  she’ll  be  fever-free 
in  less  than  48  hours... 


with 

Erythrocin-Sulfas 

ERYTHROMYCIN- 
TRISULFAPYRIM IDINES, 

ABBOTT 

FOR  RAPID  CLINICAL  RESPONSE 

In  a recent  series  of  clinical  studies,  Erythrocin-Sulfas 
was  used  to  treat  516  febrile  cases  of  suspected 
bacterial  infection.  Of  these,  85.5%  were  completely 
afebrile  within  J+8  hours. 

FOR  WIDE  BACTERIAL  COVERAGE 

Among  the  total  of  661  patients  (febrile 
and  afebrile)  who  could  be  evaluated,  the 
clinical  cure  rate*  was  92.2% 

FOR  OPTIMAL  PATIENT  ACCEPTANCE 

Three  forms  were  used  in  the  studies,  prescribed 
according  to  the  age  and  personal  preferences  of 
individual  patients: 


Erythrocin  ethyl  succinate- Sulfas  Granules 
erythromycin  ethyl  succinate-trisulfapyrimidines 
for  oral  suspension 

Erythrocin  ethyl  suceinate-Sulfas  Chewable 
erythromycin  ethyl  succinate-trisulfapyrimidines 
chewable  tablets 

Erythrocin  stearate- Sulfas  Filmtahr 

erythromycin  stearate-trisulfapyrimidines  tablets 

*Clinically  cured  included  patients  with  complete 
symptomatic  relief  and  those  who  had  partial 
symptomatic  relief  within  72  hours  with  subsequent 
clinical  cure.  803,46 


Please  see 
Brief  Summary 
on  next  page. 
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BRIEF  SUMMARY  FOR 

Ery  throci  n-  Sulfas 


TofightTB- 
find  it  first! 


Indications  For  mixed  infections  which  are 
more  susceptible  to  the  combination  than  to 
either  agent  alone.  These  may  include  sus- 
ceptible gram-positive  and/or  gram-negative 
mixed  infections.  Not  recommended  in  the 
treatment  of  infections  expected  to  respond 
to  full  therapeutic  doses  of  the  antibiotic  or 
sulfonamide  alone. 

Contraindications  Known  hypersensitivity  to 
erythromycin  or  sulfonamides.  Because  of  the 
possibility  of  kernicterus  with  sulfonamides, 
do  not  use  in  pregnancy  at  term,  in  premature 
or  in  newborn  infants  during  first  week  of  life. 

Warnings  As  with  other  forms  of  sulfonamide 
therapy,  use  only  after  critical  appraisal  in 
patients  with  liver  or  kidney  damage,  urinary 
obstruction,  or  blood  dyscrasias.  Deaths  have 
been  reported  from  hypersensitivity  reactions 
and  blood  dyscrasias  following  use  of  sulfon- 
amides. Perform  blood  counts  and  liver  and 
kidney  function  tests  when  used  inter- 
mittently or  for  long  periods. 

Precautions,  Side  Effects  Use  sulfonamides 
with  caution  in  patients  with  a history  of 
allergy,  including  asthma.  Mild  allergic  reac- 
tions (such  as  urticaria  and  other  skin  rashes) 
may  occur.  Serious  allergic  reactions  have 
been  extremely  infrequent;  if  encountered 
appropriate  countermeasures  (e.g.  epine- 
phrine, steroids,  etc.)  should  be  administered 
and  the  drug  withdrawn.  Assure  adequate 
fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  In  pro- 
longed therapy,  or  when  high  dosage  is  used, 
maintain  an  alkaline  urine.  If  oliguria  occurs, 
discontinue  therapy.  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting 
may  occur  with  erythromycin;  generally 
improved  by  reduction  of  dosage. 

If  overgrowth  of  nonsusceptible  organism 
occurs,  withdraw  the  drug  and  institute 
appropriate  treatment. 

Adverse  Reactions  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomit- 
ing, diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash, 
urticaria,  injection  of  the  conjunc- 
tiva and  sclera,  petechiae,  purpura, 
hematuria  and  crystalluria.  803446 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  act've 
tuberculosis.  Available  in  5‘s  and  25’s. 


330-8/6135 


Duo-Medihaler 


Isoproterenol  HCI  (4  mg.  per  cc.)  and 
phenylephrine  bitartrate  (6  mg.  per  cc.) 

acts  in  seconds 
lasts  for  hours 


a therapeutic  difference 


Hiker  Laboratories,  Northrldge,  California  91324 


Breathing’s 
t snap  agai 
he  said 
gingerly. 

(COMPLIMENTS  OF 
DIMETAPP) 


Up  clear  up  that  miserable  stuffed-up 
fding  with  Dimetapp.  Each  hard-work- 
ir  Extentab  brings  welcome  relief  from 
tl  stuffiness,  drip  and  congestion  of  upper 
rtpiratory  conditions  for  up  to  10-12 
hors.  Yet,  patients  seldom  experience 
diwsiness  or  overstimulation.  The  key  to 
su cess  is  the  Dimetapp  formula:  Dime- 
fa  3 (brompheniramine  maleate)— along 
w p phenylephrine  and  phenylpropanola- 
tn  l e,  two  time-tested  decongestants.  They 
gt  the  job  done ...  in  a hurry. 

in  sinusitis,  colds,  U.R.I. 

Aimetapp  Extentabs 

| )iirtane®  [brompheniramine  maleate],  12  mg.; 

Micjylephrine  HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg.) 

n to  10-12  hours  clear 
eathing  on  one  tablet 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications:  Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


Al-H-f^OBINS 


If  hypothyroidism  leaves  your  patient  feeling  like  this... 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


consider 

LETTER* 

(SODIUM  LEVOTHYROXINE, 
ARMOUR)  TABLETS 

Synthetic  Thyroid  Replacement  Therapy 


ARMOUR  PHARMACEUTICAL  C 0 M PA  N Y • C H I C AG  0,  ILLINOIS 


a:old,  NTz®  Nasal  Spray  provides  rapid  relief  of 
al  ymptoms.  Relief  starts  with  the  first  spray  which 
in?  he  inferior  part  of  the  common  meatus.  A second 
ay  a few  minutes  later,  will  shrink  the  turbinates  to 
l^ovide  sinus  drainage  and  ventilation.  Dosage 
1 1 repeated  every  three  or  four  hours  as  needed, 
te  porary  relief  of  symptoms.  nTz  is  well  tolerated 
ovrdosage  should  be  avoided, 
asiusitis  deterrent,  nTz  Nasal  Spray  can  be  used  to 
P 'e  nasal  passages  open  during  a cold  to  help  pre- 
t cvelopment  of  acute  sinusitis  — or  to  help  prevent 
acte  condition  from  becoming  chronic. 

d:  NTz  Nasal  Spray,  plastic  squeeze  bottles  of 
'NTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
pper. 


nTz  is  more  than  a simple  vasoconstrictor.  It  contains 

Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadil®  (brand  of  thenyldiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 

Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 


Winthrop  Laboratories,  New  York,  N.Y.  10016  lA/infhrop 


Valium  (diazepam) 

useful 
adjunct 
for  the 
coronary 
patient... 


When  oppressive  feelings  and 
psychic  tensions  are  severe 
and  cooperation  with  the  phy- 
sician poor,  it  may  be  helpful  to 
add  adjunctive  Valium  (diaz- 
epam), 10  mg  or5  mg  t.i.d.,  to 
the  coronary  patient’s  regimen. 
Valium  (diazepam)  helpsto 
promote  the  needed  relaxation 
that  the  patient  requires  to 
make  him  less  preoccupied 
with  his  condition  and  more  in- 
clined to  cooperate  in,  and 
benefit  from,  the  total  thera- 
peutic program.  Valium  (diaz- 
epam) may  be  administered  in 
the  presence  of  secondary 
depressive  symptoms. 

intheho4M‘““ 


convalescing... 

( 2 mg  or  5 mg  t.i.d.)  w 

The  heart  patient  who  leaves 

I the  hospital  to  enter  a period  of 
I slow  restorative  treatment  is 
I often  forced  to  make  emotion- 
ally difficult  adjustments.  The 
esulting  stress  of  this  period 
nay  again  cause  psychic  ten- 
sion to  mount  to  potentially 
larmful  levels.  To  augment 
rour  reassurance  and  the  emo- 
ional  support  of  his  family,  a 
■ mg  or  5 mg  t.i.d.  regimen  of 
'alium  (diazepam)  can  reduce 
sychic  tension  and  thereby 
elp  the  patient  to  accept 
ecessary  restrictions  more 
almly,  and  to  adjust  to  his  ill- 
ess  more  realistically. 


Getting  back  to  work  presents 
additional  stresses  for  the 
cardiac  patient.  There  are 
often  anxiety-producing  fea- 
tures in  the  job  which  can  be 
more  significant  than  the  phys- 
ical or  intellectual  demands  of 
the  work.  Valium  (diazepam), 

2 mg  or  5 mg  t.i.d.,  may  be  a 
useful  adjunct  to  reduce  over- 
reaction to  these  stresses  and 
thus  help  the  patient  to  face  job 
situations  more  calmly  and 

■ ■ ■ 

or  5 mg  t.i.d.) 


Vclliurntdiazepam 

to  help 
relieve 
psychic 
tension 

and  for  the  patient  with  tension-induced  sleeplessness, 
remember  the  value  of  an  extra  tablet  at  bedtime 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states,  moderate  to 
severe  psychoneurotic  states  with  anxiety,  apprehen- 
sion or  agitation  alone  or  with  depressive  symptoms; 
somatic  complaints  which  are  concomitants  of 
emotional  factors;  acute  agitation  due  to  alcohol 
withdrawal;  muscle  spasm  associated  with  cerebral 
palsy  and  athetosis. 

Contraindications:  Infants,  patients  with  history 
of  convulsive  disorders,  glaucoma  or  known 
hypersensitivity  to  drug. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  pa- 
tients, and  should  not  be  employed  in  lieu  of  appropriate 
treatment.  • 

Precautions:  Limit  dosage  to  smallest  effective  amount 
in  elderly  or  debilitated  patients  (not  more  than 
1 mg,  one  or  two  times  daily  initially)  to  preclude 
ataxia  or  oversedation,  increasing  gradually  as  needed 
or  tolerated.  As  is  true  of  all  CNS-acting  drugs,  until 
correct  maintenance  dosage  is  established,  advise 
patients  against  possibly  hazardous  procedures 
requiring  complete  mental  alertness  or  physical 
coordination.  Driving  during  therapy  not  recommended. 

In  general,  concurrent  use  with  other  psychotropic 
agents  is  not  recommended.  If  such  combination 
therapy  is  used,  carefully  consider  individual 
pharmacologic  effects  — particularly  with  known 
compounds  which  may  potentiate  action  of  Valium 
(diazepam),  such  as  phenothiazines,  barbiturates, 

MAO  inhibitors  and  other  antidepressants.  Advise 
patients  against  simultaneous  ingestion  of  alcohol  or 
other  CNS  depressants.  Safe  use  in  pregnancy  not 
established.  Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Observe  usual  precautions  in  im- 
paired renal  or  hepatic  function.  Periodic  blood  counts 
and  liver  function  tests  advisable  in  long-term  use. 

Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported:  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitement,  depression,  stim- 
ulation, sleep  disturbances,  acute  hyperexcited  states 
hallucinations);  changes  in  EEG  patterns  during  and 
after  drug  treatment.  Abrupt  cessation  after  prolonged 
overdosage  may  produce  withdrawal  symptoms 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting,  sweating)  similar  to  those  seen  with 
barbiturates,  meprobamate  and  chlordiazepoxide  HCI. 
Dosage  — Adults:  Mild  to  moderate  psychoneurotic  re- 
actions, 2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic 
reactions,  5 to  10  mg  t.i.d.  orq.i.d.;  alcoholism, 

10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  muscle  spasm  with  cerebral  palsy 
or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 

Geriatric  patients:  1 or  2 mg/day  initially,  increase 
gradually  as  needed  and  tolerated.  (See  Precautions.) 
Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  50  and  500. 

Roche 

laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Will  this  one 
taste  O.K.?” 


Will  it  help  “my 
gassy  stomach?” 


a puzzle 
of  antacid 
complaints 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 


a solution 
to  peptic  ulcer 
distress 


Stuart 


Division/Pasadena,  Calif. 


ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg.  i 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J R.:  Arch.  Surg  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


March,  1968 


45-A 


3 


rWhen  you 
can’t  control 
the  cause... 


you  can 
control  its 
effect. 


An  antihistamine-decongestant  available  in  slow  release 
capsules  containing  phenylephrine  hydrochloride,  25.0  mg.; 
chlorpheniramine  maleate,  7.5  mg.;  pyrilamine  maleate 
25.0  mg  : methapyrilene  hydrochloride,  12.5  mg.  Also  avail- 
able as  liquid  in  regular  non-sustained  release  dosage. 


Same  sustained  release  capsules  and  formula  as  PALOHIST 
except  in  one-half  strength  per  capsule. 


A sustained  release  capsule  that  allows  prompt  symptomatic 
relief  and  a continuing  release  of  remaining  medication 
over  a period  of  6 to  10  hours.  Each  capsule  contains 
chlorpheniramine  maleate,  8 mg.;  phenylephrine  HC1,  20 
mg.;  methscopolamine  nitrate,  2.5  mg. 


Complete  information  for  usage  avai 
able  to  physicians  upon  request. 


I 
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Now... twice  as  much  as  before  in  each  teaspoon 


400,000  units  of  potassium  penicillin  V per  teaspoonful 

New...V-Cillin  K , Pediatric,  250  mg. 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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SOUTH  CAROLINA 

PRISONERS  TO  GET  BALANCED  DIETS 

E.  J.  LEASE,  PH.D. 

R.  E.  LEDESMA,  B.S.,  M.T.  (ASCP) 
B.  W.  DUDLEY,  M.A. 

School  of  Pharmacy 
University  of  South  Carolina 
Columbia,  South  Carolina 


The  modern  concept  is  to  train  the 
prisoner  so  that  he  is  better  qualified  to 
earn  a living  when  he  is  allowed  to  return 
to  his  community.  It  is  essential  that  the 
individual  have  good  health  as  well  as 
good  training  if  he  is  to  become  an  asset. 
With  this  in  mind,  the  South  Carolina 
Department  of  Corrections  requested  the 
University  of  South  Carolina  to  evaluate 
the  diets  of  inmates  and  make  suggestions 
for  practical  improvements. 

About  one-half  of  the  food  for  the  in- 
mates of  the  South  Carolina  Department 
of  Corrections  is  produced  on  the  State 
operated  farms  and  processed  in  the  de- 
partment’s cannery,  corn  mill,  and 
slaughter  house.  The  other  half  of  the 
food  is  purchased  in  large  quantities 
wherever  greatest  economy  can  be  ob- 
tained. A good  crop  on  the  farm  or  a low 
market  price  frequently  determines  what 
is  on  the  menu ; however,  an  attempt  is 
made  to  give  the  inmates  as  wide  a variety 
of  foods  as  the  budget  permits.  Approxi- 
mately 2400  inmates,  averaging  24.5  years 
of  age,  are  being  fed  three  meals  a day. 
The  department  has  five  separate  food 


service  facilities  in  the  Columbia  area. 
Food  is  made  available  to  the  inmate  in 
a cafeteria  line  on  a “serve  yourself” 
basis,  where  the  inmate  can  take  all  he 
wants  but  is  requested  to  eat  all  he  takes, 
with  the  exception  of  meats  and  deserts 
which  are  served  individually.  Tables  to 
seat  four  and  colorful  decor  create  a 
pleasant  atmosphere  in  the  dining  room. 

Before  balancing  the  diets  of  the  South 
Carolina  prisoners,  a literature  search  was 
made  to  determine  what  other  states  were 
doing  and  had  done  in  relating  diets  to 
nutritional  needs.  The  history  of  the 
American  prison  goes  back  to  1790  when 
the  Walnut  Street  Prison  of  Philadelphia 
abolished  the  selling  of  liquor  to  inmates 
as  one  of  the  ills  condoned  at  the  old 
colonial  prison.1  Records  of  these  early 
years  show  that  prisoners  were  not  al- 
lowed to  converse  at  meals  and  that  the 
less  talkative  women  were  rewarded  with 
tea.  The  Philadelphia  Society  for  Dis- 
tressed Prisoners  concerned  itself  before 
1800  with  visiting  the  prison,  furnishing 
food  and  other  activities.  Dr.  Benjamin 
Rush,  one  of  the  first  penal  reformers, 
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envisioned  a system  with  individual  cells 
for  prisoners  and  a garden  for  growing 
vegetables  which  could  be  cultivated  by 
prison  labor.  This  progressive  spirit  of 
reform  was  abandoned  in  the  19th  century 
and  lay  dormant  until  our  time. 

By  1835  only  New  York.  Baltimore, 
and  Frankfort,  Ky.  had  provided  dining 
room  accommodations  to  ease  the  mo- 
notony of  prison  life.-  In  other  parts  of 
the  nation,  prisoners  were  sentenced  to 
spend  all  or  part  of  their  term  in  solitary 
confinement  on  a diet  of  bread  and  water. 
Riots,  which  found  excellent  breeding 
grounds  in  the  congestion  of  the  dining 
hall,  caused  a regression  to  cell  feeding. 
Cell  feeding,  in  turn,  created  problems  of 
sanitation.  In  the  mid-nineteenth  century 
the  New  Hampshire  prison  required  its 
inmates  to  arise  at  4:30  a.m.  and  work 
two  hours  before  breakfast,  but  did  feed 
them  well  on  beef,  rye  bread,  Indian  bread, 
potatoes,  beans,  and  peas.  The  American 
prisons  began  spending  twice  as  much  per 
man  per  day  for  food  as  did  English  pri- 
sons but  solitary  confinement  was  accom- 
panied by  rations  of  bread  and  water.8 

The  first  scientific  study  of  prison  nu- 
trition was  conducted  in  the  Elmira,  New 
York,  State  Prison  and  was  published  in 
1893.  By  the  1920’s  some  old  practices 
were  still  being  followed,  and  the  Spartan- 
burg, South  Carolina  county  jail  had  so 
many  cases  of  pellagra  that  the  United 
States  Public  Health  Service  used  it  as  a 
laboratory  for  studying  this  nutritional 
disease.  In  many  areas  of  the  nation  clin- 
ical cases  of  riboflavin  deficiency  as  well 
as  pellagra  could  be  found  in  prisons 
where  the  amount  of  money  spent  for  food 
was  below  that  necessary  for  an  adequate 
diet.  Today  prisons  put  stress  on  sanita- 
tion for  inmates  who  are  assigned  to  food 
serving  and  preparation.4  The  American 
Correctional  Association  advocates  an  ade- 
quate diet  for  inmates.5  Since  1942  the  use 
of  synthetic  vitamins,  applied  nutritional 
science,  and  a better  standard  of  living 


have  made  clinical  cases  of  malnutrition 
rare,  but  subclinical  cases  are  more  com- 
mon than  is  appreciated  by  the  average 
physician  or  public  health  leader.  This 
background  motivated  an  investigation  us- 
ing the  more  sophisticated  methods  of 
diagnosis  to  detect  malnutrition  if  it  ex- 
isted among  inmates  who  at  a glance  ap- 
peared healthy.  A more  complicated  sub- 
ject for  future  research  with  inmates  is 
the  effect  of  diet  on  behavioral  psychol- 
ogy.i:"i  It  is  noteworthy  that  the  sub- 
jects for  this  study  included  inmates  who 
had  donated  five  pints  of  blood  per  year 
to  the  Blood  Bank  Program  in  exchange 
for  a shortened  prison  sentence. 

Methods 

Information  on  the  dietary  intake  was  obtained  by 
carefully  weighing  the  total  amount  of  each  food 
item  consumed  at  the  Manning  Correctional  Center 
in  Columbia,  S.  C.  The  total  amount  of  each  in- 
gredient consumed  during  a thirteen  day  period 
divided  by  the  number  of  inmates  eating  in  the 
institution’s  cafeteria  determined  the  average  dietary 
intake  per  inmate. 

A daily  intake  of  specific  nutrients  was  computed 
by  referring  to  the  United  States  Department  of 
Agriculture  Home  and  Garden  Bulletin  No.  72,  “Nu- 
tritive Value  of  Foods.”  The  adequacy  of  the  diets 
was  determined  by  comparison  with  the  recom- 
mended dietary  allowances  of  publication  1146, 
“Dietary  Allowances,”  National  Research  Council. 
These  widely  accepted  standards  recommend  that 
men  receive  2900  calories,  70  grams  of  protein,  0.8 
gram  calcium,  10  mg  of  iron,  5000  international 
units  of  vitamin  A,  1.2  mg  of  vitamin  B,,  1.7  mg 
of  riboflavin,  19  mg  of  niacin  and  70  mg  of  vitamin 
C per  day. 

Ten  ml  of  blood  were  collected  from  each  inmate. 
The  blood  was  drawn  into  10  ml  vacutainer  tubes 
which  contained  10  mg  of  EDTA  in  powered  form. 
The  tubes  of  blood  were  transported  immediately 
to  the  laboratory  in  a styrofoam  chest  packed  with 
crushed  ice. 

A hemoglobin  determination  was  performed  on 
0.02  ml  of  blood  by  the  cyanomethhemoglobin  method 
described  by  Hainline.17  In  order  to  check  the 
hemoglobin  values  and  to  establish  the  volume  of 
packed  red  cells,  a microhematocrit  determination 
was  performed.18  The  vitamin  C content  of  whole 
blood  was  determined  on  5 ml  by  a modification  of 
the  photometric  procedure  described  by  Bessey 
and  associates.19  Five  ml  of  whole  blood  was  as- 
sayed for  riboflavin  content  by  the  fluorometric 
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procedure  described  by  Burch.20  A total  iron  con- 
tent of  whole  blood  was  determined  using  a modi- 
fication of  the  procedure  described  by  Wong.21  The 
total  protein  albumin-globulin  ratio  was  determined 
by  the  biuret  technique.22 


Figure  1 

Dietary  Intake  of  Inmates  Before  Diet  Improvement 

The  Recommended  Dietary  Allowances  for  males 
age  18  to  35  are  calories— 2900,  protein— 70  grams, 
calcium — 0.8  grams,  iron— 10  mg,  vitamin  A — 5000 
International  Units,  vitamin  B1 — 1.2  mg,  vitamin 
Bo— 1.7  mg,  niacin— 19  mg,  and  vitamin  C — 70  mg. 

Results  and  Conclusions 

The  analysis  of  the  diets  before  making 
improvements  showed  that  vitamin  C and 
niacin  were  the  most  deficient  nutrients 
(Figure  1).  This  was  readily  explained 
by  the  fact  that  the  budget  was  too  low  to 
permit  serving  orange  juice,  tomato  juice, 
or  fresh  fruit.  Likewise,  the  niacin  con- 
tent of  the  diet  was  low  because  meat  is  too 
expensive  to  serve  generously. 

In  order  to  confirm  the  dietary  studies 
and  be  sure  the  inmates  needed  more  vita- 
min C,  blood  studies  were  conducted 


(Table  1).  The  correlation  was  perfect  in 
that  the  inmates  had  an  average  of  sixty 
percent  as  much  blood  vitamin  C as  is 
recognized  as  normal  and  the  average  diet 
contained  sixty  one  percent  as  much  vita- 
min C as  the  recommended  dietary  allowT- 
ance. 

Proof  that  vitamin  C would  improve 
the  blood  picture  was  obtained  by  giving 
twenty  of  the  inmates  an  orange  flavored 
drink  prepared  in  the  laboratory  contain- 
ing the  recommended  dietary  allowance 
of  70  mg  of  synthetic  vitamin  C per  man 
per  day  (Table  II).  In  a two  week  period 
their  blood  vitamin  C level  increased  an 
average  of  112%.  This  evidence  justified 
giving  all  the  inmates  enough  additional 
vitamin  C to  balance  their  diets.  The  bud- 
get demanded  that  the  least  expensive 
source  of  vitamin  C and  niacin  be  used. 
Since  the  inmates  had  coffee  at  breakfast, 
milk  at  lunch,  and  water  as  the  only  drink 
at  supper,  the  orange  drink  was  given  at 
supper  every  evening.  Each  man  was  given 
six  ounces  of  a commercially  prepared 
synthetic  fruit  flavored  drink  which  con- 
tained one-half  of  the  recommended  die- 
tary supplement  to  bring  the  level  of  these 
nutrients  to  one  hundred  per  cent  of  the 
recommended  level.  The  use  of  pure  vita- 
mins is  considered  as  an  interim  measure 
only,  until  such  time  as  adequate  amounts 
of  lean  meat  and  fresh  fruits  can  be  used 
to  balance  these  diets. 

Laboratory  results  on  blood  and  urine 
samples  taken  after  this  dietary  supple- 
ment had  been  in  effect  for  one  month 
indicated  that  this  commercial  product 
provided  an  adequate  increased  nutrient 


Hemoglobin 
Hematocrit 
Riboflavin 
Total  Protein 
Albumin-globulin  ratio 
Ascorbic  Acid 


Table  I 

Blood  Composition  of  Prisoners  Before  Diet  Therapy 


Mean  Value 

14.3  g/100  ml 

41 

13.1  ug/100  ml 

7.3  g/100  ml 

2.3  g/100  ml 
0.54  mg/100  ml 


Observed  Range 
15.9  to  11.2 
46  to  35 
18.7  to  8.4 
8.2  to  6.8 
2.5  to  2.0 
1.22  to  0.19 


Minimal 
Normal  Value 

16.0  g/100  ml 

42 

8.7  ug/100  ml 

7.0  g/100  ml 
2.5  g/100  ml 

0.90  mg/100  ml 


Per  Cent 
Of  Normal 

89 

98 

151 

104 

92 

60 
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Table  II 

Effect  of  Synthetic  Vitamin  C on  the  Blood  of  Prisoners 


Blood  Levels 


Inmate  code 

Days  given  70 

Before  giving 

After  giving 

increase  in  Blood 

number 

mg  Vitamin  C 

Vitamin  C 

Vitamin  C 

Level  of  Vit.  C 

mgs/  100  ml 

mgs/  100  ml 

Per  cent 

1 

19 

0.47 

0.73 

55 

2 

19 

0.22 

1.09 

395 

3 

17 

0.19 

0.83 

336 

4 

14 

0.33 

0.63 

91 

5 

17 

0.38 

0.82 

115 

6 

18 

0.50 

0.73 

46 

7 

15 

0.38 

0.75 

97 

8 

19 

0.55 

1.34 

144 

9 

17 

0.88 

1.61 

83 

10 

16 

0.44 

0.99 

125 

11 

19 

0.44 

1.56 

255 

12 

14 

0.80 

1.46 

83 

13 

14 

1.00 

1.86 

86 

14 

14 

0.88 

1.04 

18 

15 

14 

0.77 

1.15 

49 

16 

13 

0.72 

1.46 

103 

17 

12 

0.50 

0.63 

26 

18 

14 

1.00 

1.25 

25 

19 

14 

0.77 

1.04 

35 

20 

13 

0.55 

0.94 

71 

The  established  lower  limit  of  blood  ascorbic  acid  is  0.9  mg/100  ml. 


112% 

Mean  Increase 


Table  III 

Effect  of  Ascorbic  Acid  and  Niacin  on  the  Blood  and  Urine  of  Prisoners 


Urine 

Blood  Levels  N’methylnico- 


Inmate 

Days  Given 

Increase  in 

tin  amide 

code 

23  mg  Vitamin  C 

Before  Giving 

After  Giving 

Blood  Level 

per.  gm. 

number 

8 mg  Niacin 

Vitamin  C 

Vitamin  C 

of  Vit.  C 

Creatinine 

mg/100  ml 

mg/100  ml 

Per  cent 

mgs 

21 

30 

0.38 

1.35 

255 

4.5 

22 

30 

0.47 

1.15 

144 

8.0 

23 

30 

0.30 

1.70 

466 

5.7 

24 

30 

0.47 

0.90 

91 

7.5 

25 

30 

0.29 

1.50 

417 

4.0 

26 

30 

0.39 

1.52 

289 

3.5 

27 

30 

0.43 

1.60 

272 

5.1 

28 

30 

0.55 

0.85 

54 

7.0 

29 

30 

0.25 

1.65 

560 

3.5 

30 

30 

0.42 

1.50 

457 

4.2 

31 

35 

0.75 

1.50 

100 

7.4 

32 

35 

0.88 

1.37 

55 

— 

34 

35 

0.44 

1.52 

245 

3.6 

35 

35 

0.22 

1.27 

477 

— 

36 

35 

0.19 

2.00 

952 

4.3 

Average 

0.43 

1.30 

322 

5.3 
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level  to  the  diet  (Table  III).  The  average 
amount  of  vitamin  C in  the  blood  was 
found  to  be  normal,  which  showed  that 
they  were  consuming  enough  niacin  in  the 
diets.  However,  there  is  some  question  as 
to  whether  these  dietary  standards,  which 
are  recommendations  for  the  average 
man,  are  sufficiently  high  for  men  who 
participate  in  the  program  of  donating 
five  pints  of  blood  per  year. 

In  the  course  of  the  studies  inmate  No. 
10  was  found  to  have  an  abnormally  small 
amount  of  vitamin  C in  his  blood  (0.44/ 
100  ml).  He  was  given  the  recommended 
dietary  allowance  of  70  mg  of  vitamin  C 
for  a period  of  16  days  at  the  end  of  which 
time  he  was  found  to  have  a normal  level 
in  his  blood  (0.99  mg/100  ml).  The  sup- 


plementation of  vitamin  C wTas  then 
stopped  as  plans  were  being  made  to  give 
all  the  inmates  a fortified  synthetic  fruit 
flavored  drink  at  their  evening  meal. 
Inmate  No.  10  did  not  eat  the  evening  meal 
but  snacked  at  the  institution’s  canteen. 
Six  weeks  later  his  blood  vitamin  C level 
had  dropped  to  an  abnormal  low  again 
(0.62  mg/100  ml).  It  is  well  known  that 
vitamin  C is  not  stored  in  the  body  and 
needs  to  be  consumed  in  the  diet  almost 
daily.  Consequently,  this  is  exactly  what 
should  be  expected  from  analysis  of  the 
blood  of  inmate  No.  10  who  is  not  taking 
the  opportunity  available  to  him  by  eat- 
ing the  balanced  meals  in  the  dining  hall 
but  rather  skipping  one  meal  a day  to 
snack  at  the  canteen. 
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THE  EVALUATION  OF  Q-WAVES  IN  LEADS  J 
AND  AVF  IN  THE  ELECTROCARDIOGRAM 


Electrocardiography  would  be  a simpler 
and  more  exact  diagnostic  tool  if  it  were 
possible  to  place  electrodes  on  the  heart 
surface  for  routine  tracings.  But  even  if 
this  were  allowable,  it  is  doubtful  that  the 
recurring  question  of  the  significance  of 
Q waves  in  leads  3 and  AVF  would  be 
settled  in  every  case. 

The  first  description  of  electrocardio- 
graphic changes  produced  by  myocardial 
necrosis  was  made  by  Eppinger  and  Roth- 
berger,1  who  injected  silver  nitrate  deep 
into  the  left  ventricle  of  animals  and  de- 
scribed the  RST  changes  produced.  The 
clinical,  but  not  the  electrocardiographic, 
picture  of  sudden  obstruction  of  the  coro- 
nary arteries  was  reported  in  1912  by 
J.  B.  Herrick.2  In  1918  F.  M.  Smith,3 
in  experiments  suggested  by  Herrick, 
ligated  the  coronary  arteries  in  dogs  and 
described  ST  elevation  and  later  T wave 
inversion  in  their  electrocardiograms. 
These  findings  were  compared  with  trac- 
ings in  three  subsequently  autopsied  cases 
of  coronary  occlusion  by  Herrick4  and 
found  essentially  identical.  Thus  to  Her- 
rick goes  the  honor  of  being  the  “father” 
of  both  the  clinical  and  the  electrocardio- 
graphic picture  of  myocardial  infarction. 

Further  advances  in  the  electrocardio- 
graphic diagnosis  of  coronary  occlusion 
followed  steadily.  In  1920,  Pardee5  also 
described  the  RST  changes  in  acute  in- 
farct in  man.  In  1928,  Parkinson  and  Bed- 
ford'1 described  the  serial  changes  in  the 
QRST  complex  following  infarction  in 
patients  who  survive  the  event  for  suf- 
ficient time  to  develop  them.  In  1930, 
Pardee7  noted  the  frequency  of  a deep  Q 
wave  in  lead  3,  amounting  to  25^  or 
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more  of  the  largest  deflection  of  the  QRS 
complex,  in  slightly  over  one  fourth  of 
his  patients  with  the  anginal  syndrome. 
He  also  found  it,  with  considerably  less 
frequency,  in  patients  with  right  ventri- 
cular hypertrophy,  and  in  enough  cases 
of  rheumatic  heart  disease  or  pericarditis 
that  “it  appears  there  is  something  about 
rheumatic  invasion  of  the  heart  that  gives 
rise  to  a QRS  group  of  this  sort”.  Deep 
Q waves  in  lead  3 were  occasionally  found 
in  various  other  cardiopathies,  and  even 
in  a few  normal  hearts.  It  was  his  feeling 
that  a large  Q3  was  an  effect  of  the  right 
ventricle,  and  that  it  represented  pre- 
dominance of  this  ventricle  either  through 
hypertrophy,  or  displacement  or  disease 
of  the  left  ventricle  to  allow  the  right  to 
predominate  in  lead  3.  Two  cases  were 
found  in  normal  adults. 

Meanwhile,  as  long  ago  as  1916, 
Krumbhaar  and  Jenks*  had  reported  the 
presence  of  deep  Q waves  in  lead  3 in 
normal  infants  and  children.  These  had 
a tendency  to  recede  with  advancing  age, 
but  were  still  marked  in  some  subjects  as 
old  as  13  years.  They  also  attributed  them 
to  predominance  of  the  right  ventricle  in 
the  young. 

Following  the  reports  of  Parkinson  and 
Bedford  and  of  Pardee,  the  presence  of 
deep  Q waves  in  lead  3 in  adults  came  to 
have  a certain  status  as  presumptive  evi- 
dence of  a previous  myocardial  infarct, 
and  the  puzzlement  of  the  interpreter  of 
electrocardiograms,  who  usually  knew 
little  or  nothing  about  the  patient,  began. 
For  example,  one  author'-'  of  a textbook 
on  electrocardiography  devoted  a chap- 
ter to  “The  deep  Q-wave  in  lead  3”. 

When  unipolar  leads  came  into  general 
use,  the  problem  was  to  a considerable 
extent  diminished  by  finding  that  a deep 
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Q8  becomes  either  negligible  or  disappears 
in  lead  AVF,  which  by  general  consent 
gives  a more  accurate  picture  of  what  is 
really  happening  on  the  diaphragmatic 
surface  of  the  heart  than  does  the  older 
lead  3.  So  it  is  usual  to  pay  no  further 
attention  to  a “significant  Q:;”  unless  it 
is  repeated  in  lead  AVF. 

However,  a physician  engaged  in  the 
routine  interpretation  of  electrocardio- 
grams still  encounters  a fair  number  of 
tracings  in  which  both  leads  3 and  AVF 
show  deep  Q waves,  with  no  evidence  by 
history  or  examination  of  any  significant 
heart  disease.  The  present  author  has 
been  especially  impressed  by  the  number 
of  such  cardiograms,  as  also  noted  by 
Pardee,  among  patients  in  our  Rheumatic 
Fever  Clinic.  A review  of  the  currently 
active  file  of  227  patients  shows  8 between 
the  ages  of  10  and  17  with  Q waves  in 
leads  3 and  AVF  which  would  be  con- 
sidered “significant”  in  an  adult. 

It  is  obvious  that  very  few  electrocar- 
diograms are  made  on  children  or  even 
young  adults  unless  the  physician’s  atten- 
tion is  in  some  manner  directed  to  the 
heart.  It  is  now  well  established  that  the 


occasional  finding  of  inverted  T-waves 
in  the  mid-precordial  leads  of  adults  of 
virtually  any  age  may  be  the  persistence 
of  a normal  “juvenile  pattern”.  It  seems 
possible  that  since  Qa  waves  have  been 
so  widely  noted  in  juvenile  patients,  their 
occurrence  in  adults  may  occasionally  rep- 
resent the  persistence  of  another  “juvenile 
pattern”.  Pardee  suggested  an  unusual 
distribution  of  the  A-V  bundle  as  a pos- 
sible explanation. 

Every  bit  of  clinical  information  the 
electrocardiographer  has  about  a patient 
helps  him  make  a more  accurate  reading 
of  the  electrocardiogram.  In  no  situation 
is  this  more  true  than  when  there  are 
deep  Q-waves  in  leads  3 and  AVF.  These 
waves  can  be  produced  by  myocardial 
infarction,  a horizontal  heart,  right  ven- 
tricular or  septal  hypertrophy,  a rotated 
heart,  left  ventricular  hypertrophy  or  left 
ventricular  degeneration,  youth  or  the 
persistence  of  a youthful  pattern.  Prob- 
ably the  clinician  is  in  better  position  than 
the  electrocardiographer  to  assess  the 
significance  of  Q-waves  in  leads  3 and 
AVF.  And  it  would  help  to  have  a cardio- 
gram made  when  the  patient  was  15  years 
old  for  comparison ! 
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COWPER’S  GLAND  CARCINOMA 


REPORT  OF  A CASE 

FLETCHER  C.  DERRICK,  JR.,  M.D.* 
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Carcinoma  originating  in  Cowper’s 
gland  is  rare.  Mery  described  the  glands  in 
1684  and  Cowper,  more  completely,  in 
1704.  The  most  recent  case  report  and 
complete  literature  review  was  in  1962  by 
LeDuc.1  Gutierrez  in  1937  reported  a case 
of  his  own  and  gave  a comprehensive  dis- 
cussion of  the  disease  including  the  his- 
torical factors.2  Reported  below  is  a case 
of  proven  Cowper’s  gland  carcinoma 
which,  although  treated,  could  easily  rep- 
resent a study  of  the  natural  history  of 
the  entity. 

Case  Report.  F Me.,  a 53-year-old  negro  male 
came  to  the  Medical  College  Urology  Clinic  for  the 
first  time  in  1961.  He  had  seen  his  family  physician 
because  of  difficulty  in  voiding.  Rectal  examination 
had  given  suspicion  of  a prostatic  nodule.  Examina- 
tion at  our  clinic  revealed  a distinct,  firm  nodule  on 
either  side  of  the  prostatic  apex,  almost  in  the 
external  sphincter.  (Fig.  1).  He  also  had  a urethral 
stricture  in  the  bulbar  urethra,  which  was  dilated. 


Fig.  1 Artist  illustration  of  Cowper’s  Gland  Tumor. 


The  opinion  at  that  time  was  “some  sort  of  pros- 
tatic cysts  or  some  unusual  form  of  prostatitis”.  An 
intravenous  pyelogram,  pelvic  x-ray  films,  and  acid 
phosphatase  level  all  were  within  normal  limits. 
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In  1962  the  rectal  lesion  had  increased  to  about 
three  times  its  previous  size,  and  the  patient  com- 
plained of  pain  in  the  left  pelvis.  Pelvic  x-ray 
films  showed  an  erosive  bone  lesion  of  the  posterior 
ramus  of  the  pubis  bone.  <Fig.  2).  Biopsy  of  the 
prostatic  lesion  and  also  a bone  biopsy  revealed 
mucinous  adenocarcinoma  which  was  diagnosed  as 
Cowper’s  gland  carcinoma. 

As  there  was  little  precedent  on  which  to  base 
treatment,  the  patient  was  offered  a radical  pro- 
cedure, namely  urethro-prostato-cystectomy  en  bloc 
with  the  left  anterior  and  posterior  ramus  of  the 
pubis  bone,  with  supravesical  diversion  of  urine. 
The  patient  refused  the  procedure. 


Fig.  2 Pelvic  x-ray  film  1963 
Fig.  3 Pelvic  x-ray  film  1964 
Fig.  4 Pelvic  x-ray  film  1965 


The  patient  was  followed  frequently  in  the  Urology 
Clinic  for  the  next  three  years,  continuing  to  re- 
fuse surgery.  Frequent  x-ray  films  and  physical 
examination  revealed  the  following  developments: 

• Figs.  2,  3,  4)  The  tumor  progressed  in  size.  There 
was  more  and  more  bone  erosion,  as  well  as 
urethral  and  rectal  erosion,  until  finally  early  in 
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Fig.  5 Photograph  of  patient  showing  lesion  in 
perineum  and  medial  left  thigh. 


1965  the  patient  showed  a urethro-cutaneous  fis- 
tula with  multiple  openings  on  the  perineum  and 
medial  side  of  the  thigh.  There  was  also  a history 
of  having  watery  stools  three  or  four  times  daily 
and  passage  of  gas  per  urethra.  It  was  further 
noted  that  he  had  had  increasing  difficulty  voiding 
until  the  apparently  spontaneous  rupture  of  the 
urethra  into  the  rectum,  at  which  time  he  required 
no  further  urethral  dilations.  At  this  time  he 
was  voiding  without  difficulty  from  his  rectum  most 


Fig.  6 Photograph  of  patient  after  left  hemipelvec- 
tomy,  colostomy  and  ureteroileal  cutaneous 
conduit. 


Fig.  7 Pelvic  x-ray  film  1966 
Fig.  8 Skull  x-ray  film  1966. 


of  the  time.  Again,  surgery  was  offered  to  the 
patient,  and  this  time  he  agreed.  In  June  of  1965 
an  exploratory  laparotomy  was  done  which  did 
not  reveal  any  positive  nodes  along  the  iliac  or 
aortic  chain.  An  ileal  conduit  and  colostomy  were 
performed.  Two  weeks  later  a hemipelvectomy,  cys- 
tectomy, prostatectomy  and  terminal  colectomy 
were  performed,  as  well  as  emasculation. 

The  patient  had  an  uneventful  postoperative  course 
and  adjusted  well  to  the  urinary  and  fecal  stomas 
as  well  as  to  the  use  of  crutches.  (Fig.  6).  For 
one  year  he  did  well  but  in  March  of  1966  it  was 
noted  that  he  had  a firm  mass  in  the  area  of  the 
right  pubic  bone  and  a pelvic  x-ray  film  revealed 
definite  bony  erosion  of  the  right  half  of  the  symphy- 
sis as  well  as  the  anterior  and  posterior  ramus. 
(Fig.  7).  The  patient  was  offered  a right  hemi- 
pelvectomy, but  he  refused.  In  July  of  1966  he  was 
complaining  of  some  headache  and  skull  x-ray 
films  at  that  time  revealed  bone  erosion  in  the 
skull.  (Fig.  8)  The  patient  has  had  a negative  chest 
x-ray  film  at  all  times. 

The  skull  lesion  was  examined  and  revealed 


March,  1968 


83 


COWPER’S  GLAND  CARCINOMA 


metastatic  Cowper's  gland  carcinoma.  Since  biopsy 
the  skull  mass  has  grown  and  recently  we  elected 
to  give  local  x-ray  treatment  of  2,000  R. 

Summary 

A case  of  Cowper’s  gland  carcinoma  is 
reported  in  detail  and  from  the  review  of 
the  literature  is  apparently  the  12th  re- 
ported case.  Palpation  of  a nodular  en- 
largement in  the  area  of  the  external 
sphincter  in  the  male  patient  who  has 
symptomatology  suggestive  of  urinary  ob- 


struction should  make  the  examiner  sus- 
picious of  Cowper’s  gland  carcinoma.  Al- 
though this  patient  was  treated,  in  essence, 
this  case  represents  a natural  history  of 
the  disease  in  that  the  patient  has  been  ob- 
served for  nearly  seven  years.  Cowper’s 
gland  carcinoma  apparently  grows  very 
slowly  and  metastasis  is  almost  totally 
by  contiguity.  A high  index  of  suspicion 
and  early  treatment  by  wide  excision  is 
recommended. 


REFERENCES 

1.  LeDuc,  Ector:  Carcinoma  of  Cowper’s  gland.  2.  Gutierrez,  Robert:  Primary  carcinoma  of  Cow- 

Cali  Med  9fi:44,  1982.  per’s  gland.  Surg  Gynec  Obstet  65:238,  1937. 


Neuromuscular  disorders  of  the  esophagus:  A 

collective  review — R.  R.  Bradham.  and  W.  C.  Sealy. 
Ann  Thorac  Surg  3:460-483  'May)  1967. 

The  etiology  and  pathogenesis  of  neuromuscular 
disturbances  of  the  esophagus  are  not  yet  clear. 
Ingelfinger  rasied  many  questions  in  his  lucid 
discussion  of  some  of  the  controversial  basic 
factors,  such  as  (1)  definition  of  the  junction 
of  the  esophagus  and  stomach,  (2)  the  nature  of 
an  intrinsic  sphincter  of  the  junction,  (3)  the 
role  of  the  right  diaphragmatic  crus,  and  (4) 
the  overall  nature  and  function  of  the  barrier 
mechanism  that  normally  prevents  reflux  of 
contents  from  the  stomach  to  esophagus. 

In  neuromuscular  disturbances  of  the  eso- 
phagus, the  coordination  of  the  normal  peristaltic 
waves  and  the  relaxation  of  the  sphincteric 
mechanisms  are  altered.  In  this  review,  those 
contributions  have  been  selected  which  seem 
pertinent  to  understanding  current  concepts  of 
eiology,  nature  of  the  dysfunction,  recognition, 
and  management  of  neuromuscular  esophageal 
disturbances.  Reference  has  been  made  to  124 
prominent  articles  on  these  subjects. 

A brief  review  of  the  normal  physiology  of 
deglutition  is  given  which  coordinates  the  actions 
of  the  pharyngoesophageal  and  gastroesophageal 
sphincteric  mechanisms  with  the  peristaltic 
waves  of  the  esophagus.  Stressing  abnormal 
physiology,  diagnosis,  and  treatment,  the  review 
is  divided  into  sections  on  achalasia,  chalasia, 
cricopharyngeal  achalasia,  and  diffuse  spasm 
of  the  esophagus.  Because  of  the  intimate  rela- 
tionship with  these  disturbances,  sections  are 
included  on  pharyngoesophageal  and  epiphrenic 
diverticula. 

The  most  prevailing  and  logical  methods  of 
therapy  for  these  conditions  are  discussed. 


Viable  and  Nonviable  Human  Cartilage  Homo- 
grafts—R.  F.  Hagerty,  M.D.,  H.  L.  Braid.  W.  M. 
Bonner,  Jr.,  M.D.,  G.  R.  Hennigar,  M.D.,  W.  H.  Lee, 
•Jr.,  M.D.  (Charleston)  Surg  Gynec  Obstet  125:485 
i Sept.)  1967. 

Using  chemical,  radioautographic,  histologic, 
immunologic  and  metabolic  techniques,  an  exten- 
sive analysis  was  made  of  19  homograft  “pairs”, 
consisting  of  a viable  and  a nonviable  (merthio- 
late-killed)  graft  from  the  same  donor,  removed 
from  human  volunteers  after  periods  of  implanta- 
tion ranging  from  3 to  8 years.  The  results  show 
a progressive  decline  in  graft  integrity  in  both 
the  viable  and  nonviable  grafts.  The  destruction 
of  the  nonviable  grafts  was  found  to  be  more 
rapid  and  extensive  than  that  of  the  viable  grafts, 
which,  even  after  eight  years  of  implantation, 
had  the  macroscopic  appearance  of  fresh  car- 
tilage and  in  all  cases  exhibited  some  cellular 
viability.  No  antigen-antibody  reaction  could 
be  demonstrated  in  the  serum  of  the  hosts  nor 
by  fluorescein  staining  of  the  graft  material.  A 
marked  loss  of  polysaccharide  from  the  ground 
substance  of  the  nonviable  grafts  was  obvious, 
and  there  were  also  indications  of  a slight  poly- 
saccharide loss  from  the  viable  grafts.  A measure- 
able  anaerobic  glycolysis  was  demonstrated  in 
both  grafts.  The  metabolism  of  the  nonviable 
grafts  was  attributed  to  host  tissue  fluids  or 
fibrous  tissue  invasion,  or  both. 

These  studies  have  shown  that  the  presence 
of  viable  cells  in  cartilage  homografts  contributes 
significantly  to  the  prolonged  sui-vival  of  the 
graft.  However,  the  results  also  show  that  cellu- 
lar viability  declined  progressively,  and  at  a 
faster  rate  than  that  of  the  normal  aging  pro- 
cess of  human  cartilage.  It  is  concluded  that 
eventually  all  cells  will  die,  resulting  in  total 
destruction  of  the  grafts. 
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This  report  is  based  on  the  seemingly 
successful  use  of  continuous  anticoagulant 
therapy  to  prevent  the  progression  of 
senile  dementia.  Seventeen  patients  in  var- 
ious stages  of  the  disease  have  been 
treated  over  the  past  five  years.  None  had 
progression  of  symptoms  while  treatment 
was  in  progress,  and  detailed  histories 
will  be  given  in  a later  article.  While  the 
series  is  small,  the  beneficial  results  and 
the  fact  that  the  theory  of  the  treatment 
is  based  on  known  pathological  findings 
and  sound  physiological  knowledge  seems 
to  warrant  a report  at  this  time:  It  will 
give  others  the  opportunity  to  confirm  or 
deny  the  usefulness  of  this  form  of  ther- 
apy in  a disease  which  has  now  reached 
almost  epidemic  proportions  and  has 
hitherto  been  beyond  our  influence. 

This  study  also  includes  presenile  de- 
mentia, Pick’s  disease  and  arteriosclero- 
tic brain  disease.  A review  of  the  litera- 
ture leads  the  author  to  believe  that  the 
clinical  and  pathological  differentiation 
of  these  entities  is  often  vague  and  un- 
satisfactory and  the  impression  gained 
was  that  eventually  they  all  will  be  found 
to  be  variants  of  the  same  condition : 
arterial  insufficiency  of  the  brain.  Group- 
ing these  conditions  is  convenient  for  the 
purposes  of  diagnosis  and  treatment,  for 
we  will  not  have  to  haggle  over  minute 
and  controversial  differences  in  the  classi- 
fication of  the  patients.  Even  more  im- 
portant, we  can  consider  them  all  to  be 
potential  candidates  for  treatment.  Solely 
for  the  purposes  of  this  study,  then,  the 
term  “senile  dementia”  can  be  construed 
as  including  all  those  conditions  listed 
above. 

The  prognosis  for  senile  dementia  as 
related  in  the  textbooks1-2  is  very  gloomy 
indeed.  The  condition  of  some  patients  re- 
mains relatively  stationary  but  most  pa- 
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tients  deteriorate  mentally  and  physically 
at  varying  rates  and  die  within  one  to  ten 
years.  Supportive  care  is  about  the  only 
treatment  recommended.  My  own  experi- 
ence in  twenty  years  of  medical  practice 
confirms  this  rather  hopeless  outlook.  I 
had  not  only  the  opportunity  but  also  the 
grim  necessity  of  following  the  course  of 
such  patients  from  the  onset  of  their  ini- 
tial symptom  to  their  reaching  the  even- 
tual “vegetable”  state:  incontinent,  im- 
becilic  and  bedridden. 

It  was  the  repeated,  hopeless,  help- 
less watching  of  such  patients  that  pro- 
duced the  present  concept  of  treatment ; 
at  the  same  time  I had  patients  with 
transient  ischemic  attacks  responding 
satisfactorily  to  anticoagulant  therapy  as 
proposed  by  Millikan.3  The  thought  was: 
why  could  not  the  mental  changes  of  the 
dementias  be  the  psychic  equivalent  of  the 
motor  paresis  of  the  transient  ischemic  at- 
tacks? A bout  of  confusion  could  equal  a 
weakened  arm.  In  either  situation  the 
attack  could  and  often  did  leave  a major 
and  permanent  disability.  Why  not  test 
this  theory  by  a therapeutic  trial? 

Testing  the  Theory 

A patient  was  needed  whose  prognosis 
without  treatment  would  be  hopeless ; a 
sixty-six-year-old  patient  presented — her 
diagnosis  was  presenile  dementia.  Cortical 
atrophy  had  been  demonstrated  by  air 
encephalogram.  Two  physicians  had 
agreed  that  confinement  in  a mental  hos- 
pital would  soon  be  required,  and  with 
good  reason : the  patient  could  not  carry 
on  a conversation,  could  not  dress  herself 
and  more  recently  could  not  use  the  bath- 
room unassisted  and  was  at  times  incon- 
tinent. The  daughter,  a nurse,  realized 
the  crossroads  had  been  reached.  If  her 
mother  became  worse,  she  could  no  longer 
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be  cared  for  at  home  but  would  have  to 
be  “put  away.”  Rather  than  this  she  chose 
a trial  of  anticoagulant  therapy,  fully 
understanding  the  risks.  The  patient  was 
started  on  Dicumarol*  as  an  outpatient. 
The  modest  goal,  as  explained  to  the  re- 
latives (the  patient  being  unable  to  com- 
prehend fully)  was  to  prevent  further  de- 
terioration. Surprisingly,  the  patient  be- 
gan to  improve.  In  two  months  she  was 
doing  excellent  needlepoint  work,  staying 
at  her  own  home  by  herself  much  of  the 
time  and  even  doing  her  own  redecorating. 
Personal  hygiene  was  no  problem.  Nine- 
ten  months  later,  while  still  on  anticoagu- 
lant, she  had  severe  chest  pain  while  at 
her  own  home  and  died  twenty-four  hours 
later  in  the  hospital.  An  electrocardiogram 
suggested  a myocardial  infarction,  but  no 
autopsy  was  done. 

The  arrest  of  senile  dementia  progress 
in  this  patient  seemed  to  confirm  the  orig- 
inal theory,  with  an  added  bonus;  not  only 
did  the  patient  not  deteriorate,  she  ac- 
tually improved.  While  coincidence  or  the 
psychic  influence  of  a change  of  treat- 
ment is  a possible  explanation,  it  is  highly 
unlikely,  since  three  independent  doctors 
agreed  on  the  poor  prognosis  and  the  en- 
cephalogram confirmed  the  diagnosis  of 
organic  brain  disease. 

Of  the  other  sixteen  patients,  most 
stayed  the  same,  some  improved,  but  none 
deteriorated  while  under  therapy.  The 
group  included  varied  categories : spon- 
taneous bouts  of  confusion ; repeated 
strokes  leaving  new  motor  deficits  each 
time  plus  psychic  changes;  and  persisting 
delirium,  precipated  by  severe  medical 
illness  or  surgery;  all  of  which  responded 
surprisingly  well  to  three  weeks  of  anti- 
coagulant therapy.  The  distinct  clinical 
impression  was  that  the  disease  process 
was  halted  in  all  these  patients.  In  a few 
in  whom  the  deteriorating  process  had 
appeared  to  be  stationary  when  the  pa- 
tient was  first  seen,  treatment  was  under- 
taken with  the  faint  hope  that  improve- 
ment in  the  existing  disability  would  oc- 


cur. When  there  was  no  improvement  af- 
ter three  to  four  weeks  the  anticoagu- 
lant was  discontinued.  It  is  likely  of  very 
great  significance  that  several  patients 
who  had  been  deteriorating  rapidly  prior 
to  treatment  did  well  while  on  the  anti- 
coagulant but  deteriorated  severely,  even 
to  the  point  of  death,  soon  after  the  medi- 
cation was  discontinued. 

Discussion 

We  long  have  known  that  80  percent 
of  strokes  are  caused  by  a thrombosis  in 
the  arteries  leading  to  the  brain — either 
intracranially  or  in  the  vertebral-carotid 
artery  system  in  the  neck.  We  know,  too, 
that  mental  changes  can  occur  with  the 
first  stroke  even  though  they  are  more 
frequent  with  subsequent  strokes.  More 
recently  several  authors  have  shown  that 
mental  changes  alone  can  accompany 
thrombosis  in  the  carotid  and/or  verte- 
bral arteries. 4>3»6  We  are  then  perhaps 
justified  in  tentatively  assuming  that 
thrombosis  in  an  artery  leading  to  the 
brain  can  cause  damage  to  the  brain  tis- 
sue of  sufficient  degree  to  produce  symp- 
toms, and  that  these  symptoms  will  fit  at 
some  point  in  the  following  scale : 

Motor  defect  only  (Paresis) 

Motor  and  Mental  Defect 
Mental  defect  only 

Between  the  extremes  of  mental  or  motor 
defect  only  are  varying  combinations  of 
motor  and  mental  deficiencies. 

We  can  assume  that  the  location  and 
extent  of  this  brain  damage  will  depend 
upon  the  site  of  the  thrombosis  and  the 
efficiency  of  the  collateral  blood  supply  to 
the  area.  But  even  with  the  same  site  and 
degree  of  brain  damage,  the  loss  of  brain 
functions  will  not  be  the  same  in  each 
patient,  as  demonstrated  by  Goldstein.7 
If  we  do  not  remember  this  fact  we  can 
be  misled  by  the  apparent  lack  of  correla- 
tion between  the  clinical  symptoms  and 
the  pathological  site  of  the  lesion.  In 
this  regard  we  also  must  allow  for  the 
difference  in  psychological  reaction  of  the 
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individual  patient  to  his  brain  damage  as 
discussed  by  Brosin.8  In  short,  similar 
pathological  lesions  in  the  brain  can  re- 
sult in  different  symptoms  in  different 
patients. 

But,  it  is  said,  patients  with  senile 
dementia  always  show  certain  character- 
istic microscopic  findings  in  the  brain  and 
they  do  not  always  present  evidence  of 
arterial  thrombosis.  I will  agree  to  the 
former  but  must  add  that  pathologists 
find  much  overlapping  of  the  categories, 
and  sometimes  a poor  correlation  between 
the  clinical  and  the  pathological  severity.' 
As  for  the  absence  of  thrombosis,  let  me 
ask  the  reader : How  many  times  have  you 
seen  the  carotid  and  vertebral  arteries 
examined  during  an  autopsy  on  a patient 
with  senile  dementia?  The  author  has  seen 
many  brains  examined  but  never  once 
has  seen  a complete  study  of  the  vertebral 
and  carotid  arteries.  Certainly  this  ex- 
amination is  difficult  to  perform,  but  can 
we  come  to  any  rational  and  justifiable 
conclusions  about  the  relationship  of  the 
circulation  to  the  pathological  changes  in 
the  brain  until  we  have  done  such  com- 
plete studies  on  many  patients?  We  must 
also  consider  the  collateral  circulation  and 
even  the  condition  of  the  end-arteries. 
Such  comprehensive  arterial  studies  were 
recommended  in  America  by  Hunt"  as 
long  ago  as  1914,  and  in  Europe  by  Chiari 
in  1905.  Complete  arterial  studies  seem 
to  have  been  neglected  as  far  as  senile 
dementia  is  concerned.  Most  discussion 
centers  around  the  microscopic  and  gross 
abnormalities  of  the  brain  itself.  In  fact, 
at  most  formal  brain  cutting  seminars, 
the  rest  of  the  body  has  long  since  de- 
parted to  the  grave.  It  is  as  if  we  classified 
gangrene  of  the  leg  according  to  whether 
it  started  in  the  little  or  the  great  toe,  and 
neglected  to  examine  the  femoral  or  iliac 
arteries.  In  addition  to  the  admittedly  dif- 
ficult technical  problems,  some  psycho- 
logical block  has  prevented  us  from  apply- 
ing to  the  study  of  the  brain  the  same  logic 
we  have  so  successfully  used  in  solving  the 
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circulatory  problems  of  the  extremities. 
Perhaps  we  should  conceive  of  the  brain  as 
a fifth  extremity. 

It  must  be  admitted,  though  not  in  con- 
nection with  senile  dementia,  that  of  re- 
cent times  the  neck  arteries  have  been 
more  thoroughly  studied.  The  classic  is  the 
monograph  of  Hultquist10  who  dissected 
the  extracranial  and  intracranial  arteries 
in  3,500  patients  and  discovered  a sur- 
prising amount  of  arterial  obstruction. 
Unfortunately  there  was  little  accom- 
panying clinical  history.  Fisher11  added 
the  important  clinical  information  in  his 
own  studies  and  thoroughly  reviewed  the 
subject  of  extracranial  artery  obstruction. 
Humphrey  and  Newton12  found  carotid 
occlusions  in  seventeen  patients  under  the 
age  of  forty — two  under  nineteen  years 
of  age — so  we  must  not  think  of  this  as 
just  a geriatric  problem.  The  study  of 
Hutchinson  and  Yates"'  of  the  caroticover- 
tebral  system  in  eighty-three  patients, 
along  with  their  histories,  reveals  the  first 
symptoms  of  arterial  obstruction  some- 
times to  be  psychological.  Also  there  are 
specific  case  reports  on  mental  deteriora- 
tion associated  with  carotid  artery  oc- 
clusion.^ 4>6>13  Clark  and  Harrison11  reviewed 
sixty-nine  cases  of  bilateral  carotid  artery 
occlusion  and  found  that  29  percent  had 
mental  symptoms. 

This  all  adds  up  to  the  following  ob- 
servations : senile  dementia  can  occur 
with  carotid  and/or  vertebral  artery 
disease;  it  can  occur  without  it  and  with 
intracranial  artery  disease  only ; and  it 
can  occur  with  both  combined.  But  as  far 
as  is  known,  no  one  has  proved  that:  it  can 
occur  without  any  arterial  disease.  Such 
proof  would  require  that  the  arterial  sup- 
ply be  examined  from  the  aortic  arch  to 
the  end-artery  areas,  including  the  in- 
traosseous portions  of  the  arteries,  w7hich 
have  been  shown  to  be  occluded  at  times. 
We  still  do  not  have  sufficient  evidence  to 
prove  beyond  all  doubt  that  the  arterial 
narrowing  is  a cause  of  and  not  just  an 
accompaniment  of  dementia ; but  we  must 
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consider,  as  Kety15  has  well  emphasized, 
that  the  brain,  above  all  organs,  requires 
efficient  circulation.  A general  diminution 
of  the  blood  supply  could  cause  generalized 
brain  damage  and  if  the  area  that  con- 
cerned the  patient’s  memory  of  his  tele- 
phone number  happened  to  be  involved, 
he  would  notice  it.  But  who  would  notice 
the  destruction  of  10  percent  of  the  nerve 
cells  supplying  the  erector  spinae  muscles? 
In  other  words,  compared  to  the  motor 
areas,  the  mental  apparatus  of  the  brain 
may  be  a very  sensitive  indicator  of  brain 
damage.  I say  “may  be,’’  because  even 
here  there  can  be  a loss  of  function  which 
is  not  easily  noticeable  or  measurable  since 
it  may  be  compensated  for  by  the  patient 
with  devices  such  as  the  Korsokoff  mech- 
anism. 

We  have  other  evidence  of  the  relation- 
ship of  dementia  to  vascular  disease  but 
it  has  not  been  systematically  correlated. 
In  1956  Ask-Upmark  and  Fajers16  re- 
ported microgyria  associated  with  left 
common  carotid  artery  obstruction  in  a 
patient  with  pulseless  disease.  They  men- 
tion a possible  relationship  to  Alzheimer’s 
and  Pick’s  diseases.  Of  great  interest  also 
is  the  paper  by  Fetterman  and  Moran17 
relating  cerebral  softening  to  anomalies 
of  the  circle  of  Willis.  They  found  that  50 
percent  of  their  patients  had  “normal” 
circles  and  23  percent  had  complete  inter- 
ruptions. Such  abnormalities  sometimes 
were  felt  to  be  a deciding  factor  in  pro- 
ducing cerebral  softening  in  some  pa- 
tients, and  could  explain  such  a lesion  in 
the  presence  of  only  minor  arterial  nar- 
rowing elsewhere  in  the  system  supplying 
the  brain. 

Modern  Facts  About  Strokes 

It  is  perhaps  advantageous  to  consider 
some  of  the  modern  knowledge  about 
strokes  as  outlined  by  Boyd.18  Eighty-five 
percent  result  from  the  coagulation  of 
blood  (80  percent  thrombosis,  5 percent 
embolus) . It  is  commoner  for  the  occlusion 
to  be  extracranial  than  intracranial  and 


Boyd  says  we  should  think  of  strokes  as 
being  cerebral  infarctions  rather  than 
cerebral  thromboses.  He  mentions  the  fact 
that  senile  dementia  may  be  associated 
with  carotid  artery  occlusion.  He  notes 
also  that  50  percent  of  the  people  over  fifty 
years  of  age  have  severe  atherosclerosis  of 
the  extracerebral  or  extracranial  arteries. 
Besides  the  large  vessel  lesions  he  also 
stresses  the  possibility  of  microemboli  as 
being  a cause  of  “little  strokes.” 

Therapeutic  Factors 

Let  us  now  turn  to  two  therapeutic 
facts:  First,  anticoagulant  drugs  do  re- 
duce the  clotting  of  blood  effectively  and 
do  prevent  intravascular  thrombosis. 1,1 
Secondly,  anticoagulants  already  have 
been  proved  to  be  of  value  in  maintaining 
the  cerebral  circulation,  as  demonstrated 
by  Millikan8  and  McDevitt  and  Wright.2" 

Now  if  the  theory  is  correct,  that  the 
thrombosis  in  the  arteries  to  the  brain  is 
the  cause  of  senile  dementia,  what  result 
should  we  anticipate  from  anticoagulant 
treatment?  We  should  have  a right  to  ex- 
pect complete  arrest  of  further  deteriora- 
tion because  the  drug  will  have  its  effect 
in  all  the  arteries,  whether  carotid,  verte- 
bral, anastamotic  or  end-artery.  We  might 
allow  ourselves  a 5 or  10  percent  failure 
rate  due  to  other  factors  such  as  a failure 
of  the  general  circulation,  anomaly  of  an 
artery  or  failure  of  the  anticoagulant  to 
be  perfectly  effective  in  all  arteries  in  all 
patients  at  all  times.  It  should  therefore  be 
relatively  easy  to  test  the  theory  by  ob- 
serving whether  or  not  the  dementia  in- 
creases in  the  patients  while  under  treat- 
ment. In  my  series  of  patients  not  one 
deteriorated  to  any  significant  degree,  and 
many  were  treated  over  a year. 

We  now  have  come  to  a great  stumbling 
block — how  do  we  know  tha  these  pa- 
tients would  have  deteriorated  without 
treatment?  We  can  never  know  for  sure, 
but  we  must  give  some  credence  to  clinical 
judgment.  In  the  example  given  earlier, 
three  experiencd  clinicians  felt  sure  the 
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patient  was  failing  rapidly.  With  the  clin- 
ical experience  of  observing  the  course  of 
similar  patients,  along  with  watching  the 
progress  of  a particular  patient,  a physi- 
cian can  make  a fairly  accurate  assess- 
ment of  the  outcome:  some  patients  will 
fail  rapidly  and  others  slowly.  Senile  de- 
mentia early  in  life  (presenile  dementia) 
is  usually  more  rapid  in  its  course  and 
hence  gives  a more  clear-cut  response  to 
treatment.  Some  predictions  are  going  to 
be  wrong,  but  if  we  take  a group  of  such 
patients  we  can  be  reasonably  certain  that 
not  all  of  them  are  going  to  remain  sta- 
tionary. When  none  of  the  patients  in  my 
group  demonstrated  deterioration,  this 
was  felt  to  be  highly  significant.  And  when 
some  even  improved,  and  maintained  this 
improvement  while  under  therapy,  the  re- 
sult seemed  even  more  impressive.  Finally, 
it  seems  important  to  note  that  several 
patients  who  did  well  while  taking  anti- 
coagulant deteriorated  rapidly  and  died 
a few  months  after  this  was  discontinued. 
One,  whose  initial  symptoms  were  purely 
psychic,  had  repeated  strokes  with  re- 
sulting hemiplegia  after  the  medication 
was  discontinued. 

Claude  Bernard1'1  recommended  the 
method  of  counter-proof  to  test  one’s 
theory  and  it  was  possible  to  do  this  on 
one  patient.  This  man  had  presenile  de- 
mentia, proved  before  treatment  by  air 
studies  and  clinical  examination,  and  after 
death  by  autopsy.  We  took  this  patient 
off  Dicumarol  three  times  over  a period 
of  two  months.  Each  time,  as  soon  as  his 
prothrombin  time  had  risen  above  the 
therapeutic  range  for  three  or  four  days, 
he  became  confused,  combative  and  re- 
quired a constant  attendant.  Each  time, 
on  resumption  of  Dicumarol,  and  a few 
days  after  his  prothrombin  time  dropped 
to  the  therapeutic  range,  his  mental  status 
improved  and  he  required  only  regular 
ward  care.  Following  discharge  he  had  a 
bleeding  episode,  the  anticoagulant  was 
stopped,  and  he  deteriorated  rapidly,  be- 
came bedridden  and  died  of  pneumonia 


two  months  after  discharge.  Once  again 
this  result  strongly  supports  but  does  not 
prove  the  theory,  for  it  is  only  one  case. 

Blood  Sludging 

A very  significant  point  is  the  occur- 
rence of  improvement  in  some  patients — 
as  in  the  first  patient  described.  This  was 
not  predicted  from  the  theories  and  facts 
already  discussed,  for  it  has  long  been 
held  that  brain  damage  is  irreversible. 
Therefore,  we  must  look  for  an  explana- 
tion of  this  phenomenon.  On  a circulatory 
basis  the  work  of  Knisely-1’  on  blood  sludg- 
ing could  offer  a valid  explanation.  The 
sludged  blood  in  the  narrowed  vessels  is 
less  fluid  and  hence  does  not  flow  freely. 
The  anticoagulant,  by  reducing  sludging 
and  thickening  of  the  blood,  could  increase 
the  efficiency  of  the  blood  flow,  thus  re- 
turning function  to  brain  cells  which  are 
not  dead  but  are  not  functioning  at  full 
capacity  due  to  impairment  of  the  supply 
of  the  nutrient  and  the  removal  of  waste 
products. 

We  might  well  wonder  if  sludging  of 
the  blood  has  any  real  effect  on  the  supply 
of  blood  to  the  brain.  Have  we  any  evi- 
dence that  the  blood  flow  is  reduced?  Ex- 
perimental work  by  Swank  et  al.23  showed 
that  aggregation  of  blood  cells  produced 
by  injecting  serotonin  resulted  in  an  in- 
creased screen  filtration  pressure  (SFP), 
that  is,  the  pressure  needed  to  force  the 
blood  at  a uniform  speed  through  a multi- 
pore screen.  This  work  also  showed  that 
perfusion  of  blood  with  an  elevated  SFP 
through  an  isolated  cat  head  resulted  in 
early  cessation  of  brain  waves.  They  have 
shown  repeatedly  that  blood  with  an  ele- 
vated SFP  manifests  significantly  in- 
creased resistance  to  blood  flow  through 
an  isolated  or  intact  organ.  If  we  can 
transpose  these  findings  to  patients,  which 
seems  reasonable,  we  would  expect  to  find 
a slowing  of  the  circulation  through  the 
brain  in  any  of  the  many  general  condi- 
tions which  cause  sludging  of  the  blood. 
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This  could  result  in  confusion,  delirium 
and  even  unconsciousness.  If  the  patient 
had  pre-existing  carotid  or  vertebral  ar- 
tery stenosis,  or  even  a localized  intra- 
cranial arterial  narrowing,  it  would  not 
be  unreasonable  to  expect  even  more 
severe  effects  on  the  circulation  beyond 
the  point  of  arterial  constriction.  We  may 
then  postulate  from  the  above  reasoning 
that  an  elderly  person,  already  having  a 
tendency  to  confusion  due  to  narrowing  of 
the  arteries  to  the  brain,  upon  suffering 
pneumonia,  severe  trauma  or  other  disease 
causing  sludging  of  the  blood,  would  likely 
become  quite  confused  because  of  the  in- 
creased arterial  insufficiency  of  the  brain. 
Of  course,  besides  the  sludging  we  also 
would  have  to  attribute  some  of  the  ef- 
fects to  hypotension  and  decreased  cardiac 
output,  all  three  of  which  might  combine 
their  effects  to  result  in  a severely  re- 
duced flow  of  blood  through  the  brain. 
Such  situations  often  are  found  clinically. 

An  important  question  seems  to  be : 
Will  the  anticoagulant  Dicumarol  prevent 
blood  sludging?  Swank  et  al.23  also  showed 
that  the  aggregation  of  blood  cells  pro- 
duced by  serotin  can  be  abolished  by  the 
serotin  antagonist  UML-491.  They  found 
that  several  other  methods  prevent  aggre- 
gation— such  as  sodium  citrate  when 
present  to  prevent  coagulation  of  the 
blood.  So  it  does  not  seem  unreasonable  to 
expect  that  other  anticoagulants — those 
nontoxic  to  humans — might  have  the  same 
effect.  But  I can  find  little  reference  to  ex- 
periments to  demonstrate  this.  Bronofsky 
and  Quick-4  found  that  Dicumarol  did 
reduce  the  platelet  adhesiveness,  more  so 
than  did  heparin.  Knisely25  found  that 
a heparinized  monkey  did  not  show  the  ex- 
pected clinical  picture  of  brain  dysfunc- 
tion when  exposed  to  the  usual  sludge- 
producing  stimulus.  We  do  know  that 
Dicumarol  does  prevent  blood  clotting, 
which  is  likely  the  end  and  irreversible 
stage  of  cell  aggregation,  so  we  might  be 
justified  in  inferring  that  the  Dicumarol 


acted  at  the  initial  stage  in  blood  clotting 
by  preventing  the  original  sludging  of 
the  cells.  The  most  direct  evidence  of  the 
correctness  of  such  an  inference  seems 
to  be  the  study  of  Meyer,2'1  who  directly 
observed  on  the  pial  vessels  the  action  of 
Dicumarol  and  heparin  in  preventing 
clumping  of  cells  and  slowing  of  blood 
flow. 

It  seems  important  that  more  evidence 
be  obtained  to  substantiate  the  possible 
function  of  Dicumarol  in  preventing  this 
aggregation  of  blood  cells.  First,  because 
more  and  more  evidence  is  accumulating 
that  blood  sludging  is  a source  of  wide- 
spread tissue  damage.  Its  prevention  could 
circumvent  crippling  organ  injuries  and 
even  prevent  death  in  many  patients. 
Secondly,  Dicumarol  is  a relatively  non- 
toxic drug  which  has  been,  and  still  is, 
used  by  millions  of  patients.  If  we  can 
prove  its  action  in  desludging  blood,  its 
use  can  be  extended  to  many  more  pa- 
tients. Such  benefits  could  be  incalculable, 
especially  to  older  people  who  may  have 
developed  arterial  narrowing.  This  would 
apply  even  more  especially  to  maintaining 
the  circulation  to  all  parts  of  the  brain  in 
such  people.  For  the  brain,  unlike  most 
organs  such  as  the  heart,  kidney  and  liver, 
cannot  afford  to  have  small,  even  micro- 
scopic, areas  of  necrosis.  It  might  if  the 
area  were  a motor  area,  when  the  only 
bad  result  would  be  a slight  weakening 
of  muscle  strength.  But  when  this  damage 
occurs  in  areas  concerning  memory,  think- 
ing processes  or  coordination,  the  results 
can  be  disastrous. 

Psychological  Effects 

Once  again  we  must  consider  another 
possible  explanation  for  improvement  in 
patients  started  on  Dicumarol : the  bene- 
ficial psychological  effect  of  a new  treat- 
ment, a new  doctor,  new  surroundings  and 
other  such  factors.  In  the  two  cases  here 
described  the  psychological  factors  did  not 
appear  to  be  of  much  importance  due  to 
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the  type  and  degree  of  the  mental  failure, 
but  they  should  not  be  ignored.  In  some 
patients  we  can  expect  that  the  psycho- 
logical reaction  to  brain  damage  will  be 
more  important  than  the  tissue  damage  it- 
self and  for  such  people  psychotherapy 
may  be  the  best  form  of  treatment.  But 
this  is  a subject  too  large  to  be  considered 
further  in  this  study. 

Implications  of  Successful 
A n ticoagula nt  Therapy 

1 wo  questions  remain  to  be  answered  : 
First,  are  these  results  reproducible  by 
others?  Only  further  clinical  trials  will 
answer  this  question.  The  assessment  of 
the  results  of  such  trials  poses  many  prob- 
lems, as  has  been  pointed  out  recently  in 
the  discussion  of  research  design  by  Whit- 
man.-' The  main  sources  of  difficulty  seem 
to  be  the  many  variable  factors  involved, 
the  difficulty  or  impossibility  ot  securing 
comparable  control  cases  and  the  pitfalls 
of  statistics.  But  one  result  should  be  rela- 
tively easy  to  assess : if  a significant  num- 
ber of  patients  deteriorate  while  under 
adequate  anticoagulant  therapy  then  the 
theory  likely  is  wrong. 

The  second  question  is  more  difficult 
and  intriguing.  If  the  theory  is  correct 
and  we  can  treat  patients  successfully 
before  serious  brain  damage  occurs,  does 
this  mean  that  we  can  eliminate  senile 
dementia ! That  is,  will  it  recede  to  the 
group  of  conquered  diseases  such  as  polio- 
myelitis, diphtheria,  typhoid  fever  and 
smallpox ! And  if  so,  will  the  price  be  too 
great?  For  there  are  certain  to  be  some 
deaths  from  the  complications  of  anti- 
coagulant therapy  and  we  shall  unavoid- 
ably find  ourselves  treating  a certain  per- 
centage of  patients  who  would  do  just 
as  well  without  treatment. 

When  and  Whom  to  Treat 

Many  patients  will  be  so  sick  there 
should  be  little  difficulty  in  favoring  a 


trial  course  of  therapy.  With  others  the 
decision  to  undertake  treatment  will  be 
difficult.  Should  the  doctor  alone  make 
the  decision?  I think  not.  Rather  than 
impose  his  own  particular  philosophy  upon 
the  patient  it  would  seem  better  to  discuss 
the  pros  and  cons  with  the  patient  and  his 
relatives.  The  doctor  certainly  must  be 
free  to  express  his  own  opinion,  but  he 
would  be  wise  to  remember  that  the  pa- 
tient may  prefer  to  risk  his  life  rather 
than  to  lose  his  mind.  If  the  patient’s 
philosophy  is — “let  us  live  while  we  live,” 
and  the  doctor’s  is  “life  at  all  costs,”  then 
who  is  to  decide?  The  situation  is  an- 
alagous  to  that  encountered  in  deciding 
whether  or  not  surgery  should  be  per- 
formed for  a condition  which  does  not  im- 
mediately threaten  life : the  patient  must 
take  part  in  the  decision  for  or  against 
the  opeiation.  I here  are  differences  ; Anti- 
coagulant treatment  does  not  offer  a 
quickly  permanent  cure  of  senile  demen- 
tia, nor  has  its  value  as  yet  been  proved. 
But  it  does  offer  some  hope  of  relief  of 
symptoms  and  of  preventing  a thrombosis 
which  may  lead  to  permanent  crippling 
and  even  death.  Conveniently,  it  can  be 
begun  on  a trial  basis,  to  be  stopped  when- 
evei  desired.  The  best  plan  would  seem 
to  be  a joint  decision  by  the  patient  (or 
his  representative)  and  the  doctor  after 
a full  discussion  of  the  potential  risks 
and  advantages  of  treatment.  The  ad- 
vantages will  vary  with  the  stage  and 
type  of  the  patient’s  disease;  the  risks 
with  the  skill  and  caution  with  which  the 
treatment  is  carried  out  by  the  patient  and 
his  doctor. 

Two  examples  may  clarify  some  of  the 
Droblems  involved  in  choosing  patients  for 
treatment.  In  the  case  of  the  sixty-six- 
year-old  woman  mentioned  earlier,  there 
was  no  doubt  that  she  should  have  a trial 
of  therapy ; considering  her  prognosis  un- 
treated, she  had  little  to  lose.  The  relatives, 
however,  were  at  first  fearful  of  the  idea — 
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they  felt  guilty  of  being  an  accomplice 
in  her  death  if  their  mother  succumbed  to 
a hemorrhage  resulting  from  the  treat- 
ment. As  it  turned  out,  the  improvement 
was  so  gratifying  that  there  never  was 
any  thought  of  discontinuing  therapy 
throughout  the  year  and  a half  before  her 
death.  A more  recent  patient  illustrates 
the  opposite  problem.  A sixty-five-year- 
old  man  had  two  strokes  which  left  him 
with  some  speech  and  emotional  difficulty. 
He  was  referred  for  possible  anticoagulant 
therapy.  He  was  extremely  talkative,  emo- 
tionally labile  and  agitated  but  had  been 
depressed  up  until  two  months  prior  to 
my  seeing  him.  He  and  his  wife  were 
fearful  of  another  stroke,  although  it  was 
a year  since  his  last  one.  Anticoagulant 
therapy  was  discussed  with  them  and 
they  were  agreeable ; such  was  their  fear 
of  a third  stroke.  After  several  interviews, 
however,  it  was  realized  that  most  of  his 
problems  were  emotional.  Many  deep  con- 
flicts were  revealed  which  interlocked 
with  the  personalities  of  both  the  hus- 
band and  wife  to  produce  severe  anxieties 
in  both  of  them.  With  psychotherapy, 
often  with  both  the  patient  and  his  wife 
together,  considerable  improvement  oc- 
curred. The  patient  slept  better,  his  talka- 
tiveness and  restlessness  subsided  and  the 
family  situation  became  more  tolerable. 
With  subsidence  of  his  irritability  he 
was  much  more  easily  handled  at  our 
clinic.  They  still  desired  anticoagulant 
therapy  but  accepted  my  judgment  that 
at  present  the  danger  of  another  stroke 
did  not  warrant  the  risks  involved.  This 
was  especially  true  as  the  patient’s  blood 
pressure  sometimes  goes  to  200/110. 

Conslusions 

If  senile  dementia  really  is  due  to 
thrombosis  in  arteries  leading  to  the 
brain,  and  if  anticoagulants  do  prevent 
blood  from  clotting,  then  it  should  follow 
that  long  term  anticoagulant  therapy 
should  prevent  senile  dementia  from  pro- 


gressing. Hence  it  seems  justifiable  to  give 
this  form  of  therapy  a trial.  Even  if  the 
theory  holds  true  only  for  some  of  the 
cases,  salvage  of  these  patients  may  be 
worth  the  effort  and  risk  of  giving  a 
larger  number  a trial  of  therapy.  Exact 
premortem  diagnosis  is  difficult,  trial 
therapy  is  relatively  simple  and  need  not 
be  specific  in  this  situation  any  more  than 
in  the  rest  of  medicine  where  empirical 
treatments  are  frequently  effective. 

The  choice  of  anticoagulant  may  be  im- 
portant. I chose  Dicumarol  because  I was 
familiar  with  its  use.  It  may  have  a more 
effective  action  for  senile  dementia  than 
other  anticoagulants : it  is  apparently 
more  effective  than  heparin  in  preventing 
platelet  agglutination,  according  to  the 
research  of  Baronofsky  and  Quick.24  Blood 
clotting  is  such  a complicated  mechanism 
that  it  would  not  be  surprising  to  find 
different  actions  by  different  anticoagu- 
lant drugs.  These  have  not  as  yet  been 
fully  differentiated. 

Summary 

The  long  term  use  of  Dicumarol  to 
halt  the  progress  of  senile  dementia  is  de- 
scribed and  the  apparent  reasons  for  the 
success  of  this  treatment  are  discussed. 
It  is  postulated  that  senile  dementia,  and 
likely  Alzheimer’s  and  Pick’s  diseases  too, 
result  from  brain  damage  caused  by  ar- 
terial insufficiency.  This,  in  turn,  is  con- 
sidered to  be  a consequence  of  sludging  or 
clotting  of  the  blood  in  previously  nar- 
rowed arteries  leading  to  the  brain.  The 
site  of  the  lesions  may  be  extracranially  in 
the  caroticovertebral  system,  intracran- 
ially  in  the  smaller  arteries,  or  both  com- 
bined. Some  details  of  the  histories  of  two 
patients  from  a series  of  seventeen  are 
given  to  illustrate  the  concept  that  by 
using  long  term  Dicumarol  therapy,  fur- 
ther blocking  of  the  arteries  can  be  pre- 
vented, the  arterial  insufficiency  of  the 
brain  can  be  held  stationary  and  hence 
the  progress  of  the  senile  dementia  can 
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be  stopped.  The  choice  of  suitable  candi- 
dates for  therapy  is  briefly  outlined.  It  is 
suggested  that  if  further  research  con- 
firms the  correctness  of  this  etiological 
hypothesis  and  the  effectiveness  of  the 
Dicumarol  therapy,  these  dementias  may 
join  the  list  of  controllable  diseases. 
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Carcinoma  of  the  Esophagus — Parker,  Edward  F. 
and  Gregorie,  H.  B.,  Jr.  Curr  Prob  Surg  (April)  1967. 

A review  of  our  experience  in  the  treatment  of 
a total  of  47_  cases  seen  between  1940  and  July 
1962  now  is  presented.  This  includes  a review 
of  the  history  of  carcinoma  of  the  esophagus,  its 
incidence  and  epidemiology  in  various  parts  of 
the  world,  the  theories  on  etiology,  and  its  dis- 
tribution according  to  age,  sex,  race,  and  site. 
The  pathologic  process  is  described,  along  with 
symptoms  and  signs,  including  the  reasons  for 
their  absence  at  times.  In  discussing  diagnosis, 
it  is  stressed  that  esophagoscopy  is  practically 
always  indicated  in  patients  having  dysphagia,  in 
addition  to  the  contrast  radiographic  studies  of 
the  esophagus  commonly  called  a barium  swallow, 
even  if  the  barium  swallow  is  normal.  We  have 
seen  cases  with  noi-mal  x-ray  films  but  with  an 
abnormal  esophagoscopic  examination  with  proof 
of  the  presence  of  malignant  tumor  not  large 
enough  to  show  by  x-ray. 

In  presenting  the  methods  of  treatment  used 
and  their  results,  there  are  contrasted  a series 
of  170  cases  seen  between  1940  and  1951,  a 
second  series  of  166  cases  seen  between  1951  and 
1957,  and  a later  series  consisting  of  135  cases 
seen  between  1957  and  1962.  In  the  initial  series, 
the  emphasis  was  primarily  upon  surgical  ex- 
cision in  all  patients  who  might  be  operable.  The 
results  were  poor  and  the  long-term  survivals 
were  few.  In  the  second  series,  the  emphasis  in 
treatment  was  difinitely  upon  radiation  as  the 
primary  treatment  in  all.  The  results  were  im- 
pi’oved  but  still  left  a great  deal  to  be  desired. 
In  the  later  series,  the  emphasis  in  treatment 
was  upon  combined  radiation  and  excisional 
treatment,  the  radiation  therapy  preceding  the 
surgical.  The  results  in  this  last  group  were 
distinctly  preferable  to  the  earlier  series.  Over 
the  years  the  operability  rate  has  been  lowered 
but  the  resectability  rate  has  been  correspond- 
ingly improved  along  with  a distinct  fall  in  the 
mortality  rate.  In  the  last  series,  there  was  at- 
tained a 9%  survival  rate  for  two  years  or  more. 
Although  many  cases  of  carcinoma  of  the  esopha- 
gus are  so  far  advanced  that  they  are  not 
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amenable  to  the  optimal  therapy,  there  was  at- 
tained among  the  operable  and  the  resectable 
cases  after  a course  of  preliminary  x-ray  therapy 
a five  year  survival  rate  of  5 of  21  cases,  or 
approximately  25%. 

As  a result  of  the  experience  with  471  cases, 
it  is  believed  that  the  rationale  for  primary 
radiation  followed  by  resection  in  all  patients 
who  remain  operable  has  been  demonstrated  as 
a method  giving  distinctly  improved  results  over 
the  use  of  either  method  alone. 


Pathological  Association  of  Right  Ureter  and 
Right  Ovarian  Vein — Fletcher  C.  Derrick  (Charles- 
ton) J Urol  97:633-640  (April)  1967. 

Pyelonephritis  associated  with  pregnancy  is  not 
rare.  It  occurs  on  the  right  side  more  often 
than  by  coincidence.  Many  theories  have  been 
advanced  as  to  why  this  occurrence  is  true. 
Several  cases  are  reported  which  represent  right 
side  pyelonephritis  and  a pathological  associa- 
tion of  the  right  ovarian  vein  and  right  ureter. 
Apparently  there  are  aberrant  entrances  of  the 
right  ovarian  vein  into  the  vena  cava.  If  the 
vein  does  not  undergo  complete  involution  after 
delivery  or  if  there  is  thrombosis  in  the  vein, 
obstruction  to  the  right  ureter  may  develop  with 
varying  degrees  of  obstruction  and  accompany- 
ing symtoms.  In  some  cases  findings  have  been 
association  of  the  right  ureter  and  ovarian  vein 
much  like  a “vine  and  tree”.  Removal  of  the  vein 
has  proved  curative  in  all  cases. 

Diagnostic  criteria  are  cited.  Vein  embryology 
is  reviewed  and  theories  of  development  of  path- 
ological association  are  advanced. 


ERRATUM 

In  the  paper  by  Drs.  Charles  B.  Hanna,  Walter 
D.  Hastings  Jr.  and  D.  C.  Alford  entitled  “Carcinoma 
of  the  Pancreas.  Survival  Without  Resection” 
published  last  month,  an  error  appeared  on  page  9 
in  the  first  paragraph.  The  line  “Her  icterus  index 
was  11.7  Gm  . . .”  should  read  “Her  icterus  index 
was  11.7  mm  . . .”. 
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The  chest  films  illustrated  are  those  of 
a 55-year-old  white  female  admitted  to 
the  Medical  College  Hospital  for  evalua- 
tion. Annual  chest  x-ray  films  had  prior 
to  this  time  been  interpreted  as  normal. 
The  patient  had  been  under  the  care  of 
her  local  physician  because  of  a symptom 
complex  consisting  of  drooping  of  the 
eyelids,  loss  of  voice  and  generalized  mus- 
cular weakness.  A satisfactory  sympto- 
matic response  to  the  administration  of 
cholinergic  drugs  had  been  obtained. 

This  is  a case  of  the  myasthenic  syn- 
drome or  myasthenia  gravis  with  an  as- 
sociated tumor  of  the  thymus  (thymoma). 
Myasthenia  gravis  is  a disease  character- 
ized by  progressive  fatigability  of  the 
muscles  due  to  impairment  of  conduction 
at  the  myoneural  junction.  In  a high  per- 
centage of  cases  this  syndrome  is  asso- 
ciated with  a tumor  or  hyperplasia  of  the 
thymus  gland.  The  latter  is  more  com- 
mon and  refers  not  to  an  increase  in  size 
or  weight,  but  rather  to  a microscopic 
abnormality,  i.e.,  lymphoid  hyperplasia 
of  the  medulla  in  the  form  of  germinal 
center  proliferation.1  The  mechanism  of 
the  association  is  poorly  understood;  how- 
ever, the  statistical  evidence  that  it  exists 
is  of  sufficient  strength  to  lead  most  sur- 
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geons  to  advocate  removal  of  the  thy- 
mus glands  in  patients  with  myasthenia 
gravis.  A review  of  a large  series  of  my- 
asthenia patients  indicates  that  the  in- 
dividual who  most  frequently  benefits 
from  thymectomy  is  the  young  female  un- 
der 30  years  of  age  who  does  not  have  a 
thymoma. 

Thymomas  may  arise  both  from  the 
epithelial  and  lymphocytic  elements  of  the 
thymus  gland.  No  consistent  histologic 
features  separate  the  thymomas  that  are 
associated  with  myasthenia  gravis  from 
those  that  are  not.  About  25%  of  thy- 
momas are  locally  invasive  but  in  those  pa- 
tients with  myasthenia  gravis,  seldom  is 
this  process  directly  the  cause  of  death.2 

Thymomas  are  the  most  common  of  the 
anterior  mediastinal  tumors  and  usually 
occur  at  the  junction  of  the  heart  and 
great  vessels  as  shown  above.  They  may 
intrude  into  either  lung  field,  and  at  times 
may  contain  linear  calcifications.  The  tera- 
toma is  the  tumor  with  which  they  are 
most  likely  to  be  confused.  Obviously,  in 
the  patient  with  myasthenia  gravis  the 
most  minimal  abnormality  in  the  anterior 
mediastinum  is  usually  regarded  as  a thy- 
moma. PA,  lateral  and  oblique  views  of 
the  chest,  fluoroscopy,  occasionally  lami- 
nography  and  above  all  a radiologist  in- 
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formed  of  the  problem  are  usually  suf- 
ficient to  discover  the  presence  of  a thymic 
tumor. 

The  patient  presented  underwent  re- 


moval of  the  thymoma  with  no  significant 
operative  complications,  but  she  had  no 
improvement  in  her  myasthenia  gravis 
symptoms. 
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A Field  Trial  of  Amantadine  Prophylaxis  in 
Naturally-Occurring  Acute  Respiratory  Illness — John 
F.  Finklea,  Albert  V.  Hennessy,  and  Fred  M.  Daven- 
port. Amer  J Epidem  85:403-412  'May)  1967. 

A field  trial  of  oral  amantadine  prophylaxis 
in  naturally  occurring  acute  respiratory  illness 
was  conducted  among  mentally  retarded  but 
edueable  children  during  the  winter  and  spring 
of  1965.  For  the  four  months  of  the  trial  aman- 
tadine was  well  tolerated  at  a dose  of  1.0-2. 5 mg 
per  Kg  per  day  and  over  97  per  cent  of  the 
prescribed  doses  were  ingested. 

Amantadine  and  placebo  groups  did  not  differ 
significantly  either  in  streptococcal  illness  during 
the  trial  or  in  any  illness  category  during  a 
three-week  pretrial  observation. 

However,  the  amantadine  group  experienced 
significantly  less  respiratory  illness  during  the 
trial  than  did  the  placebo  group.  Part  of  this 
difference  is  attributed  to  the  successful  chemo- 
prophylaxis of  influenza  A.,.  The  remainder  was 
accounted  for  by  a decrease  in  upper  respiratory 
illnesses  that  have  not  yet  been  etiologically 
identified.  These  upper-resipartory  illnesses  oc- 
curred in  a single  wave  involving  five  of  the 
sixteen  housing  units. 


Laser  Versus  Exenon  Photocoagulation — William 
W.  Vallotton,  M.D.  and  Bartley  E.  Antine,  M.D. 
(Charleston)  South  M J 60:819-822  (August)  1967. 

The  authors  compare  the  two  major  photo- 
coagulating  instruments  in  respect  to  the  follow- 
ing factors:  basic  instrument,  experience  of 

operator,  ease  of  viewing,  preparation  of  pa- 
tient, safety  factors,  versatility,  clinical  appear- 
ance of  lesion,  histological  appearance  of  lesion, 
and  complications.  The  authors  describe  their 
experience  with  the  Laser  photocoagulator  in 
treating  69  eyes  over  an  eighteen-month  period. 

They  conclude  that  in  their  experience,  laser 
photocoagulation  offers  decided  and  valuable  ad- 
vantages in  the  realm  of  ease  of  operation  and 
patient/operator  convenience  and  comfort.  It  ap- 
pears to  be  as  effective  as  the  Xenon  photocoagu- 
lator in  this  production  of  satisfactory  choriore- 
tinal adhesions.  Because  of  evidence  which  tends 
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to  suggest  less  vitreous  heating,  less  retinal 
edema  and  earlier  pigmentation  and  scarring, 
they  believe  its  use  is  preferred  in  the  treatment 
of  chorioretinitis,  retinal  holes  and  in  the  post- 
operative augmentation  of  diathermy.  The  in- 
effectiveness of  the  laser  photocoagulator  in  the 
realm  of  anterior  segment,  and  vascular  disease 
is  not  considered  to  be  a significant  disadvantage 
in  view  of  the  marked  limitations  of  the  Xenon 
instrument  in  these  same  disease  categories. 

Development  of  Hypertension:  The  Framingham 
Study— W.  B.  Kannel  et  al  (123  Lincoln  St,  Framing- 
ham, Mass)  Ann  Intern  Med  67:48-59  (July)  1967. 

The  relation  of  existing  blood  pressure  and  sub- 
sequent development  of  hypertension  to  antecedent 
measures  of  adiposity  was  investigated  in  5,127  adult 
men  and  women  being  followed  biennially  for  the 
development  of  atherosclerotic  and  hypertensive  vas- 
cular disease  in  the  Framingham  Study  since  1949. 
Relative  body  weight,  weight  change  under  obser- 
vation, and  skinfold  thickness  was  found  to  be  dis- 
tinctly related  to  existing  blood  pressure  level  and 
to  the  subsequent  rate  of  development  of  hyper- 
tension. The  risk  of  hypertension  in  previously  nor- 
motensive  individuals  was  proportional  to  the  degree 
of  over-weight  however  assessed.  The  possibility  of 
a substantial  artifact  in  indirect  blood  pressure 
determination  in  subjects  with  fat  arms  was  ex- 
cluded by  a nexamination  of  the  relation  of  adi- 
posity to  blood  pressure  as  obtained  in  the  relatively 
lean  forearm  as  well  as  the  upper  arm.  Within  the 
range  of  arm  girths  in  this  population,  no  effect  of 
arm  girth  on  blood  pressure  independent  of  the  as- 
sociated degree  of  adiposity  could  be  demonstrated. 
Whether  or  not  the  rise  in  blood  pressure  observed 
to  occur  with  increase  in  body  build  is  directly  due 
to  the  accumulation  of  adipose  tissue  remains  un- 
answered. The  finding  that  lean  hypertensives  had 
an  increased  tendency  to  develop  obesity  as  well 
as  the  converse,  and  that  already  obese  normotensive 
subjects  developed  hypertension  only  after  some 
time  lag,  suggests  a relationship  which  is  neither 
simple  nor  direct.  It  seems  reasonable  to  conclude 
that  adiposity  predisposes  and  makes  a significant 
contribution  to  development  of  hypertension  in  adult 
men  and  women  beyond  age  30. 
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The  admissions  committee  at  the  medical  college 
has  trouble  maintaining  high  standards  of  the  medi- 
cal profession.  The  ability  and  integrity  of  this  com- 
mittee is  medicine’s  principal  bulwark  in  maintain- 
ing the  world-renowned  excellence  of  the  American 
medical  profession.  Habitually  accept,  attempt  to 
educate,  and  pass  on  into  the  profession  unqualified 
students  and  the  quality  of  medical  care  will  deter- 
iorate. The  public  will  be  the  ultimate  sufferers. 

So  often  someone  says  this  or  that  excellently 
qualified  student  could  not  get  into  medical  school.  There  are  many  possible  reasons 
about  which  the  public  is  unaware,  reasons  which  the  admissions  committee  must  keep 
silent. 


President’s  Pages 


A student  may  apply  with  excellently  written  recommendations.  Subsequent  direct 
conversation  between  a member  of  the  committee  and  the  author  of  the  recommenda- 
tion has  more  than  once  directly  contradicted  the  author’s  written  word.  Sometimes 
the  applicant  is  found  by  the  committee  to  be  what  his  recommendations  do  not  show — 
a person  with  a number  of  law  violations  in  his  record,  an  early  alcoholic,  a psychiatric 
case,  a known  early  drug  addict,  etc.  Then  too  various  aptitude  tests  and  personal  in- 
terviews may  be  at  least  partly  determining.  When  various  disqualifying  facts  exist  the 
committee  could  hardly  reveal  them  if  it  wished  to  do  so.  I have  personally  recom- 
mended more  than  one  person  the  committee  did  not  see  fit  to  accept  and  I wondered 
why,  sometimes  very  skeptically.  Since  I have  studied  the  matter  a bit  I understand. 

Does  the  committee  accept  out-of-state  applicants  to  the  exclusion  of  instate  appli- 
cants? The  answer  is  yes — sometimes.  It  is  the  custom  of  all  medical  schools  except  one 
(the  Medical  College  of  Georgia)  to  have  a very  few  out-of-state  men  to  compare  the 
work  of  other  undergraduate  colleges  in  preparing  students  for  medical  school  with  the 
work  of  our  own  colleges.  Remember  too  South  Carolina  students  who  have  been  ac- 
cepted by  other  colleges.  In  1965-66  twentyone  South  Carolina  students  entered  medical 
colleges  in  other  states. 

Does  our  college  turn  down  qualified  applicants?  In  the  1965-66  class  our  college 
turned  down  120  applicants.  Only  two  of  these  were  accepted  by  any  other  medical  col- 
lege. Of  those  accepted  by  our  college  about  10%  came  with  an  “A”  average,  73%  with 
a “B”  average,  and  about  16%  with  a ‘C’  average. 

It  would  almost  seem  a “crime  against  the  state”  for  the  committee  to  admit  to 
medical  school  students  who  would  almost  surely  fail.  Each  student  costs  the  state 
tens  of  thousands  of  dollars  a year  (look  at  the  school’s  budget  and  divide  into  it  the 
number  of  students) . When  a student  fails  he  has  not  only  cost  the  state  useless  ex- 
pense but  he  has  occupied  a place  that  may  have  been  successfully  filled  by  some  other 
aspiring  student. 

The  biggest  trouble  really  is  securing  enough  qualified  applicants.  The  1965-66  class 
had  389  applications  of  which  203  were  from  South  Carolina.  Eighty  two  were  accepted 
as  qualified.  The  University  of  Virginia  had870  applicants  for  112  places;  the  University 
of  Florida  had  713  for  59  places;  the  University  of  North  Carolina  676  for  70;  and  the 
University  of  Mississippi  750  for  85  places,  etc. 
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On  the  average  each  applicant  applied  at  about  5 different  colleges.  A college  seem- 
ing to  have  500  applicants  would  in  reality,  when  averaged  out,  have  about  a hundred. 
So  obviously  there  is  a shortage  of  applicants — and  it  is  getting  worse.  With  a masters 
degree  a man  can  go  right  into  the  business  world  and  make  ten  thousand  dollars  or  more 
a year.  It  would  be  ten  to  fifteen  years  (medical  school,  internship,  residency,  etc.)  be- 
fore a student  entering  medical  college  could  hope  to  equal  that.  Constant  derogatory 
propaganda  by  some  politicians  and  the  “liberal”  press  further  decimates  the  number  of 
men  who  might  otherwise  enter  what  used  to  be  a universally  praised  and  appreciated 
profession. 

When  one  of  our  student-friends  shows  an  interest  in  the  medical  profession  we  should 
praise  his  aim  but  not  advise  him  as  to  courses  of  study.  He  should  consult  the  medi- 
cal school  of  his  future  choice.  So  often  a student  applies  with  excellent  grades,  with 
an  A.B.  or  other  degree,  but  without  having  studied  certain  necessary  subjects.  Medical 
school  curricula  change  so  fast  only  an  expert,  such  as  a member  of  the  admissions 
committee,  should  advise  a student. 

Opinion  to  the  contrary  notwithstanding  a student  need  not  resort  to  attempted  poli- 
tical pressure  on  the  committee.  It  is  useless. 

My  hat  is  off  to  the  committee  on  admissions.  It  is  not  perfect  but  aspires  to  per- 
fection. May  the  sun  shine  brightly  on  its  efforts. 


Norman  0.  Eaddy,  M.D. 


50  YEARS  AGO 


March  1918 


Further  announcement  of  the  coming  Aiken  meet- 
ing was  made.  Hotels  were  said  to  offer  rooms  at 
rates  from  $2.50  to  $5.00  Dr.  Kenneth  M.  Lynch  was 
to  speak  at  the  meeting. 


The  needs  of  the  Army  medical  service  were  em- 
phasized. 
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Editorials 


Cost  of  Medical  Quackery 

South  Carolina  has  always  had  its  share 
of  active  medical  quackery.  It  continues 
to  indulge  itself  in  this  dubious  discipline 
and  unless  human  nature  changes  and 
proper  education  is  accomplished,  it  will 
probably  continue  to  suffer  the  same  at- 
tack on  its  intelligence  and  its  pocketbook. 

Back  in  the  very  early  days  of  the  colony 
persuasive  itinerants  foisted  on  the  gulli- 
ble a number  of  “sure  cures.”  Among 
them  was  the  rattlesnake  stone,  which  was 
a sure-fire  remedy  for  the  bite  of  the  ven- 
omous reptile.  Cancer  cures  were  adver- 
tised freely  several  centuries  ago.  One 
quack  advertised  a plaster  for  “women’s 
hysteric  vapors”,  which  might  still  have 
a place,  if  only  it  worked.  Some  of  the 
cure-all  pills  advertised  in  our  newspapers 
in  the  early  part  of  the  18th  century  are 
still  in  use,  for  example,  Anderson’s  Scot’s 
Pill.  One  vendor  of  the  remedies  said  he 
had  a pill  capable  of  “eradicating  every 
disorder  incident  to  the  human  body” — 
and  no  doubt  he  sold  a many  a bottle  to 
the  gullible  colonials. 

The  claims  nowadays  are  a little  less 
flagrant;  the  medicine  man  and  his  show 
have  pretty  much  gone,  but  the  public  is 
deluded  by  high-sounding  names  of  “clin- 
ics” or  pseudo-impressive  multisyllablic 
names  of  remedies  w'hich  are  spread  all 
over  the  television  screen  and  all  of  the 
various  media  that  thrive  on  advertising 
fees.  Perhaps  the  claims  are  now  some- 
what less  absurd;  legal  prohibitions  have 
done  something  to  hold  them  down.  The 
better  class  of  newspapers  and  magazines 
refuse  advertising  which  contains  unsup- 
ported and  radical  claims  for  unrecognized 
remedies.  Even  so  misleading  articles  and 
advertising  slip  in  fairly  often.  The  less 
reputable  the  publication  the  more  likely 
is  it  to  carry  false  and  actually  dangerous 
advertising  claims. 


There  have  always  been  bits  of  appara- 
tus said  to  perform  miracles  for  those  who 
believe  in  miracles.  The  public  was  offered 
such  marvellous  machines  as  the  Abrams 
box  of  some  years  ago,  the  Diapulse  ma- 
chine, which  despite  prohibition  by  law 
still  manages  to  operate  in  some  areas, 
vibrators,  pads,  reducing  machines,  super 
vitamins,  cereals  that  contain  all  known 
nutrients  in  sufficient  quantity  to  sus- 
tain the  most  voracious  body. 

Some  regulation  of  advertising  and  re- 
form in  labelling  is  now  effective,  so  that 
extravagant  claims  cannot  be  attached 
publicly  to  worthless  products.  However, 
the  cancer  cures  continue  to  come.  Krebio- 
zen  went  through  a period  in  w7hich  many 
uninformed  people  thought  that  the  pro- 
moters were  being  wrongly  persecuted ; a 
recent  blossoming  cancer  cure  in  Ohio 
was  promptly  surpressed  on  valid  evi- 
dence of  its  inefficacy.  Nevertheless,  in 
California,  the  paradise  for  cults  and 
quacks,  there  is  a large  organization  w'hich 
does  all  it  can  to  uphold  the  several  recent 
so-called  cures  for  cancer  wThieh  have  been 
proven  as  utterly  useless.  It  holds  con- 
ferences, publishes  a journal,  insists  that 
the  discredited  remedies  are  valuable,  and 
does  all  it  can  to  promote  them  to  the  pub- 
lic. 

Somebody  estimated  that  our  national 
bill  for  quack  remedies  comes  to  over  two 
billion  dollars,  and  probably  a greater 
total  if  we  include  all  expenditures  to 
satisfy  a little  wishful  thinking  generated 
by  the  eloquence  of  the  hucksters.  Patrons 
of  the  quacks  have  been  classified  by  one 
rather  cynical  observer  as  1)  miracle 
seekers  (perhaps  to  some  extent  sympathy 
seekers  who  no  longer  have  the  balm  of 
the  old  general  practioner  available),  2) 
the  strictly  uninformed  and  uncritical  ele- 
ment 3)  the  restless  group  that  cannot 
stick  with  any  one  procedure  and  4)  the 
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strawgraspers.  This  last  category  repre- 
sents many  people  with  chronic  disease 
for  which  there  at  present  is  no  known 
remedy,  but  who  rather  naturally  are 
willing  to  try  anything  that  promises  re- 
lief. And  that  is  a rather  human  trait. 
Yet  it  is  rather  sad  to  see  so  much  money 
and  hope  expended  on  useless  treatment 
and  false  encouragement.  Psychological 
counselling  might  be  of  much  more  value 
to  many  of  these  people. 

“Restless  from  quack  to  quack  they 
range, 

When  ’tis  themselves  they  ought  to 
change.” 


Cigarette  Smoking  and  The  Heart 

What  cigarette  smoking  does  to  the 
heart  seems  to  be  a question  even  less 
completely  settled  than  what  it  does  to  the 
lungs.  While  some  of  those  sincerely 
concerned  with  the  possible  harmful  ef- 
fects of  cigarettes  in  causing  or  aggravat- 
ing heart  disease  are  prone  to  make  dire 
predictions  of  the  drastic  effects  of  cig- 
arettes on  the  circulatory  system,  there 
is  relatively  little  scientific  evidence  to 
back  up  this  well  intentioned  propaganda. 

The  much  publicised  report  of  the  Sur- 
geon General  in  1964  concluded  only  that 
male  cigarette  smokers  had  higher  mor- 
bidity and  mortality  than  did  their  non- 
smoking counterparts,  but  no  direct  evi- 
dence of  the  effect  of  smoking  on  the 
heart  was  produced.  This  statement  re- 
fers to  the  use  of  cigarettes  only ; the  dif- 
ference between  smokers  and  non-smokers 
of  pipes  or  cigars  was  negligible.  Further- 
more it  was  shown  that  apparently  nico- 
tine was  not  the  potentially  harmful  fac- 
tor and  that  those  who  inhaled  and  those 
who  did  not  had  very  little  difference  in 
their  pre-disposition  to  disease.  The  in- 
fluence of  other  factors  such  as  stress, 
diet,  excessive  cholesterol  levels,  elevated 
blood  pressure  etc.  was  noted  but  not 
clearly  correlated,  nor  did  there  appear  to 
be  any  specific  constitutional  differences 
in  the  two  groups  with  different  habits. 

Since  the  time  of  the  first  report,  many 


studies  have  followed,  but  there  has  been 
little  change  in  the  bare  bones  of  fact 
developed  by  the  first  investigation.  The 
studies  have  confirmed  but  not  extended 
the  earlier  observation.  A study  of  the  re- 
lation of  angina  to  smoking  was  ambi- 
valent. Other  studies  seem  to  indicate  that 
within  wide  range  the  number  of  cigaret- 
tes smoked  was  not  significant  in  the  likeli- 
hood to  disease,  nor  was  the  duration  of 
the  smoking  habit.  Again  the  practice  of 
inhaling  could  not  be  incriminated;  ac- 
tually in  one  study  the  group  that  did  not 
inhale  had  higher  tendency  to  disease  than 
the  other  members.  The  people  who  gave 
up  cigarettes  did  not  appear  to  improve 
their  chances  of  escaping  coronary  heart 
disease. 

Only  about  half  of  the  coronary  heart 
disease  deaths  can  be  associated  with  cig- 
arettes in  any  way.  Perhaps  this  might  be 
a fact  to  be  acknowledged  in  the  cam- 
paigns against  cigarette  smoking,  in  which 
exaggerated  dangers  may  sometimes  be 
overemphasized. 

A recent  critical  commentary  on  the 
effect  of  smoking  on  coronary  heart  dis- 
ease reaches  this  conclusion  “It  is,  there- 
fore, difficult  to  see  from  the  new  epi- 
demiological data  how  valid  causal  in- 
ferences can  be  drawn  that  cigarette 
smoking  is  linked  to  coronary  heart  dis- 
ease deaths  or  that  the  excess  from  cor- 
onary heart  disease  deaths  is  caused  by 
cigarette  smoking.  We  do  not  know 
whether  or  not  there  is  a causa!  connec- 
tion between  cigarette  smoking  and  in- 
creased deaths  from  coronary  heart  dis- 
ease.” 

JAMA  203:193 


LETTERS  TO  THE  EDITOR 

To  The  Editor 

The  ability  of  physicians  to  maintain 
life  for  very  long  periods  in  the  uncon- 
scious patient  raises  the  question  as  to 
how  long  such  skills  should  be  deployed 
As  physicians  we  are  eager  to  promote  the 
recovery  of  everyone  who  can  do  so.  In 
order  to  deprive  no  one  of  his  chances  on 
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this  score  it  is  relevant  to  know  the  long- 
est periods  of  coma  which  have  been  fol- 
lowed by  useful  survival. 

A committee  of  the  Massachusetts  Gen- 
eral Hospital  is  studying  our  own  records 
and  the  world  literature  to  determine  per- 
tinent features  in  all  patients  who,  despite 
coma  for  over  5 weeks,  have  made  a use- 
ful recovery.  We  think  it  is  vital  not  to 
overlook  any  well  documented  patient  in 
this  category.  We  should  be  grateful  if  any 
reader  of  this  journal  would  draw  our 
attention  to  any  case  published  under  a 
title  which  is  not  indicative  of  survival 
after  prolonged  coma.  We  are  also  eager 
to  receive  accounts  of  such  cases  as  yet 
unreported.  A publication  incorporating 
our  own  and  others’  data  is  planned. 
William  H.  Sweet,  M.D.,  D.Sc. 

Chief,  Neurosurgical  Service 
Chairman,  Committee  on  Management 
of  the  Unconscious  Patient 
Massachusetts  General  Hospital 
Boston  .Massachusetts  02114  USA 


Dear  Doctor  Waring, 

In  your  editorial  in  our  S.  C.  Med.  Jour- 
nal of  Jan.  1968  there  are  references  to 
Drs.  John  L.  Dawson  and  to  Dr.  Robert 
Wilson  of  Charleston.  Today  many  doctors 
who  live  in  S.  C.  never  knew  these  men, 
and  so,  I would  like  to  take  this  oppor- 
tunity to  say  that  each  one  was  well 
known  to  me.  They  were  representatives 
of  the  highest  type  of  doctors.  Also  each 
one  was  interested  not  only  in  the  prac- 
tice of  medicine,  but  in  the  public  health 
and  especially  in  tuberculosis  and  in  its 
prevention.  In  those  days  there  was  no 
drug  treatment  for  that  disease. 

It  was  at  Dr.  Dawson’s  request  that  I 
began  attending  the  tuberculosis  clinic  at 
the  Shirras  Dispensary  on  Society  St., 
once  a week.  These  people  had  or  were 
suspected  of  having  tuberculosis.  That 
was  long  before  the  advent  of  Dr.  William 
A.  Smith. 

At  some  time  between  1910  and  1914  I 
became  president  of  the  Charleston  Tu- 
berculosis Association,  which  position  I 


held  for  one  or  more  years.  It  was  com- 
posed of  a small  group  of  philanthropic 
Charleston  ladies,  who  were  interested  in 
the  prevention  and  cure  of  tuberculosis. 
Aside  from  the  meetings  we  supplied  milk 
and  eggs  to  the  patients  known  to  us.  Per- 
haps my  outstanding  accomplishment  was 
the  procurement  of  a registered  Nurse, 
who  came  to  us  from  Jacksonville,  Fla. 
Her  salary  was  $100.00  a month.  This  I 
paid  for  one  month  and  later  it  was  re- 
paid to  me. 

On  another  occasion  I arose  and  told 
our  organization  that  in  my  opinion  the 
Society  was  merely  wasting  its  time  and 
money  by  providing  milk  and  eggs  to  pa- 
tients, as  that  did  not  lessen  the  spread 
of  pulmonary  tuberculosis.  Further,  that 
we  should  attack  the  underlying  causes 
and  thus  lessen  its  spread.  I mentioned 
that  overcrowding  and  the  living  thus  of 
many  families,  especially  Negroes,  many 
of  whom  were  cooks  or  nurses  was  a 
menace  to  the  health  of  the  Charleston 
citizens.  I called  to  the  attention  of  our 
society  that  prevention  was  far  better 
than  cure. 

Inasmuch  as  many  wealthy  philan- 
thropic people  owned  much  cheap  over- 
crowded property  in  Charleston,  and  some, 
I was  told  later,  were  members  of  our  So- 
ciety, this  did  not  make  me  popular.  But 
so  it  has  been  ever  since  or  before  the 
time  of  the  Gracchi  in  Rome. 

Aside  from  the  subject  of  tuberculosis, 
I should  have  taken  space  to  mention  that 
both  Drs.  Dawson  and  Wilson  were  es- 
pecially fine  scholarly  highly  educated 
doctors  and  that  each  one  did  much  for  the 
citizens  of  Charleston  in  their  private 
capacity  and  in  public  ways. 

Today  the  whole  treatment  of  pulmon- 
ary tuberculosis  has  changed,  and  we  have 
progressed  through  the  open  air  treat- 
ment, the  surgical  and  sanitarium  and  al- 
so the  drug  treatment. 

So  much  progress  has  been  made,  and 
the  State  has  control  now. 

R.  M.  Pollitzer,  M.D. 

Greenville,  S.  C. 
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It  won’t  do  the  job. 


Neither  will  protection  which  pays  for  only 
a small  portion  of  hospital  and/or  surgical 
costs. 

Blue  Cross  and  Blue  Shield  pre-payment 
plans  are  today’s  best  answer  for  surgical 
and  hospital  protection. 


Blue  Cross  - Blue  Shield. 


when  he  just;  can’t;  si 

Tuin 


One-Half  Sodium  Amobarbital  a 
One-Half  Sodium  Secobarbi 
supplied  in  and  3-grain  Pulvu 


nal  helps  wakeful  patients  fall  asleep  fast,  sta’ 
Jep  all  night. 

ilnications:  Tuinal  is  indicated  for  prompt  and  moder 
lon§-acting  hypnosis.  It  is  not  suitable  for  con 
tmous  daytime  sedation. 

rtraindications:  Barbiturates  should  not  be  adminis 
d to  anyone  with  a history  of  porphyria,  nor  shoulc 
/ be  given  in  the  presence  of  uncontrolled  pain,  be 
se  excitement  may  result. 

ning:  May  be  habit-forming. 

P|mutions:  Tuinal  should  be  used  cautiously  in  pa- 
nets  with  decreased  liver  function,  since  prolongation 
ax  ttect  may  occur. 

^cerse  Reactions:  Idiosyncrasy,  such  as  excitement, 
lapover,  or  pain,  may  appear.  Hypersensitivity  reac- 


tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Overdosage:  C.N.S.  depression.  Symptoms — Depression 
of  respiration  and  of  superficial  and  deep  reflexes,  slight 
constriction  of  the  pupils  (in  severe  poisoning,  di  ation), 
decreased  urine  formation,  lowered  body  temperature, 
coma.  Treatment — Symptomatic  and  supportive  (gastric 
lavage;  intravenous  fluids;  maintenance  of  blood  pres- 
sure, body  temperature,  and  adequate  respiration].  Di- 
alysis may  speed  removal  of  barbiturates  from  body 
fluids. 

OB  ^ Dosage:  50-200  mg.  (34-3  grains)  at  bedtime. 

[031767] 

Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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WINCHESTER 

“CAR0L1N AS’  HOUSE  OF  SERVICE” 

Winchester  Surgical  Supply  Company 

200  South  Torrence  St.  Charlotte,  N.  C. 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.  Greensboro,  N.  C. 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

Your  past,  present  and  future  support  is  always  appreciated 

We  SERVICE  what  we  SELL 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921 
Distributors  of  KNOWN  BRANDS  of  PROVEN  QUALITY 
We  have  advertised  CONTINUOUSLY  in  the  S.  C.  Journal  since  1920 


APPALACHIAN  HALL 

ESTABLISHED  — 1916 

ASHEVILLE  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  Illnesses,  rest,  convalescence,  drug 
and  alcohol  habituation. 

Insulin,  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate 

for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.D  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 

For  rates  and  further  information  write  APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 


MINUTES  OF  COUNCIL 
SOUTH  CAROLINA  MEDICAI 
ASSOCIATION 


The  Council  of  the  South  Carolina  Medical  Asso- 
ciation met  in  special  meeting  in  Columbia  at  4:00 
p.m.,  January  17,  1968. 

Mr.  Blanchard,  Field  Representative  of  the  AMA, 
was  introduced  to  the  group  by  Mr.  Meadors. 

Dr.  Eaddy  commented  on  the  recently  published 
Woi'kmen  Compensation  Fee  Schedule  by  the  South 
Carolina  Industrial  Commission.  He  noted  that  a 
copy  of  this  could  be  had  through  the  R.  L.  Bryan 
Company  in  Columbia.  He  asked  Dr.  Waring  to  make 
special  note  of  the  fee  schedule  and  how  it  might 
be  obtained  by  the  doctors  of  South  Carolina,  sug- 
gesting that  this  be  publicized  in  the  SCMA  Journal. 

Dr.  Eaddy  commented  on  a letter  that  he  had 
received  from  the  President  of  the  South  Carolina 
Optometric  Association,  asking  for  a liaison  meeting 
between  representatives  of  the  two  societies.  This 
request  came  out  of  recent  action  taken  by  the 
Judicial  Council  of  AMA  regarding  optometrists. 

A study  committee  was  appointed  by  the  last 
S.  C.  Legislature  to  study  the  feasibility  of  allowing 
osteopaths  to  practice  as  medical  doctors  in  South 
Carolina.  This  committee  was  named  as  follows: 
Mr.  Watson,  Mr.  Cuttino,  and  Mr.  Turner,  from  the 
House  of  Representatives;  Dr.  Brockington,  Mr. 
Roddy,  and  Mr.  Shumaker,  from  the  Senate;  also, 
Dr.  Johnson,  President  of  the  S.  C.  Osteopathic  As- 
sociation; Dr.  McCord  to  represent  the  Medical 
Profession  as  President  of  the  South  Carolina  Medi- 
cal College,  and  Dr.  Norman  0.  Eaddy  as  Presi- 
dent of  SCMA.  Dr.  McCord  was  present  to  discuss 
the  problem  with  Council  and  he  was  introduced 
by  Dr.  Eaddy. 

Council  went  into  executive  session  during  this 
report  and  at  the  culmination  of  the  report  Dr.  Mc- 
Cord was  thanked  for  his  conscientious  study  and 
report. 

Plans  for  dissemination  of  material  and  handling 
of  the  Public  Hearing  on  the  Osteopathic  Bill  was 
discussed,  but  no  action  was  taken. 

A letter  from  Dr.  Owens  to  Mr.  Meadors  regard- 
ing a bill  which  is  to  be  presented  to  the  Legislature 
by  the  optometrists  was  presented. 

“The  Optometric  Association  has  a bill  in  the 
Medical  Affairs  Committee  which  they  are  inter- 
ested in  having  passed.  It  sets  up  a service  cor- 
poration somewhat  similar  to  Blue  Cross-Blue 
Shield.  As  I recall  last  year’s  hearing,  the  main  ob- 
jection was  to  Section  17,  which  reads  as  follows: 
“No  optometric  vision  service  corporation  (no  medi- 
cal service  corporation)  shall  be  liable  for  injuries 
resulting  from  negligence,  malfeasance,  or  mal- 
practice on  the  part  of  any  officer  or  employee  or 
on  the  part  of  any  optometrist  (physician)  in  the 


course  of  rendering  optometric  vision  services  (med- 
ical services)  to  subscribers”. 

This  appears  to  be  practically  identical  to  Sec- 
tion 37-1117  in  the  Blue  Cross-Blue  Shield  enabling 
legislature  which  reads  as  follows:  “No  medical 
service  corporation  shall  be  liable  for  injuries  re- 
sulting from  negligence,  melfeasance,  non-feasance, 
or  malpractice  on  the  part  of  any  officer  or  em- 
ployee or  on  the  part  of  any  physician  in  the  course 
of  rendering  medical  services  to  subscribers”. 

In  view  of  this  similarity,  I do  not  see  how  ob- 
jection could  be  raised  to  the  Optometrical  bill 
Section  17  unless  also  raised  to  Blue  Cross-Blue 
Shield  37-1117. 

Since  the  optometrists  are  not  covered  by  Blue 
Cross-Blue  Shield,  it  appears  they  have  a good  argu- 
ment in  organizing  a similar  corporation.  I would 
appreciate  your  comments  on  this.” 

It  was  the  opinion  of  Council  that  this  bill  was 
not  out  of  line  and  Dr.  Johnson  moved  that  this 
bill  not  be  opposed.  The  motion  was  put  and  car- 
ried. 

Mr.  Meadors  delivered  a message  from  Dr.  Robert 
Wilson  regarding  the  S.  C.  Diabetic  Association  (af- 
filiate of  the  American  Diabetic  Association).  Dr. 
Wilson  seeks  approval  of  Council  regarding  con- 
struction of  a Diabetic  Camp  in  upper  South  Caro- 
lina. Dr.  Johnson  moved  that  Council  approve  of 
such  action.  This  was  put  and  carried.  This  action 
will  be  indicated  to  Dr.  Wilson  by  Mr.  Meadors. 

Dr.  Clay  Evatt  presented  to  Council  a recent 
paper  delivered  by  Mr.  Ray  Everett  to  a Charleston 
Service  Club.  The  title  of  his  paper  is  “A  Look  at 
the  Hospital  Care  Financing  Picture  in  the  Charles- 
ton Area”.  This  excellent  paper  and  statistical  data 
were  given  to  Council  members  individually  as  in- 
formation. 

Dr.  Joel  Wyman  commented  on  SCALPEL,  again 
urging  Council  and  members  of  the  SCMA  to  sup- 
port this  organization  in  every  way. 

Mr.  Meadors  announced  the  dates  of  the  Council 
Meeting  at  Myrtle  Beach.  The  first  meeting  of  Coun- 
cil will  be  at  10:00  a.m.  on  Sunday,  May  12.  Council 
will  meet  on  subsequent  days,  May  13,  14,  and  15. 

Mr.  Meadors  announced  that  the  banquet  of 
SCMA  will  be  on  May  14. 

Mr.  Meadors  listed  doctors  who  had  practiced  for 
25  years  and  now  retired,  indicating  that  these 
people  are  in  the  status  not  to  require  payment  of 
dues.  These  are  Dr.  G.  S.  T.  Peeples  of  John  Island, 
and  Dr.  A.  Brennan  Calder  of  Sumter.  It  was  moved 
and  passed  that  these  men  be  allowed  this  special 
position. 

Ben  N.  Miller,  M.D. 
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New  officers  of  the  Greenville  County 
Medical  Society,  Inc.  include  Dr.  Frank 
Stelling,  president;  Dr.  William  C.  Craig, 
vice  president;  Dr.  Marion  Waters,  secre- 
tary; Dr.  Lucius  Cline,  treasurer.  Dr. 
Charlton  P.  Armstrong,  a senior  associate 
in  the  division  of  urology  on  the  medical 
staff  of  the  Greenville  General  Hospital, 
has  succeeded  Dr.  Leslie  C.  Meyer  as  presi- 
dent of  the  medical  staff.  Dr.  Eleanor  W. 
Townsend  is  retiring  as  director  of  the 
State  Board  of  Health  Laboratory,  a posi- 
tion she  has  held  since  1958,  but  she  will 
remain  chairman  of  the  Medical  Labora- 
tory Advisory  Group  of  the  State  Board 
of  Health.  Dr.  Preston  Hampton  Edwards 
retired  Jan.  1 as  health  officer  of  Chester- 
field and  Marlboro  Counties,  a position  he 
has  held  since  1951.  He  formerly  was 
health  officer  for  Georgetown  and  Horry 
Counties.  Dr.  Harvey  Oberman  has  an- 
nounced the  opening  of  his  office  for  the 
practice  of  internal  medicine  at  116  B 
Ashley  Avenue,  Charleston.  Dr.  Arthur 
Wells  Lowman,  who  has  practiced  medi- 
cine in  Denmark  for  34  years,  officially 
retired  on  Dec.  31,  although  he  had  not 
practiced  since  Oct.  1.  He  was  forced  to 
retire  because  of  declining  health.  He  was 
graduated  from  the  Medical  College  of 
South  Carolina  in  1921  and  interned  at 
Roper  and  Baker  Hospitals  in  Charleston. 
Dr.  Lowman  served  as  president  of  the 
Seaboard  Air  Line  Railroad  Surgeons 
Assn,  and  was  a member  of  the  Atlantic 
Coast  Line  Assn.  He  also  served  as  chair- 
man of  the  City  Board  of  Health.  In  Feb- 
ruary, Dr.  George  H.  Orvin,  director  of 
the  Medical  College  of  South  Carolina’s 
new  Division  of  Adolescent  Psychiatry, 
was  scheduled  to  deliver  a series  of  lec- 
tures at  Littermore  Hospital,  England. 
He  was  invited  by  Bertram  Mandebrote, 


physican  and  superintendent  of  the  hos- 
pital and  lecturer  in  psychological  medi- 
cine at  Oxford  University. 

Dr.  Hugh  V.  Coleman  of  Marion  has 
been  recently  named  to  the  South  Carolina 
Committee  on  Trauma  of  the  American 
College  of  Surgeons.  This  committee  is 
composed  of  20  South  Carolina  surgeons 
who  have  training  and  interest  in  the 
various  aspects  of  prevention  and  treat- 
ment of  injuries.  Dr.  Kenneth  Warren  of 
Greenville  will  supervise  a new  kind  of 
program  to  train  mental  health  techni- 
cians at  the  Greenville  Technical  Educa- 
tion Center.  Dr.  Warren  is  chairman  of  the 
Greenville  TEC’s  advisory  committee  for 
mental  health  specialists.  Dr.  Leon  Hunt 
has  re-opened  his  office  for  the  general 
practice  of  medicine  in  Bishopville.  He  has 
been  on  active  duty  with  the  U.  S.  Army 
for  the  past  two  years,  a portion  of  which 
he  spent  on  a tour  of  duty  in  Korea.  Dr. 
Fletcher  C.  Derrick  Jr.,  an  associate  in 
urology  at  the  Medical  College  of  South 
Carolina  and  chief  of  the  urology  service 
at  the  Veterans  Administration  Hospital 
in  Charleston,  was  recently  given  a Dis- 
tinguished Service  Award  by  the  Charles- 
ton Jaycees.  Dr.  Edmund  R.  Taylor  has 
been  elected  chief  of  the  medical  staff  at 
Columbia  Hospital.  Dr.  Hugh  H.  DuBose 
was  named  vice-chief  of  staff  and  Dr. 
B.  Daniel  Paysinger,  secretary.  Dr.  Wil- 
liam T.  Hendrix  of  Spartanburg  was  re- 
cently elected  to  the  board  of  trustees  of 
North  Greenville  Junior  College.  Dr. 
George  Price  of  Spartanburg  has  been  ap- 
pointed to  a five-member  committee  to 
nominate  officers  and  directors  for  the 
American  Academy  of  General  Practice. 
Dr.  James  Wilson  has  been  re-elected  to 
his  sixth  term  as  president  of  the  trustees 
of  the  Charleston  Museum.  Recently 
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elected  officers  of  the  Anderson  County 
Medical  Society  include  Dr.  Leonard  W. 
Douglas,  president ; Dr.  William  P.  Kay 
Jr.,  vice  president;  Dr.  William  E.  Ken- 
nedy, secretary  and  Dr.  Charles  Hailes, 
treasurer.  Dr.  Randolph  Smoak  Jr.,  who 
recently  located  in  Orangeburg  for  the 
practice  of  surgery  has  been  advised  by 
the  American  Board  of  Surgery  that  he 
has  successfully  completed  his  second 
examination  and  is  now  a Diplomate  of 
the  American  Board  of  Surgery.  He  took 
his  first  exam  about  one  year  ago  in 
Texas  and  in  December,  his  second  one 
in  Cleveland. 

Dr.  Kim  Wood  has  been  named  chief  of 
staff  at  the  Divine  Savior  Hospital  in 
York.  Dr.  Henry  R.  Kuemmerer  has  an- 
nounced his  decision  to  be  a candidate  for 
Oconee  County  School  Trustee,  county- 
wide. Dr.  Keummerer  is  president  of  the 
Oconee  County  Medical  Society.  Dr.  James 
W.  Warren  was  recently  elected  president 
of  the  medical  staff  of  St.  Eugene  Hos- 
pital in  Dillon.  Also  elected:  Dr.  Swift  C. 
Black,  vice  president  and  Dr.  R.  H.  Cain 
Jr„  secretary.  Dr.  Hubert  Claytor  has 
begun  the  practice  of  internal  medicine 
in  Columbia  at  2011  Hampton  St.  He  re- 
ceived his  M.D.  from  the  Medical  College 
of  South  Carolina  and  served  his  intern- 
ship at  Grady  Memorial  Hospital  in  At- 
lanta. Dr.  C.  Dayton  Riddle  of  9 Medical 
Court,  Greenville,  was  inducted  as  a Fel- 
low of  the  American  Academy  of  Ortho- 
paedic Surgeons  at  their  35th  annual  meet- 
ing held  recently  in  Chicago.  Dr.  Charles 
G.  Spivey,  a Columbia  physician  since 
1930,  has  semi-retired  and  moved  to  Edis- 


Dr.  (Capt.)  Robert  Jackson 


to  Beach  where  he  will  conduct  a limited 
practice.  Dr.  Leon  Banov  of  Charleston 
was  recently  elected  president  of  the 
Widows  and  Orphans  Society.  Dr.  R,  Lay- 
ton  McCurdy,  associate  professor  of  psy- 
chiatry at  the  Emory  University  School 
of  Medicine,  has  been  named  chairman  of 
the  Psychiatry  Department  at  the  Medical 
College  of  S.  C.  Four  physicans  at  the 
Medical  College  of  S.  C.  have  been  awarded 
fellowships  for  training  in  cancer  diag- 
nosis and  treatment  by  the  American  Can- 
cer Society.  They  are  Dr.  Fletcher  Derrick 
of  Johnston,  Dr.  H.  Biemann  Othersen  of 
Charleston,  Dr.  Walter  M.  Newton  Jr.  of 
Bennettsville  and  Dr.  John  P.  Sutton  of 
Greenville.  Dr.  (Capt.)  Robert  E.  Jackson, 
31,  of  Manning,  who  is  stationed  at  Eng- 
land AFB,  La.,  recently  received  the 
Legion  of  Merit  for  his  efforts  in  the  prac- 
tice of  medicine  in  Southeast  Asia.  He  is 
currently  chief,  flight  medicine  division 
for  the  1st  Air  Commando  Wing  in  Eng- 
land. 


NEW  MEMBERS 

Dr.  Samuel  V.  Johnson 
Kingstree 

Dr.  Claud  L.  Stephens 
Kingstree 

Dr.  Harold  C.  Morgan 
Columbia 


JOURNAL  ON  MICROFILM 

All  back  issues  of  The  Journal  of  the 
South  Carolina  Medical  Association  are 
now  available  on  microfilm  through  Uni- 
versity Microfilms,  Inc.,  313  North  First 
Street,  Ann  Arbor,  Michigan,  48107. 
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I)r.  Curtis  I*.  Artz  spoke  before  the  Cin- 
cinnati Surgical  Society  on  Jan.  3 on  the 
topic  of  “Clinical  Application  of  Dialysis 
of  Thoracic  Duct  Lymph.” 

On  Jan.  12,  Dr.  William  H.  Lee.  Jr.,  par- 
ticipated in  a Columbia  Univ.  seminar  on 
“Non-Thrombogenic  Surfaces  of  Chemi- 
cally-Bonded Heparin”  in  N.  Y.  City. 

Dr.  Lee  attended  the  National  Research 
Council  Program  in  Washington,  D.  C., 
Feb.  29-March  2,  where  he  discussed  Post 
Traumatic  Pulmonary  Syndrome.” 

On  Jan.  29,  Dr.  R.  R.  Bradham  spoke  to 
the  Florence  County  Medical  Society  on 
“Myocardial  Revascularization.” 


Dr.  Lawrence  L.  Hester  presented  a 
paper  entitled  “Radio-Active  Colloidal 
Chromic  Phosphate  in  the  Treatment  of 
Ovarian  Malignancy”  before  the  South 
Atlantic  Assn,  of  Obstetricians  and  Gyne- 
cologists meeting  held  in  Miami  on  Jan. 
14-17. 

Dr.  William  W.  Yallotton,  Prof,  and 
Chairman  of  the  Dept,  of  Ophthalmology, 
and  Dr.  James  V.  Ward,  Ophthalmology 
Chief  Resident,  gave  a series  of  lectures 
at  the  School  of  Medicine  of  the  Univer- 
sidad  Nacional  Mayor  de  San  Marcos  in 
Lima,  Peru,  from  Feb.  3-21. 


MY  POLITICAL  CREED 

I am  a free  citizen  in  a free  nation. 

Whoever  diminishes  my  freedom  as  an  individual  diminishes  the  sum  total  of  freedom 
in  my  country. 

I am  also  a physician,  free  thus  far  to  treat  my  patients  to  the  best  of  my  ability. 
Abridge  that  freedom  and  the  health  of  my  patients  is  adversely  affected. 

These  things  being  true,  I cannot — I will  not — stand  idly  by  when  these  hard-won 
freedoms  are  under  attack. 

For  I believe  that  the  values  upon  which  this  country  was  founded  are  immutable  and 
have  not  been  eroded  by  the  passage  of  years. 

I believe  that  I,  as  a free  citizen  in  a free  land,  am  obligated  to  defend  my  beliefs  in  the 
ways  permitted  to  me,  and  required  of  me,  by  our  form  of  government. 

Therefore,  let  no  man  seek  to  bar  me  from  the  political  process ; for  it  would  be  akin 
to  denying  my  right  to  participate  in  the  process  that  determines  free  government. 
SCALPEL  and  AMPAC  need  you.  Join  today  for  1968.  Send  $20.00  to  the  South  Carolina 
Medical  Association  office,  113  North  Coit  St.,  Florence,  S.  C.  29501. 
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THE  MONTH  IN  WASHINGTON 


REGIONAL  MEDICAL  PROGRAM 

Dr.  Dwight  L.  Wilbur,  president-elect 
of  the  American  Medical  Association, 
warned  that  physicians  will  resist  any  ef- 
fort to  establish  national  medical  stand- 
ards under  the  Regional  Medical  Pro- 
grams. 

But  he  predicted  that  the  medical  pro- 
fession would  cooperate  enthusiastically  if 
the  programs  are  carried  out  on  a volun- 
tary cooperative  basis. 

Dr.  Wilbur  spoke  at  a conference  on 
Regional  Medical  Programs  sponsored  by 
the  Department  of  Health.  Education  and 
Welfare. 

“If  the  program  in  fact  is  clearly  one 
designed  to  catalyze  and  to  facilitate  the 
development  of  better  programs  than  now 
exist  to  serve  patients  and  their  phy- 
sicians it  will  undoubtedly  receive  enthu- 
siastic cooperation  from  the  medical  pro- 
fession and  related  groups,”  Dr.  Wilbur 
said.  “We  know  that  the  law  and  its  leg- 
islative history  stress  the  voluntary  co- 
operative nature  of  the  program  and  that 
interference  with  existing  patterns  is 
specifically  prohibited  . . . 

“Unlike  many  other  countries,  our  na- 
tion has  reached  its  preeminence  in  many 
areas  of  activity  because  of  this  unique 
combination  of  multiple  independent  focal 
points  of  activity  cooperating  on  a volun- 
tary basis  to  achieve  a commonly  desired 
goal  . . . 

“If  RMP  maintains  its  current  empha- 
sis on  the  working  together  of  regional 
groups,  it  will  fulfill  its  purpose  of  im- 
proving the  quality,  accessibility  and 
availability  of  health  care,  physician  and 
instiutional  performance,  and  consumer 
satisfaction. 

“On  the  other  hand,  if  RMP  becomes  an 
instrument  for  the  establishment  of  na- 
tional standards  with  the  coercive  com- 
pliance compelled  by  such  standards,  it 
will  arouse  nationwide  resistance  from 
physicians,  institutions,  and  allied  health 
professionals.  What  can  be  gained  by  co- 


operation and  meaningful  participation 
will  surely  be  lost  if  the  use  of  coercive 
power,  which  for  the  moment  lies  dor- 
mant in  Public  Law  89-239,  becomes  its 
dominant  characteristic  . . . 

“RMP  is  in  a strategic  position  to  bring 
about  changes  acceptable  both  to  physi- 
cians and  their  patients  that  will  improve 
performance  and  patient  satisfaction 
without  undermining  patterns  of  behavior 
that  are  traditional,  and,  more  significant, 
considered  by  the  medical  profession  es- 
sential to  the  preservation  of  high 
quality  care.” 

OBESITY  CONTROL 

The  American  Medical  Association  told 
Congress  that  weight  reduction  is  a lead- 
ing health  area  for  quackery. 

The  AMA  position  on  weight  reduction, 
particularly  as  so-called  diet  pills  are  in- 
volved, was  outlined  by  Drs.  Theodore  B. 
Van  Itallie  of  New  York,  N.  Y.,  a member 
of  the  Council  on  Foods  and  Nutrition,  and 
Harry  C.  Shirkey  of  Birmingham,  Ala., 
vice  chairman  of  the  Council  on  Drugs  in 
testimony  before  the  Senate  Antitrust 
and  Monopoly  Subcommittee. 

The  subcommittee  was  investigating  re- 
ports that  some  osteopaths  and  physicians 
were  making  large  incomes  from  as- 
sembly-line administration  of  multi- 
colored “diet”  pills  containing  such  drugs 
as  barbiturates,  thyroid  extract,  amphe- 
tamines, thiazine,  diuretics,  laxatives  and 
various  hormones. 

Officials  of  Illinois  and  Oregon  testified 
that  such  pills  were  involved  in  at  least 
20  deaths  in  their  states. 

“Perhaps  in  no  other  area  of  health 
and  medical  problems  do  we  encounter  as 
much  food  faddism  and  quackery,”  Dr. 
Van  Itallie  testified.  “The  obese  are  ex- 
tremely gullible,  forever  willing  to  believe 
that  some  day  a gadget,  a diet,  a pill,  or  a 
book  will  lead  to  the  miracle  of  easy  and 
painless  reduction  of  weight.  V hile  most 
of  the  quackery  originates  with  health 
hucksters  who  have  no  scientific  back- 
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ground,  training,  or  qualifications  in  the 
medical  or  nutritional  fields,  unfortunately 
a physician  is  occasionally  involved. 

“The  American  Medical  Association  has 
long  utilized  its  various  publications  to 
bring  to  the  profession  and  the  public  up- 
to-date  information  on  the  latest  scienti- 
fic advances  in  the  area  of  obesity  control. 
It  frequently  focuses  attention  upon  those 
irregular  practitioners  and  faddists  who 
prey  upon  the  unsuspecting  public.  As 
the  national  voice  of  Medicine,  we  believe 
that  it  is  incumbent  upon  us  to  help  pro- 
tect the  public  from  those  practices  which 
have  the  potential  of  adversely  affecting 
the  public  health.  . . 

“A  physician  who  assumes  the  respon- 
sibility for  treating  obesity  takes  on  a 
difficult  role.  Few  other  medical  disorders 
require  the  same  disciplined  and  pro- 
longed cooperation  of  the  patient  in  their 
treatment.  Even  under  the  best  of  cir- 
cumstances, the  results  of  treatment  be- 
come apparent  slowly.  The  inherent  handi- 
caps may  strain  the  busy  physician’s  pa- 
tience and  tempt  him  to  resort  to  un- 
sound methods  of  treatment.  He  must 
have  a clear  understanding  of  the  phy- 
siological and  psychological  problems  of 
obesity  in  order  to  treat  it  wisely.” 

Dr.  Shirkey  broke  down  weight  drugs 
into  seven  general  classifications:  (1) 

cardiac  glycosides;  (2)  hormones,  chiefly 
thyroid;  (3)  diuretics;  (4)  anorexiants 
(appetite  suppressants)  ; (5)  laxatives; 
(6)  sedatives ; and  (7)  antispasmodics.  Of 
them  he  said : 

Cardiac  glycosides : “Their  use  for 

obesity  is  reprehensible  and  may  well  have 
attributed  to  the  few  reported  deaths  of 
patients  receiving  such  treatment.” 

Hormones — Thyroid : “There  are  at 

least  three  irrationalities  ...  in  this  hor- 
monal approach  to  the  treatment  of 
obesity.” 

Diuretics : “There  is  no  rational  basis 
for  the  use  of  diuretic  drugs  in  the  treat- 
ment of  simple  obesity.” 

Anorexiants : “Amphetamines  are  use- 


ful as  a crutch  to  help  the  patient  become 
accustomed  to  a rigorous  reducing  diet. 
But  long-term  administration  is  not  justi- 
fied because  they  tend  to  become  less  ef- 
fective and,  in  addition,  can  lead  ulti- 
mately to  habituation.” 

Laxatives:  “There  is  little  rational 

basis  for  the  use  of  laxatives  in  the  treat- 
ment of  obesity.” 

HEALTH  CARE  COSTS 

President  Johnson  said  the  adminis- 
tration would  take  additional  steps  to 
abate  the  increases  in  health  care  costs 
and  to  increase  the  numbers  of  health  per- 
sonnel. 

In  his  economic  message  to  Congress, 
he  said : 

“The  supply  of  qualified  health  person- 
nel has  lagged  behind  the  expanding  de- 
mand. I will  shortly  propose  new  meas- 
ures to  increase  this  supply. 

“Last  year,  medical  care  prices  rose  7 
percent,  more  than  twice  as  fast  as  other 
prices.  I shall  propose  new  measures  to 
slow  down  the  spiraling  cost  of  health 
care.” 

In  his  State  of  the  Union  message,  the 
President  included  in  a list  of  “absolutely 
intolerable”  conditions  which  he  said  had 
existed  for  many  years : “Hospital  and 
medical  costs  are  high,  and  they  are  ris- 
ing.” He  did  not  amplify  the  brief  state- 
ments in  either  of  these  two  messages, 
leaving  the  details  for  a later  health  mes- 
sage to  Congress. 

Chairman  Abraham  A.  Ribcoff  (D., 
Conn.)  said  the  Senate  Government  Op- 
erations Committee  would  conduct  a two- 
year  investigation  into  the  rise  in  hos- 
pital and  other  health  care  costs.  He  said 
the  subcommittee’s  study  also  would  be 
concerned  with  the  numbers  of  physi- 
cians and  other  health  personnel  . 

Mr.  Johnson  said  he  also  would  pro- 
pose a child  health  program  and  stricter 
penalties  for  those  who  traffic  in  LSD 
and  other  dangerous  drugs.  The  child 
he.dth  program  would  provide  poor  fami- 
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lies  over  the  next  five  years  with  health 
service  from  prenatal  care  of  the  mother 
through  the  child’s  first  year. 

The  budget  for  the  Department  of 
Health,  Education  and  Welfare  allotted 
$6  million  for  medical  education  in  fiscal 
1969,  for  the  year  beginning  next  July  1, 
an  increase  of  more  than  $16  million.  Fed- 
eral aid  for  allied  health  training  was 
decreased  from  $19  million  to  $17.2  mil- 
lion. 


Medicare  expenditures  for  fiscal  1969 
were  estimated  at  $6.3  billion,  compared 
with  $5.7  billion  for  the  current  fiscal 
year. 

Family  planning  programs  of  the  fed- 
eral government  would  be  greatly  ex- 
panded. The  goal  is  to  provide  birth  con- 
trol information  to  one  million  women  by 
quadrupling  the  size  of  the  family  plan- 
ning services  budget  from  $6  million  to 
$24  million. 


LEGISLATIVE  CHANGES  IN 

On  December  15,  1967,  several  changes 
in  the  Medicare  Law  were  passed.  These 
were  signed  into  law  by  President  John- 
son on  January  2,  1968. 

Following  is  a list  of  significant 
changes. 

MEDICARE  CHANGES  WHICH  WILL 
DIRECTLY  AFFECT  PHYSICIANS: 

Payment  of  Physician  Bills  Under  the 
Medicare  Program 

This  means  that  the  patient  may  file 
for  Medicare  benefits  with  the  physician’s 
itemized  bill,  whether  or  not  the  physician 
has  been  paid,  and  payment  ivill  be  made 
directly  to  the  beneficiary. 

Tune  Limit  on  Filing  Medicare  Claims 

Claims  for  the  services  in  question  will, 
in  general,  have  to  be  filed  no  later  than 
the  end  of  the  calendar  year  following 
the  year  in  which  the  services  are  fur- 
nished. Please  note  that  under  the  above 
stipulation,  beneficiaries  may  lose  bene- 
fits unless  claims  for  services  during 
July,  August,  and  September  of  1966  are 
filed  before  March  31,  1968. 

Eye  Refractions 

The  above  excludes  from  coverage  all 
procedures  to  determine  the  refractive 
state  of  the  eyes  performed  during  any 
eye  examination  (even  in  connection  with 
furnishing  prosthetic  lenses)  ; and  even 
if  performed  by  an  M.D. 

Ph  ysician  Certification 

The  bill  eliminates  the  physician  certi- 
fication requirement  for  hospital  outpa- 


MEDICARE  — (ILK.  12080) 

tient  services  and  admissions  to  general 
hospitals. 

Physician  certification  is  retained  for 
payment  of  services  by  psychiatric  and 
tuberculosis  hospitals,  extended  care  facil- 
ities and  home  health  agencies.  There  cer- 
tifications are  important  and  meaningful 
because  special  conditions  (such  as  prior 
hospitalization)  are  attached  to  payment 
for  services  furnished  by  these  providers. 
The  requirement  for  physician  certifica- 
tion after  inpatient  hospital  services  have 
been  furnished  over  a period  of  time  is 
also  retained.  Certification  is  required  as 
of  the  14th  day  of  hospitalization,  the  first 
recertification  no  later  than  the  21st  day, 
and  subsequent  recertifications  at  inter- 
vals established  by  the  utilization  review 
committee,  not  to  exceed  30  days. 

THE  FOLLOWING  CHANGES  WILL 
HAVE  SOME  EFFECT  ON  PHYSI- 
CIANS, HOSPITALS,  AND  PATIENTS: 
Additional  Days  of  Hospital  Care 

The  bill  provides  that  each  medicare 
beneficiary  will  have  a lifetime  reserve  of 
60  days  of  added  coverage  of  hospital  care 
after  the  90  days  covered  in  a “spell  of 
illness”  have  been  exhausted.  Coinsurance 
of  $20  per  day  will  be  applicable  to  these 
added  days  of  coverage. 

Inclusion  of  Podiatrists’  Services 

The  bill  covers  the  nonroutine  services 
of  doctors  of  podiatry  or  surgical  chiro- 
pody under  the  medical  insurance  pro- 
gram. In  addition,  the  bill  excludes  rou- 
tine foot  care  from  coverage  whether  per- 
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formed  by  a podiatrist  or  a medical  doc- 
tor. 

Payment  for  Services  in  Nonparticipating 
Hospitals 

The  bill  provides  payments  for  inpa- 
tient services  (whether  or  not  emergency 
services)  furnished  to  beneficiaries  ad- 
mitted before  January  1,  1968,  to  non- 
participating hospitals  that  meet  the  new 
definition  of  “emergency  hospital”  de- 
scribed below.  Under  the  new  provisions, 
nonparticipating  hospitals  may  continue 
to  apply  for  payment  for  emergency 
services  on  a reasonable-cost  basis,  but 
only  if  they  agree  to  bill  the  program  for 
all  such  services  furnished  during  the 
year. 

Payment  Under  the  Supplementary  Medi- 
cal Insurance  Program  for  Noncovered 
Hospital  Ancillary  Services 

The  bill  permits  payment  under  the 
supplementary  medical  insurance  pro- 
gram for  certain  ancillary  hospital  and 
extended  care  facility  services,  principally 
X-ray  and  laboratory  services,  for  which 
no  payment  may  be  made  under  the  hos- 
pital insurance  program — where,  for  ex- 
ample, the  patient  has  exhausted  his  eli- 
gibility under  that  program  or  where  an 
extended  care  faciilty  patient  has  not 
satisfied  the  prior-hospitalization  require- 
ment. 

This  provision  applies  to  services  fur- 
nished after  March  31,  1968. 

Payment  for  Purchase  of  Durable  Medical 
Equipment 

The  bill  permits  payment  to  be  made 
for  durable  medical  equipment  that  has 
been  purchased  by  the  individual. 

Payment  for  Outpatient  Physical  Therapy 
Services 

The  bill  covers  under  the  supplementary 
medical  insurance  program  for  diagnos- 
tic X-ray  services  furnished  in  a patient’s 
home  or  in  a nursing  home  if  the  services 
are  provided  under  the  general  supervision 
of  a physician  and  if  the  performance  of 
the  tests  meets  health  and  safety  regula- 
tions. 


Blood  Deductibles 

The  bill  broadens  the  definition  of 
“blood”  to  include  packed  red  blood  cells 
as  well  as  whole  blood  and  extends  the 
application  of  the  3-pint  deductible  pro- 
vision to  the  supplementary  medical  in- 
surance program  as  well  as  to  the  hospital 
insurance  program. 


THE  SOUTH  CAROLINA  SANATORIUM 

Report  of  Governor’s  Committee  to  Study 
The  Present  and  Future  of  the 

S.  C.  Sanatorium 
CONCLUSIONS 

1.  There  is  immediate  need  to: 

a)  Obtain  a medical  director  qualified 
is  respiratory  diseases. 

b)  Upgrade  and  improve  the  medical 
staff  and  medical  services. 

2.  Immediate  steps  should  be  taken  to- 
ward certification  of  the  S.  C.  Sana- 
torium for  participation  in  federally 
funded  medical  programs — i.e.,  Medi- 
care, Medicaid,  and  other  federal  pro- 
grams administered  by  State  agencies. 

3.  Services  of  the  Sanatorium  should  be 
unified  under  the  tuberculosis  control 
activities  of  the  State  Board  of  Health 
i.e.,  all  in-hospital  treatment  and  all 
out-patient  care  should  be  coordinated 
under  the  Tuberculosis  Control  Div- 
ision of  the  State  Board  of  Health. 

4.  The  establishment  of  a Tuberculosis 
Control  Advisory  Committee  by  the 
Governor,  upon  recommendation  of  the 
State  Board  of  Health,  is  urged. 

5.  There  is  need  for  closer  integration  of 
the  vocational  rehabilitation  program 
into  the  total  health  services  rendered 
by  the  Sanatorium. 

6.  Utilization  of  services  available  from 
the  Medical  College  staff  and  local 
physicians  should  be  explored,  with  a 
view  toward  improving  medical  care 
given  patients  at  the  Sanatorium. 

7.  Health  services  offered  at  the  Sana- 
torium should  be  expanded  to  meet 
existing  health  needs  of  the  State,  and 
specifically,  the  treatment  of  chronic 
respiratory  diseases. 
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Dr.  Donald  H.  Robinson 


NEWS 

The  State  Board  of  Health  has  an- 
nounced the  appointment  of  Dr.  Donald 
H.  Robinson  as  director  of  the  Bureau  of 
reventive  Health  Services. 

A native  of  Philadelphia,  Dr.  Robinson 
received  his  B.S.  degree  from  Grove  City 
College,  Pa. ; his  M.D.  degree  from  Hahne- 


mann, Pa.  and  his  Masters  degree  in 
public  health  from  Johns  Hopkins.  He 
also  holds  a law  degree  from  Blackstone 
School. 

He  served  12  years  in  the  armed  forces 
and  was  Chief  of  Medical  Operations  for 
the  8th  Army  during  the  Korean  war. 
After  military  service,  Dr.  Robinson  was 
Director  of  Medical  Services,  Pittsburg 
Health  Department  for  a period  of  two 
years.  This  was  followed  by  three  years 
as  assistant  Medical  Director  of  Standard 
Oil  Company  of  California. 

From  1960  to  the  present  he  served 
with  the  Panama  Canal  Health  Bureau. 

He  has  taught  at  Grove  City  College; 
University  of  Cincinnati ; University  of 
Pittsburgh;  Duquesne  University;  Univer- 
sity of  San  Francisco  and  Canal  Zone 
College. 

Dr.  Robinson  has  written  over  2,000 
magazine  artices,  and  is  the  author  of 
three  books.  He  is  a member  of  the  In- 
dustrial Medical  Association;  a Fellow  of 
the  American  Public  Health  Association ; 
and  a member  of  the  American  Medical 
Association. 


MEETINGS 


The  American  College  of  Physicians 
will  hold  its  49th  Annual  Session  April 
1-5  in  association  with  the  Royal  College 
of  Physicians  of  London. 

The  annual  meeting  will  be  held  in 
Boston,  Mass.,  with  some  5,000  special- 
ists in  internal  medicine  expected  to  at- 
tend the  sessions  at  the  Sheraton-Boston 
Hotel  and  the  War  Memorial  Auditorium. 

The  Royal  College  of  Physicians  of 
London  is  one  of  the  world’s  oldest  medi- 
cal societies  and  is  celebrating  its  450th 
anniversary  this  year. 

The  spring  session  of  the  American 
Academy  of  Pediatrics  will  be  held  in 
Atlanta,  Ga.  March  18-20. 


From  April  17  to  April  20,  the  Chicago 
Committee  on  Trauma  will  present  its 
12th  Post  Graduate  Course  on  Fractures 


and  Other  Trauma.  It  will  attempt  to 
cover  many  aspects  of  injuries.  This  in- 
cludes abdominal,  thoracic,  genito-urinary, 
ophthalmologic,  neurosurgical  and  vas- 
cular trauma,  as  well  as  musculo-skeletal 
trauma. 

Registration  can  be  accomplished  by 
writing  to  James  P.  Ahstrom,  Jr.,  M.D., 
chairman,  12th  Post  Graduate  Course, 
American  College  of  Surgeons,  55  East 
Erie  St..,  Chicago,  111.  60611. 


A symposium  on  Correlations  in  Medi- 
cine : The  Clinician  and  the  Laboratory  is 
being  sponsored  April  11  to  13  in  St. 
Petersburg,  Fla.  For  more  information 
write:  Mound  Park  Hospital  Foundation, 
Inc.,  St.  Petersburg,  Fla.,  33701.  The 
foundation  is  also  sponsoring  a symposium 
on  Gastric  Psychiatry  May  2-4. 
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The  South  Carolina  Medical  Associa- 
tion’s Committee  on  the  Medical  Aspects 
of  Sports  is  planning  a conference  on  that 
subject  at  the  Clemson  House  in  Clemson 
April  25. 

An  all-day  program  is  planned  and  will 
be  directed  at  the  coach  and  student 
trainer  as  well  as  the  physician.  Those  in- 
terested in  sports  and  its  medical  aspects 
should  plan  to  attend. 


Health  Education  and  Health  Care 
Services  will  be  the  theme  of  the  AMA’s 
3rd  National  Conference  on  Health  Ed- 
ucation to  the  Public,  April  4-6,  at  the 
Pick  Congress  Hotel,  Chicago. 

The  three-day  program  will  center 
around  the  physician’s  role  in  health  ed- 
ucation and  community  health,  as  well  as 
the  responsibility  of  the  professional 
health  educators.  One  session  will  be  de- 
voted to  the  psychological  influences  on 
health  behavior. 


The  Annual  Otolaryngologic  Assembly 
of  1968,  will  be  held  October  12  in  the 
Illinois  Eye  and  Ear  Infirmary  at  the 
Medical  Center,  Chicago. 

Interested  physiicans  should  direct 
communications  to  the  mailing  address: 

Department  of  Otolaryngology 
P.  O.  Box  6998 
Chicago,  Illinois  60680 


Internist  needed  for  medical  service, 
VA  Hospital,  Columbia,  S.  C.  Salary 
dependent  upon  experience  and  train- 
ing. Please  apply  Chief  of  Staff,  VA 
Hospital,  Columbia,  S.  C.  29201 


NOTICE 

The  Industrial  Commission’s  Fee  Sched- 
ule may  be  obtained  from  R.  L.  Bryan 
Company,  1440  Main  St.,  Columbia,  S.  C. 
for  $2.00. 


mudnonfi 


or 


EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

PhenoSarbital,  Cau  lion:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR  — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


LEAFLET  ON  HOSPITAL  COSTS  AVAILABLE  TO  S.  C.  PHYSICIANS 


Twenty-five  complimentary  copies  of  a 
new  leaflet  on  hospital  costs  have  been 
offered  to  all  members  of  the  South  Caro- 
lina Medical  Association  for  their  use 
in  providing  information  about  hospital 
expenses  to  their  patients.  The  leaflet  was 
developed  by  a committee  of  the  Division 

(of  Public  Affairs  and  Information  of  the 
South  Carolina  Hospital  Association,  of 
which  Dr.  J.  I.  Waring,  SCMA  Journal 

(editor,  is  a member. 

In  view  of  the  rapid  advances  in  the 
cost  of  hospital  care  and  the  need  to  ex- 
plain the  reasons  for  the  increase  to  the 


public,  it  is  hoped  that  all  practicing  phy- 
sicians in  the  state  will  place  copies  of  the 
leaflet  in  their  waiting  rooms.  The  leaflet 
not  only  explains  increasing  hospital 
charges,  but  also  encourages  patients  to 
have  adequate  health  insurance  coverage. 

A sample  copy  of  the  leaflet  and  an 
order  blank  for  use  in  requesting  a supply 
of  twenty-five  free  copies  have  been 
mailed.  Additional  copies,  if  desired,  may 
be  ordered  for  $4.00  per  hundred.  Write 
the  S.  C.  Hopital  Assn.,  1825  Gadsden 
Street,  Columbia,  S.  C.  28201. 


I 


I 


d 


(i 


SCHOLARSHIPS  FOR  RURAL 
DOCTORS 

A special  committee  studying  ways  to 
provide  more  rural  doctors  in  South  Caro- 
lina is  thinking  of  recommending  four 
times  as  many  scholarships  at  the  state 
medical  college  as  are  currently  available. 

Recipients  of  the  eight  scholarships 
each  year  would  be  required  to  sign  con- 
tracts binding  them  to  practice  in  a rural 
area  designated  by  the  State  Board  of 
Health  for  at  least  four  years. 

Rep  Herbert  Morgan,  vice  chairman  of 
the  committe,  has  said  the  committee  is 
also  thinking  of  recommending  four  dental 
scholarships  annually  with  the  same  agree- 
ment that  they  practice  in  rural  areas  of 
the  state. 

Under  the  present  rural  scholarship 
program,  eight  scholarships  are  awarded 
every  four  years.  The  program  has  been 
generally  regarded  as  inadequate  in  meet- 
ing increased  needs  for  rural  doctors. 


VOLUNTEER  PHYSICIANS  FOR 
VIET  NAM 

Volunteer  Physicians  for  Viet  Nam  is 
a program  for  supplying  care  to  the 
civilian  population  of  South  Viet  Nam 
through  the  volunteer  services  of  U.  S. 
physicians.  The  American  Medical  Asso- 
ciation administers  this  program,  which 
is  financed  by  the  United  States  Agency 


for  International  Development  (USAID). 

Physicians  sent  to  South  Viet  Nam  un- 
der this  voluntary  program  serve  a 60 
day  tour  of  duty  in  a provincial  civilian 
hospital.  The  volunteers  work  with  teams 
of  U.  S.  military  physicians  or  with  volun- 
teer surgical  teams  from  other  nations. 
These  teams,  assigned  to  USAID,  serve 
for  one  year  in  provincial  civilian  hospitals 
to  provide  continuity  to  the  U.  S.  medical 
assistance  programs.  The  volunteer  phy- 
sicians provide  additional  medical  exper- 
tise required  for  augmentation  of  the 
civilian  care  programs. 

Thirty-two  volunteers  must  be  sent  to 
Viet  Nam  every  60  days  to  keep  hospital 
staffs  at  full  strength.  General  practi- 
tioners, general  surgeons,  internists, 
ophthalmologists,  orthopedic  surgeons, 
pediatricians  and  preventive  medicine  spe- 
cialists are  needed,  with  the  greatest  de- 
mand for  general  and  orthopedic  surgeons 
to  treat  war-related  civilian  casualties.  In 
anticipation  of  future  demands,  inquiries 
are  invited  from  other  specialists.  Because 
of  conditions  in  Viet  Nam,  only  a limited 
number  of  female  physicians  can  be  ac- 
cepted. Non-physicians  are  not  recruited 
under  this  program. 

Write  to : 

AMERICAN  MEDICAL  ASSOCIATION 
AMA  Volunteer  Physicians  for  Viet  Nam 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
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1968  EASTER  SEAL  CAMPAIGN 

The  1968  Easter  Seal  Campaign  will 
begin  March  1 and  continue  until  April 
14,  Easter  Sunday. 

A widespread  appeal  for  funds  will  be 
made  by  hundreds  of  state  and  local  Easter 
Seal  affiliates  to  finance  treatment  and  re- 
habilitation for  crippled  children  and 
adults. 

Last  year,  nearly  a quarter  million 
handicapped  persons  received  help  from 
Easter  Seal  societies,  but  needs  of  the 
handicapped  and  costs  of  providing  ex- 
pert professional  care  are  rising,  and  more 
money  than  ever  before  will  be  needed 
to  serve  the  handicapped  during  1968. 


NEWBORN  ANATOMY 

Dr.  E.  B.  Ruth  of  the  Department  of  Anatomy  at 
The  Johns  Hopkins  University  will  teach  a course  at 
the  Medical  College  this  summer  on  “The  Anatomy 
of  the  Newborn.”  The  work  will  consist  of  lectures, 
dissection,  and  demonstrations.  It  will  be  of  special 
interest  to  pediatricians,  pediatric  surgeons  and 
others  interested  in  problems  relating  to  the  ana- 
tomy of  the  young  infant. 


Give  to  Easter 
Seals. 


The  course  will  begin  Thursday,  June  27,  and  will 
run  eight  weeks.  Those  interested  should  contact 
Dr.  I.  S.  H.  Metcalf,  Department  of  Anatomy.  This 
course  is  separate  from  the  regular  summer  course 
in  Human  Gross  Dissection,  which  also  will  be  of- 
fered. 


From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN  V Capsules 

Tetracycline  HC1  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


329-8/6094 
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DEATH 


Dr.  W.  Kershaw  Fishburne 

Dr.  W.  Kershaw  Fishburne  died  Feb.  2 
at  the  Berkeley  County  Hospital,  Moncks 
Corner. 

Dr.  Fishburne  was  born  in  Walterboro 
and  was  graduated  from  Porter  Military 
Academy  and  the  Medical  College  of  South 
Carolina.  In  1904  he  began  his  practice 
in  Pinopolis  in  Berkeley  County.  He  served 
as  chairman  of  the  draft  board  and  was 
a medical  examiner  during  World  War  I 
and  II. 

Dr.  Fishburne  became  medical  director 
of  the  Berkeley  County  Health  Depart- 
ment in  1930  and  served  as  public  health 
officer  until  April,  1966.  He  served  on  the 


Dr.  W.  K.  Fishburne 

Berkeley  County  Board  of  Education  and 
the  Library  Board. 


New  Pharmaceutical  Specialties 

by  Paul  De  Haen 


For  detailed  information  regarding  indications, 
dosage,  contraindications  and  adverse  reactions,  re- 
fer to  the  manufacturer’s  package  insert  or  brochure. 

Single  Chemicals— Drugs  not  previously  known, 
including  new  salts. 

Duplicate  Single  Products — Drugs  marketed  by 
| more  than  one  manufacturer. 

Combination  Products — Drugs  consisting  of  two 
or  more  active  ingredients. 

New  Dosage  Forms — Of  a previously  introduced 
product. 

NEW  SINGLE  CHEMICALS 
MYAMBUTOL 
Antitubercular  Rx 

Manufacturer:  Lederle  Laboratories 

Nonproprietary  Name:  Etambutol  HC1 

Indications:  Pulmonary  tuberculosis.  To  be  used  in 
: conjunction  with  at  least  one  other  antitubercular 
drug. 

Contraindications:  Hypersensitivity  to  the  drug; 
optic  neuritis. 

Dosage:  Adults,  and  children  over  13  years:  Initial 
j treatment:  15  mg/kg  body  weight  as  single  daily 
dose.  Retreatment:  25  mg/kg  body  weight,  as  single 
i daily  dose,  after  60  days  decrease  to  15  mg/kg  body 
weight.  Not  for  children  under  13  years. 

Supplied:  Tablets— 100  and  400  mg. 

VIVACTIL  HC1 
Psychostimulant  Rx 

Manufacturer:  Merck  Sharp  & Dohme 

Nonproprietary  Name:  Protriptyline  HC1 

Indications:  Mental  depression  in  patients  under 
close  medical  supervision. 
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Contraindications:  Pyloric  stenosis,  glaucoma, 

tendency  to  urinary  retention.  Not  to  be  given  con- 
comitantly with  MAO  inhiibtors,  guanethidine  and 
similarly  acting  compounds. 

Dosage:  Adults— 15-40  mg,  divided  into  3 or  4 
doses.  Dosage  must  be  individualized.  Not  for  chil- 
dren under  12  years. 

Supplied:  Tablets— 5 and  10  mg:  bottles  of  100 
and  1000. 

COMBINATION  PRODUCTS 
ANTIBIOTIC  OINTMENT 
Antibiotic— Topical  o-t-c 
Manufacturer:  McKesson  Laboratories 
Composition:  Each  Gram  contains: 

Bacitracin  500  u 

Neomycin  Sulfate  5 mg 

Polymyxin  B Sulfate  5,000  u 

Indications:  Prevention  of  infection  of  minor  cuts, 
abrasions  and  burns. 

Contraindications:  None  mentioned. 

Dosage:  Apply  liberally  twice  a day. 

Supplied:  Tubes — Yz  oz. 

CAQUIN  Cream 
Corticoid — Local  Rx 

Manufacturer:  Tilden-Yates  Laboratories,  Inc. 
Composition : Hydrocortisone  1% 

Iodochlorhydroxyquin  3% 

Indications:  Dermatological  disorders  that  may  be 
expected  to  respond  to  corticosteroids,  e.g.,  atopic 
dermatitis,  contact  dermatitis,  impetiginized  eczema, 
nummular  eczema,  infant  and  adult  eczema,  neuro- 
dermatitis, non-specific  pruritus  ani  and  vulvae. 
Contraindications:  Not  for  use  in  tuberculosis  of 
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the  skin,  viral  conditions  of  the  skin,  or  in  pa- 
tients with  known  iodine  sensitivity. 

Dosage:  Apply  topically,  3 or  4 times  daily. 

Supplied:  Cream— package  not  specified. 

DIACOF 

Cough  Preparation  o-t-c 

Manufacturer:  Madland  Laboratories 

Composition:  Each  5 ml.  contains: 
Dextromethorphan  HBr  7.50  mg 

Chlorpheniramine  Maleate  0.75  mg 

Glyceryl  Guaiacolate  25.00  mg 

In  an  artifically  sweetened,  peach-flavored  base. 

Indications:  Relief  of  cough,  and  common  cold 
and  hay  fever  symptoms,  specially  formulated  for 
diabetics. 

Contraindications:  None  mentioned. 

Dosage:  Adults — 1 or  2 tsp.,  every  4 hours.  Chil- 
dren 6 to  12  years — V2  of  the  maximum  adult  dose. 
Not  for  children  under  6 years.  Do  not  exceed  four 
doses  per  24  hours. 

Supplied.  Bottles — 16  oz.  and  1 gallon. 

DRALSERP 
Hypotensive  Rx 

Manufacturer:  Lemmon  Pharmaeal  Co. 

Composition:  Hydralazine  HCl  25  mg 

Reserpine  0. 1 mg 

Indications:  Moderate  to  severe  hypertension,  and 
certain  cases  of  malignant  hypertension. 

Contraindications:  Aortic  insufficiency. 

Dosage:  Two  tablets  4 times  a day,  later  decreased 
to  one  tablet  q.i.d. 


Supplied:  Tablets— bottles  of  100  and  1000. 

2G/DM 

Cough  Preparation  o-t-c 
Manufacturer:  Pitman-Moore 
Composition:  Each  5 ml.  contains: 

Glyceryl  guaiacolate  100  mg 

Dextromethorphan  HBr  15  mg 

Indications:  Symptomatic  relief  on  non-productive 
coughs. 

Contraindications:  None  mentioned. 

Dosage:  As  indicated. 

Supplied:  Bottles — 4 fluid  ounces. 

NORQUEN 

Progesterone/Estrogen  Comb.  Rx 
Manufacturer:  Syntex  Laboratories 
Composition:  Mestranol  0.08  mg 

(14  white  tablets) 

Mestranol  0.08  mg 

Norethindrone  2.0  mg 

(6  blue  tablets) 

Indications:  Oral  contraception,  sequential. 
Contraindications:  Thrombophlebitis,  or  history  of 
thrombophlebitis  or  pulmonary  embolism,  liver  dys- 
function or  disease,  known  or  suspected  carcinoma 
of  the  breast  or  genital  organs,  undiagnosed  vaginal 
bleeding. 

Dosage:  Starting  on  day  5 of  menstrual  cycle,  one 
white  tablet  for  14  days,  then  followed  by  one  blue 
tablet  for  6 days. 

Supplied:  Tablets— packages  of  20  and  60. 


The  Physician's  Prayer 


The  authorship  of  the  famous  physi- 
cian’s prayer  attributed  to  Moses  Mai- 
monides  (1135-1204)  has  been  challenged,1 
and  has  been  identified  with  Marcus  Herz, 
a figure  of  a much  later  date.  The  ques- 
tion does  not  affect  the  virtues  of  the 
supplication,  whose  basic  aspirations  still 
inspire  the  medical  profession. 

Daily  Prayer  of  a Physician 
Almighty  God,  Thou  hast  created  the 
human  body  with  infinite  wisdom.  Ten 
thousand  times  ten  thousand  organs  hast 
Thou  combined  in  it  that  act  unceasingly 
and  harmoniously  to  preserve  the  whole 
in  all  its  beauty — the  body  which  is  the 
envelope  of  the  immortal  soul.  They  are 
ever  acing  in  perfect  order,  agreement  and 
accord.  Yet,  when  the  frailty  of  matter  or 
the  unbridling  of  passions  deranges  this 
order  or  interrupts  this  accord,  then  forces 
clash  and  the  body  crumbles  into  the 
primal  dust  from  which  it  came.  Thou 


sendest  to  man  diseases  as  beneficent  mes- 
sengers to  foretell  approaching  danger 
and  to  urge  him  to  avert  it. 

Thou  hast  blest  Thine  earth,  Thy  rivers 
and  Thy  mountains  with  healing  sub- 
stances; they  enable  Thy  creatures  to  al- 
leviate their  sufferings  and  to  heal  their 
illnesses.  Thou  hast  endowed  man  with 
the  wisdom  to  relieve  the  suffering  of  his 
brother,  to  recognize  his  disorders,  to  ex- 
tract the  healing  substances,  to  discover 
their  powers  and  to  prepare  and  to  apply 
them  to  suit  every  ill.  In  Thine  Eternal 
Providence  Thou  hast  chosen  me  to  watch 
over  the  life  and  health  of  Thy  creatures. 
I am  now  about  to  apply  myself  to  the 
duties  of  my  profession.  Support  me,  Al- 
mighty God,  in  these  great  labors  that 
they  may  benefit  mankind,  for  without 
Thy  help  not  even  the  least  thing  will 
succeed. 

Inspire  me  with  love  for  my  art  and  for 
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Thy  creatures.  Do  not  allow  thirst  for  pro- 
fit, ambition  for  renown  and  admiration,  to 
interfere  with  my  profession,  for  these 
are  the  enemies  of  truth  and  of  love  for 
mankind  and  they  can  lead  astray  in  the 
great  task  of  attending  to  the  welfare  of 
Thy  creatures.  Preserve  the  strength  of 
my  body  and  of  my  soul  that  they  ever  be 
ready  to  cheerfully  help  and  support  rich 
and  poor,  good  and  bad,  enemy  as  well  as 
friend.  In  the  sufferer  let  me  see  only  the 
human  being.  Illumine  my  mind  that  it 
recognize  what  presents  itself  and  that  it 
may  comprehend  what  is  absent  or  hidden. 
Let  it  not  fail  to  see  what  is  visible,  but 
do  not  permit  it  to  arrogate  to  itself  the 
power  to  see  what  cannot  be  seen,  for 
delicate  and  indefinite  are  the  bounds  of 
the  great  art  of  caring  for  the  lives  and 
health  of  Thy  creatures.  Let  me  never  be 
absent-minded.  May  no  strange  thoughts 
divert  my  attention  at  the  bedside  of  the 
sick,  or  disturb  my  mind  in  its  silent 
labors,  for  great  and  sacred  are  the 
thoughtful  deliberations  required  to  pre- 
serve the  lives  and  health  of  Thy  crea- 
tures. 

Grant  that  my  patients  have  confidence 
in  me  and  my  art  and  follow  my  directions 
and  my  counsel.  Remove  from  their  midst 
all  charlatans  and  the  whole  host  of  of- 
ficious relatives  and  know-all  nurses,  cruel 
people  who  arrogantly  frustrate  the  wisest 
purposes  of  our  art  and  often  lead  Thy 
creatures  to  their  death. 

Should  those  who  are  wiser  than  I wish 
to  improve  and  instruct  me,  let  my  soul 


gratefully  follow  their  guidance;  for  vast 
is  the  extent  of  our  art.  Should  conceited 
fools,  however,  censure  me,  then  let  love 
for  my  profession  steel  me  against  them, 
so  that  I remain  steadfast  without  regard 
for  age,  for  reputation,  or  for  honor,  be- 
cause surrender  would  bring  to  Thy  crea- 
tures sickness  and  death. 

Imbue  my  soul  with  gentleness  and 
calmness  when  older  colleagues,  proud  of 
their  age,  wish  to  displace  me  or  to  scorn 
me  or  disdainfully  to  teach  me.  May  even 
this  be  of  advantage  to  me,  for  they  know 
many  things  of  which  I am  ignorant,  but 
let  not  their  arrogance  give  me  pain.  For 
they  are  old  and  old  age  is  not  master  of 
the  passions.  I also  hope  to  attain  old  age 
upon  this  earth,  before  Thee,  Almighty 
God! 

Let  me  be  contented  in  everything  ex- 
cept in  the  great  science  of  my  profession. 
Never  allow7  the  thought  to  arise  in  me 
that  I have  attained  to  sufficient  knowl- 
edge, but  vouchsafe  to  me  the  strength, 
the  leisure  and  the  ambition  ever  to  ex- 
tend my  knowdedge.  For  art  is  great,  but 
the  mind  of  man  is  ever  expanding. 

Almighty  God!  Thou  hast  chosen  me 
in  Thy  mercy  to  watch  over  the  life  and 
death  of  Thy  creatures.  I now  apply  my- 
self to  my  profession.  Support  me  in  this 
great  task  so  that  it  may  benefit  mankind, 
for  without  Thy  help  not  even  the  least 
thing  will  succeed. 

1.  Rosner,  F.  The  Physician’s  Prayer  attributed 
to  Moses  Maimonides.  Bull  Hist  Med  41:440 
(Sept.-Oct.  19671 


A new  oral  anti-tuberculosis  drug— hailed  as  ap- 
parently representing  a new  breakthrough  in  treat- 
ing the  ages-old  scourge— is  now  available  for 
prescription  by  doctors  and  hospitals  throughout 
the  country. 

The  drug’s  trade  name  is  Myambutol  and  is 
chemically  known  as  Ethambutol. 


March,  1968 
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Book  Reviews 


INFANT  NUTRITION.  Sam- 
uel J.  Fomon,  M.D.  W.  B. 
Saunders  Company,  Phila- 
delphia and  London,  1967. 
Pp  299.  $10.50 
The  author  attempts  to 
provide  at  least  a partial 
answer  to  many  of  the  ques- 
tions that  trouble  the  thought- 
ful physician,  nutritionist  and 
dietitian.  Requirements  and 
advisable  intakes  of  individ- 
ual nutrients  are  tentatively 
specified,  and  those  circumstances  delineated  in 
which  vitamin  or  mineral  supplementation  is  desir- 
able. Measures  for  elimination  of  iron  deficiency 
anemia  and  for  assuring  an  adequate  intake  of 
fluoride  are  summarized.  A practical  discussion  is 
given  of  nutritional  considerations  relating  to  time 
of  introduction  of  cereal  and  strained  foods  into 
31— S.  C.  Med  Journal 

the  diet  of  infants.  Also  choices  among  the  many 
available  strained  foods  are  examined. 

A working  definition  of  failure  to  thrive  is  of- 
fered, so  that  one  may  distinguish  between  slow 
rates  that  may  yet  be  considered  normal  and  those 
slightly  slower  rates  that  are  to  be  considered  ab- 
normal. 

A chapter  on  milk-free  formulas  is  a highlight  of 
the  book.  Deficiency  diseases  developing  in  infants 
receiving  various  milk-free  formulas  indicate  the 
importance  of  the  awareness  of  the  composition  and 
the  nutritional  properties  of  these  diets.  The  in- 
frequency of  milk  allergy  in  infancy  as  contrasted 
with  the  frequency  of  prescribing  milk  free  for- 
mulas stresses  the  empirical  abuse  of  these  products. 

This  book  offers  a few  new  approaches  and  can 
be  recommended  as  a worthwhile  endeavor  in  ad- 
vancing optimal  nutrition  in  infancy. 

William  B.  Gamble,  Jr.,  M.D. 
* * * 

PATHOLOGIC  PHYSIOLOGY.  Mechanisms  of  Dis- 
ease. Fourth  Edition,  William  A.  Sodeman  and 
William  A.  Sodeman,  Jr.,  W.  B.  Saunders  Co., 
Philadelphia  and  London,  1967.  Pp.  1051.  $19.00. 
The  fourth  edition  of  this  valuable  book  should 
continue  to  be  useful  to  the  clinician  and  pathologist, 
providing  a physiologic  bridge  between  morphology 
and  clinical  disease.  The  sections  on  auto-immune 
disease  and  genetics  are  improved  and  will  be  use- 


ful in  relating  modern  concepts  to  clinical  medicine. 
The  introduction  of  a brief  section  on  hyperbaric 
oxygenation  is  an  example  of  updating  of  the  sub- 
ject matter.  In  consideration  of  some  of  the  body 
systems,  the  effort  to  present  general  principles 
will  cause  both  pathologists  and  clinicians  to  lament 
a failure  to  relate  physiologic  disturbances  to  some 
specific  disease  processes.  The  two  column  format 
of  the  fourth  edition  makes  reading  easier. 

Forde  A.  Mclver,  M.D. 

* * * 

NEUROPSYCHIATRY  IN  WORLD  WAR  II.  Vol.  1. 
Zone  of  Interior.  Prepared  and  published  under 
direction  of  Lt.  Gen.  Leonard  D.  Heaton,  Surgeon 
Gen.,  USA:  Ed.  in  chief.  Col.  Robert  S.  Anderson, 
MC,  USA;  Editors  for  Neuropsychiatry,  Col.  Al- 
bert J.  Glass,  MC,  USA  < ret. ) adn  Lt.  Col.  Robert 
J.  Bernucci,  MC,  USA  (ret.).  Superintendent  of 
Documents,  U.  S.  Government  Printing  Office, 
Washington,  D.  C.  20402.  Pp  898.  $7.50. 

The  lessons  of  World  War  I and  II  are  important 
to  those  engaged  in  the  practice  of  psychiatry  and 
the  administration  of  psychiatric  services.  Experi- 
ences gained  from  handling  of  patients  by  the  Army 
organization  were  the  beginning  of  the  rapid  recent 
development  of  community  mental  health  centers. 
After  the  end  of  World  War  II  the  great  present  day 
flowering  of  psychiatrists  began. 

This  book  does  not  deal  with  the  clinical  side 
but  is  rather  for  those  interested  in  the  history  of 
the  development  of  present  day  practice  and  in  their 
administrative  aspects.  It  emphasize  organization, 
the  need  for  training  in  psychiatry,  the  special 
duties  of  consultants,  and  relations  with  other 
agencies.  It  also  takes  note  of  the  fact  that  public 
relations  planning  is  important  in  developing  such 
service. 

The  book  goes  into  the  matter  of  selection  and 
induction  of  trainees  and  of  the  policies  of  the  serv- 
ices, as  well  as  the  conflicts  which  were  experienced 
in  their  development.  It  has  sometihng  to  say  of  hos- 
pitals and  of  mental  hygiene  in  general  and  in- 
cludes brief  mention  of  methods  used  in  handling 
patients. 

The  volume  represents  a tremendous  amount  of 
woi'k  and  offers  a great  deal  of  information  which 
should  be  valuable  to  those  who  are  or  will  be  as- 
sociated with  the  Armed  Services. 

J.  I.  W. 
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ft’s  be  specific  about  Campbell’s  Soups... 

and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


Conventional  Radiography 

The  restless  duodenum  makes 
radiographic  diagnosis  diffi- 
cult, uncertain  and  often  un- 
productive: Is  this  duodenum 
abnormal? 


Hypotonic  Duodenography 

Pro-BanthTne-induced  duode- 
nal calm  permits  full  anatomic 
appraisal:  Same  patient.  Duo- 
denal normality  is  now  evident. 


in  diagnosis 
in  treatment 


Pro-Banthine,,,. 

propantheline  bromide 


calms  the  gastrointestinal  tract 


r fifteen  years  Pro-Ban  thine  has  been  the 
mst  widely  used  anticholinergic  agent  in 
orders  of  gastrointestinal  motility  and 
gstric  hypersecretion.  More  recently  Pro- 
Bnthlne  has  reestablished  its  pharmaco- 
flc ;ic  effectiveness  in  diagnostic  procedures 
ng  intragastric  fibroscopy  and  hypotonic 
cntgenography. 

the  X-rays  were  taken 

Si  the  hypotonic  duodenograph1-2  repro- 
d :ed  above,  the  gastrointestinal  tract  was 
re  axed  with  Pro-Banthlne.  The  duodenum 
ws  intubated.  Pro-Banthlne  in  a dose  of  60 
n ;.  intramuscularly  was  used  to  assure 
prmpt  aperistalsis  and  double-contrast  vis- 
uazation  was  achieved  with  ordinary  bar- 
h;  1 and  air. 

The  same  pharmacologic  efficiency  has 
P,ved  of  pronounced  value  in  such  condi- 
h( is  as:  peptic  ulcer,  pylorospasm,  biliary 
ilkinesia,  functional  hypermotility  and  ir- 
ri\  ble  colon. 

'c  traindications : Glaucoma  or  severe  cardiac 
lifase. 

T autions:  Since  varying  degrees  of  urinary  hesi- 


tancy may  occur  in  elderly  males  with  prostatic 
hypertrophy,  this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects,  in  or- 
der of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usually 
the  most  effective.  For  most  adult  patients  this  will 
be  four  to  six  15-mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two  tablets  four  to 
six  times  daily  maybe  required.  Pro-Banthlne  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg., as  prolonged-acting  tablets  of  30  mg.  and, for 
parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 

(1)  Bilbao,  M.  K.;  Frische,  L.  H.;  Rosch,  J.,  and  Dotter, 
C.  T.:  Hypotonic  Duodenography,  Scientific  Exhibit, 
Radiological  Society  of  North  America,  Chicago, 
Nov.  27— Dec.  2,  1966. 

(2)  Bilbao,  M.  K.:  Frische,  L.  H.:  Dotter,  C.  T.,  and 
Rosch,  J.:  Hypotonic  Duodenography,  Radiology 
89: 438-443  (Sept.)  1967. 
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MORNING  STIFFNESS 

EASED 
LAST  NIGHT 

(She  took  Persistin 
instead  of  aspirin) 


mm 

Detroit,  Michigan  48211 


Persistin  treats  morning  stiffness  and  pain  the 
night  before. 

Persistin  is  a unique  salicylate  which  com- 
bines the  prompt  analgesic  action  of  aspirin  to 
encourage  early  sleep  with  the  proven,  persist- 
ent action  of  salicylsalicylic  acid  to  permit  un- 
interrupted sleep.  Three  Persistin  tablets  at 
bedtime  yield  therapeutic  serum  salicylate 
levels  on  arising  which  are  well  within  the 
range  of  effective  salicylate  therapy  for  the 
relief  of  pain  and  stiffness  in  arthritis. 

Thus,  therapy  with  Persistin  allows  many  ar- 
thritics  to  dress  more  quickly  and  easily,  and 
face  the  morning  optimistically. 

Persistin  is  also  valuable  for  day-long  control 
of  the  pain  and  discomfort  of  arthritis. 

DOSAGE:  To  relieve  morning  stiffness  and  pain  - 
when  salicylates  have  not  been  taken  during 
the  day,  an  adult  dose  of  three  tablets  at  bed- 
time is  suggested. 

For  24-hour  control  of  pain.-  Adults  up  to  160 
Ibs.-one  tablet  after  each  meal  and  one  at  bed- 
time. Adults  over  160  Ibs.-one  tablet  after  each 
meal  and  two  at  bedtime. 


PRECAUTION:  Other  salicylates  should  no-  I 
taken  concurrently.  Do  DCOC I CTJKI* 
not  exceed  recom-  rLIVJIwl  il  i 

salicylsalicylic  acid  7V\ 2 g r. 

mended  doses.  (485  rng.}.aspirin  2V2  gr. 

(160  mg.) 
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C -14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirato 


and  cerebral  stimulation  for  t* 


500  - 


Fig.  I.  Average  plasma  levels  of  C-14  radioactivity  following  oral  administration  of  C-14  nicotinic  acid  tablets.  Key;^*Group 
A,  one  sustained-release  tablet  containing  150  mg.  C-14  nicotinic  acid,  ==  Group  B,  one  nonsustained-release  tablet 
containing  50  mg  nicotinic  acid,  Group  C,  one  nonsustained-release  tablet  containing  50  mg.  C-14  nicotinic  acid 

at  0,  4 and  8 hours. 
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Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  ( See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  b* 
tinuous  on  a daily  dose  of  only  one  Geroniazol  T 
let  every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Gero 
TT  will  provide  the  well-known  peripheral  vasoc 
tion  needed  in  patients  with  deficient  circulatic 
with  a minimum  amount  ( if  any)  of  “flushing- 
cerebrovascular  circulation  is  complemented  b; 
tylenetetrazol,  long-established  as  a cerebral  ar 
piratory  stimulant. 

Geroniazol  TT  improves  the  typical,  unfort 
signs  of  senile  confusion.  Patients  become  more 
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mfused  and  moody.  Personal  care,  memory, 
lal  stability,  social  attention  improve.  Fatigue, 
and  irritability  are  reduced. 

Ascription  for  100  tablets  of  Geroniazol  TT  will 
your  patients  to  enjoy  the  benefits  of  time- 
ed  nicotinic  acid/pentylenetetrazol  therapy, 
itonomical  price.  Dosage  is  only  one  tablet  every 


Vindications : There  are  no  known  contraindica- 

s. 

ions : Exercise  caution  when  treating  patients 
i r ow  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 : 617  (July)  1960. 
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^ irst  with  the  Retro-Steroids" 

11L1PS  ROXANE  LABORATORIES 

ivision  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
Subsidiary  of  Philips  Electronics  and 
larmaceutical  Industries  Corp. 


Geroniazol  T 


nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 


In  rare  instances,  transient  care 
arrhythmias  have  occurred  in  h; 
thyroid  patients  and  in  patients 
ceiving  thyroid  medication  whe 
Tofranil  was  added  to  the  regirf . 
Imipramine  may  block  the  pbar 
cologic  activity  of  guanethidin^;  ». 
other  related  adrenergic  neurci 
blocking  agents. 

The  drug  is  not  recommended: 
present  time  in  patients  under 
of  age. 

Adverse  Reactions:  Dryness  or  \ 
mouth,  tachycardia,  constipatic 
turbances  of  accommodation,! 
ing.  dizziness,  weight  gain,  urir 
frequency  or  retention,  nausea 
vomiting,  peripheral  neuritis. rr 
parkinson-like  syndrome,  trerci' 
rare  cases  of  falling  in  elderly  I 
tients,  confusional  states  (with  | 
symptoms  as  hallucinations  an 
orientation),  activation  of  psyc 

schizophrenics  and  agitation  I 


L 


When 
a milestone  in  life 
, is  marred 
by  depression... 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she’s  not 
gaining  a daughter. ..she’s  losing  a son. 
The  occasion  may  be  marred  by  such 
symptoms  of  depression  as  feelings  of  sad 
ness,  incapacity,  helplessness  and 
hopelessness. 

In  about  3 out  of  4 cases,  Tofranil  relieves 
symptoms  of  primary  depression. 

As  maintenance  therapy  in  primary  de- 
pressive illness,  it  helps  prevent  relapse. 
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ult  Dosage:  Initially, 
ncreased,  if  necessary, 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Tofranil:  Round  tablets  of 
25  and  50  mg.;  triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use;  and  ampuls,  each  containing 
25  mg.  in  2 cc.  for  I.M.  administration. 
(B)46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Although  toxic  reactions  severe  enough  to 
require  discontinuation  of  Tofranil  are  un- 
common, in  patients  with  cardiovascular 
disease,  thyroid  disorders,  increased  intra- 
ocular pressure,  or  in  those  receiving  anti- 
cholinergics (including  antiparkinsonism 
agents),  the  special  precautions  listed  in 
the  Prescribing  Information  should  be 
carefully  observed.  The  use  of  Tofranil 
in  patients  receiving  M.A.O.I.’s  is  contra- 
indicated. 


Trifranil* imipramine 
lUirdnil  hydrochloride 

Geigy 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporatic:i 

Ardsley,  New  York  10502 


Synirin  provides  prompt  barbiturate  potentia- 
tion of  aspirin  without  limiting  the  therapeutic 
usage  of  aspirin.  Both  pentobarbital  and  aspirin 
begin  their  action  together  promptly  and  last 
4 or  5 hours.  There  is  no  accumulation. 
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removes  the  mental  blur 


that  clouds  vision 


SOLFOTON 

Each  tablet  or  capsule  contains 
PH I. NOBARBITAL  16  mg. 

(Warning:  may  be  habit  forming) 
BKNSULFOID  ® (See  P DR)  65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 
Literature  and  clinical  samples  sent  upon  request, 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

WAILABLE  1 

Solfoton  (yellow,  uncoated  tablets  “P") 

100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1000s 

Solfoton  S/C  (sugar-coated  beige  tablets) 

100s.  500s,  4000s 


WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 
Manufacturers  oj  ethical  pharmaceuticals  since  1856 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Here’s  what  you  do  to 
get  samples  of  the 

anticostive* 

hematinic 


anticostive,  adj.  ( anti  opposed  to 
-f  costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?) 

PERITINICT 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate)  . 100  mg 

# Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Bs 7.5  mg 

Vitamin  Bo . 7.5  mg 

Vitamin  Bis 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 


469-7—6063 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


II  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PtEMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
taxing  factor”  has  been  found  to  be  useful 
o many  clinicians  in  controlling  abnormal 
u ;rine  activity. 

■ Literature  on  indications  and  dosage  avail- 
aile  on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 
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(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 
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HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 
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the"Librium  effect” 

(chlordiazepoxide  HCI) 


For  years,  physicians 
have  valued  Librium 
(chlordiazepoxide  HCI) 
Capsules  for  their  reliable 
calming  effect. 


(in  capsules) 


Now,  the  same  dependable 
antianxiety  effect  can  be 
obtained  with  convenient 
tablets— Libritabs 
(chlordiazepoxide). 


(in  Libritabs) 

(chlordiazepoxide) 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 
Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  signifi- 
cant components  of  the  clinical 
profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about 
possible  combined  effects  with  al- 
cohol and  other  CNS  depressants.  As 
with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupa- 
tions requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psy- 
chological dependence  have  rarely 
been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those 
who  might  increase  dosage;  with- 
drawal symptoms  (including  convul- 
sions), following  discontinuation  of 
the  drug  and  similar  to  those  seen 
with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbear- 
ing age  requires  that  its  potential 
benefits  be  weighed  against  its  pos- 
sible hazards. 

Precautions:  In  the  elderly  and  debili- 
tated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially 
10  mg  or  less  per  day)  to  preclude 


ataxia  or  oversedation,  increasing 
gradually  as  needed  and  tolerated. 
Not  recommended  in  children  under 
six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  in- 
hibitors and  phenothiazines.  Observe 
usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excite- 
ment, stimulation  and  acute  rage) 
have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with 
evidence  of  impending  depression; 
suicidal  tendencies  may  be  present 
and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship 
has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially 
in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  in- 
stances syncope  has  been  reported. 
Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema, 


minor  menstrual  irregularities,  nau- 
sea and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally 
controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage 
fast  activity)  may  appear  during  and 
after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  peri- 
odic blood  counts  and  liver-function 
tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— 
Adults:  Mild  and  moderate  anxiety 
and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.; 
severe  states,  20  or  25  mg  t.i.d.  or 
q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and 
25  mg— bottles  of  50.  LibritabsT  M- 
(chlordiazepoxide)  Tablets,  5 mg, 

10  mg  and  25  mg— bottles  of  100. 

With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguish- 
able. 


Roche 

LABORATORIES 

Division  ol  Hoftmann-la  Roche  Inc. 
Nutley.  New  Jersey  07110 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 
Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 
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A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 


Psychotherapy,  analytic  or  directive,  individually  or  group  oriented; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 
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TABLETS 

Equagesic 

(meprobamate  and 
ethoheptazine  citrate  with 

aspirin)  Ugl 

® 

Contraindications:  History  of  sensitivity  or  severe  in- 
tolerance to  aspirin  or  meprobamate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during 
pregnancy  or  lactation  has  not  been  established;  therefore, 
it  should  be  used  in  pregnant  patients  or  women  of  child- 
bearing age  only  when  the  physician  judges  its  use 
essential  to  the  patient’s  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recom- 
mended for  patients  12  years  old  or  less.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose  themselves.  Excessive  prolonged  use  of 
meprobamate  may  result  in  dependence  or  habituation  in 
susceptible  persons— as  alcoholics,  ex-addicts,  severe 
psychoneurotics.  Withdraw  gradually  after  prolonged  high 
dosage  to  avoid  possibly  severe  withdrawal  reactions  in- 
cluding epileptiform  seizures.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  If  drowsiness,  ataxia  or  visual 
disturbances  (impairment  of  accommodation  and  visual 
acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution 
patients  against  operating  machinery  or  driving.  After 
meprobamate  overdose,  prompt  sleep,  reduction  of  blood 
pressure,  pulse  and  respiratory  rates  to  basal  levels,  and 
hyperventilation  are  reported.  Give  cautiously  to  patients 
with  suicidal  tendencies.  Treat  attempted  suicide  (has  re- 
sulted in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria)  with  immediate  gastric  lavage  and  appropriate 
supportive  therapy  (CNS  stimulants  and  pressor  amines 
as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally 
cause  nausea,  vomiting,  epigastric  distress,  and  rarely 
dizziness.  Overdosage  may  result  in  CNS  depression 
(drowsiness  and  lightheadedness)  or  CNS  stimulation  and 
salicylate  intoxication  (requires  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  keto- 
acidosis and  dehydration,  and  observation  for  hypopro- 
thrombinemic  hemorrhage  [usually  requires  whole  blood 
transfusions]).  Meprobamate  may  cause  drowsiness,  ataxia 
and  rarely  allergic  or  idiosyncratic  reactions.  These  re- 
actions, sometimes  severe,  can  develop  in  patients  receiving 
only  1 to  4 doses  who  have  had  no  previous  contact  with 
meprobamate.  Mild  reactions  are  characterized  by  urti- 
carial or  erythematous  maculopapular  rash.  Acute  non- 
thrombocytopenic purpura  with  petechiae,  ecchymoses, 
peripheral  edema  and  fever  have  been  reported.  If  allergic 
reaction  occurs,  meprobamate  should  be  stopped. and  not 
reinstituted.  Severe  reactions,  observed  very  rarefy,  in- 
clude angioneurotic  edema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  such  as  with  epinephrine,  antihistamine 
and  possibly  hydrocortisone.  A few  cases  of  leucopenia, 
usually  transient,  have  been  reported  following  conti  ecus 
use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis,  and  hemolytic  -emia 
have  been  reported;  almost  always,  in  the  presence  of 
known  toxic  agents. 

Composition:  150  mg.  meprobamate,  75  mg.  ethi 
tazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 

When  pain  evokes  anxiety  and  tension, 
thereby  heightening  patient  discomfort, 
a simple  analgesic  may  only  touch  on 
part  of  the  problem. 

This  single-prescription,  non-narcotic 
product,  however,  usually  provides 
effective  analgesia  and  helps  put  the 
patient's  mind  at  ease. 
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The  sensible  schedule 
hat  covers  the 
patient  day  and  night 


1 your  objective  in  the  use  of  a broad-spectrum  antibiotic 
i prolonged  action,  with  high  blood  levels,  then  you  know 
uy  b.i.d.  DECLOiVn  CIN  is  considered  to  be  a 

sjisible  dosage  schedule. 

■ 

| e maintenance  dosage  of  DECLOMYCIN 
1 be  kept  at  this  convenient  schedule 
"ause  of  its  unusually  high  effective  blood 
1 tissue  levels. 

e b.i.d.  dosage  of  DECLOMYCIN  gives 
comfortable  assurance  that  the  patient 
veil-covered,  day  and  night. 

Jdinical  practice,  blood  levels  produced  by 
a lerapeutic  dose  of  DECLOMYCIN  are 
lull,  prolonged,  and  effective;  because  of 
hih  serum  binding  and  slow  renal  clearance. 

A d if  there’s  a broader  susceptibility 
tern  of  organisms,  we’ve  yet  to  see  it. 

re  is  no  need  to  give  higher  daily  dosage 
1 300  mg  b.i.d.,  except  in  venereal  diseases 
Eaton  Agent  pneumonia, 


ECLOMYCIN 

>i«Enmcmx)RTErRAcvrcMXE 


t 'rcribitig  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  the 
patient  day  and  night 


DECLOMYCIN  Demethylchlortetracycline  should  he 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  he 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe, 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be  | 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 1 
colitis,  pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has  , 
been  reported.  Photosensitivity;  onycholysis  and  dis-1 
coloration  of  the  nails  (rare).  Kidney  — rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  I rare).  Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema,  | 
anaphylaxis.  Teeth—  dental  staining  ( yellow-brown  i in 
children  of  mothers  given  this  drug  during  the  latter  I 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If] 
adverse  reaction  or  idiosyncrasy  occurs  discontinue! 
medication  and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  30 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after  I 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infe 
tions  should  continue  for  10  days,  even  though  symp 
toms  have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  GrU 
given  in  equally  divided  doses  over  a period  of  10  to  15  days  should  I 
followed.  Close  follow-up  observation  of  the  patient  is  recommends 
including  appropriate  laboratory  tests,  since  demethylchlortetracyclitj 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

A<  ute  gonococcal  anterior  urethritis  in  males  has  been  treated  effective] 
with  a single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortel 
cycline.  Individuals  unable  to  tolerate  large  single  doses  due  to  gasl 
intestinal  side  effects  may  be  treated  w ith  150  mg.  every  6 hours  for  ^ 
minimum  of  4 doses  or  300  mg.  every  12  hours  for  a minimum  of  2 do* 
Females  should  be  treated  w ith  a dosage  of  150  mg.  every  6 hours  or  J 
mg.  every  12  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  dal 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of  J 
American  Cyanamid  Company,  Pearl  River,  N. 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindrone  lmg.  c mestranol  0.05mg.) 


Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  puJmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 
Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 
used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginnm,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis-  I 
ease.  11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi-  I 
ciously  in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  Thi 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  | 
treatment  with  NORINYL-1  may  I 
mask  the  onset  of  the  climacteric.  I 
13.  The  pathologist  should  be  ad-  I 
vised  of  NORINYL-1  therapy  when 
relevant  specimens  are  submitted. 
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Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 

following  adverse  reactions  have  | 
been  observed  in  patients  receiving 
oral  contraceptives:  nausea,  vomit 
ing,  gastrointestinal  symptoms  (su 
as  abdominal  cramps  and  bloating] 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasma 
breast  changes  (tenderness,  enlargi 
ment  and  secretion),  change  in  we 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secret 
suppression  of  lactation  when  giv 
immediately  postpartum,  cholesta 
jaundice,  migraine,  rash  (allergic! 
rise  in  blood  pressure  in  susceptib 
individuals,  mental  depression 
Although  the  following  side  effect 
have  been  reported  in  users  of  or. 
contraceptives,  no  cause  and  effecj 
relationship  has  been  establishei 
anovulation  post-treatment, 
premenstrual-like  syndrome,  chi 
in  libido,  changes  in  appetite,  cyst 
like  syndrome,  headache,  nervous 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
sum,  hemorrhagic  eruption,  itch 
The  following  occurrences  have 
observed  in  users  of  oral  contrace 
tives  (a  cause  and  effect  relation: 
has  been  neither  established  nor 
proved) : thrombophlebitis,  pulmi 
embolism,  neuro-ocular  lesions. 
The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo-lj 
bromophthalein  and  other  hepatic 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Facto: 
VII,  VIII,  IX  and  X),  thyroid  funi 
tion  (increase  in  PBI  and  butanol] 
extractable  protein-bound  iodine 
decrease  in  TJ  values),  metyrapoi 
test,  pregnanediol  determination 


norethindrone  an  origir 


steroid  froH»| 


SYNTEX 


LABORATORIES  INC  PALO  ALTO.  CALlP  I 


Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient 


Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
barkeit  of  1 cm.  or  less. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-1. 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with 
Spinnbarkeit  (stretchability)  of  15  to  20  cm. 


* . J 


Spermatozoa  appear  healthy,  active,  freemoving. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase.  1 


Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
presses glandular  and  vascular  development. 


new  low  dose  of  time-proved  ingredients 
established  norethindrone/mestranol  ratio 
lower  patient  cost 


(norethindrone  lmg.  c mestranol  0.05rng.) 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention 
of  salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possi- 
bility of  small  bowel  lesions 
(obstruction,  hemorrhage,  and  per- 


foration) should  be  kept  in  mind. 
Surgery  for  these  lesions  has  fre- 
quently been  required  and  deaths 
have  occurred.  Discontinue  enteric- 
coated  potassium  supplements 
immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or 
gastrointestinal  bleeding  occur. 

Use  with  caution  in  pregnant  pa- 
tients, since  the  drug  may  cross  the 
placental  barrier  and  adverse  reac- 
tions which  may  occur  in  the  adult 
(thrombocytopenia,  hyperbilirubine- 


mia, altered  carbohydrate  metabo- 
lism, etc.)  are  potential  problems 
in  the  newborn. 

Precautions:  Antihypertensive  ther- 
apy with  Hygroton  should  always  be 
initiated  cautiously  in  postsympa- 
thectomy patients  and  in  patients 
receiving  ganglionic  blocking 
agents  or  other  potent  antihyper- 
tensive drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihyper- 
tensive agents  by  at  least  one-half. 
Barbiturates,  narcotics  or  alcohol 


may  potentiate  hypotension  1 j 
cause  of  the  possibility  of  P' 
sion  of  renal  damage,  perior 
determination  of  the  BUN  is 
cated.  Discontinue  if  the  B-1 
or  liver  dysfunction  is  aggro 

Hepatic  coma  may  be  precil 

Electrolyte  imbalance,  sodi 

or  potassium  depletion  may 

If  potassium  depletion  shou 
cur  during  therapy,  Hygnoto  > 
be  discontinued  and  potass 

supplements  given,  provide 


Did 

Dorothy  Larson 
show  you 
her  ankles  in 
private? 


Now  she 
shows  them 
in  public. 


Hygrotorr  Geigy 

chlorthalidone 


spaul  care  in  cirrhosis  or 
a Isomic  heart  disease  and 
tient  eceiving  corticoste- 
ACl,  or  digitalis.  Salt  re- 
ion i hot  recommended, 
se  Factions:  Nausea,  gastric 
ion,  pmiting,  anorexia,  con- 
'onjad  cramping,  dizziness, 
-s  estlessness,  hypergly- 
j hyjruricemia,  headache, 
la  cr aps,  orthostatic  hypo- 
s'- 


tension,  aplastic  anemia,  leuko- 
penia, thrombocytopenia,  agranu- 
locytosis, impotence,  dysuria, 
transient  myopia,  skin  rashes,  urti- 
caria, purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 


breakfast  daily  or  100  mg.  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 
of  50  mg.,  in  bottles  of  100  and  1000. 
(B)R46-230-D 

For  full  details,  please  see  the  com- 
plete prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Your  office  examination 
confirmed  Mrs.  Larson’s 
ankle  edema. 

You  prescribed 
Hygroton  — to  get  rid  of 
the  edema. 

And  you  found  that 
Hygroton  is  not  only 
effective;  it  frequently 
costs  less  than  other 
equivalent  therapy. 

A nice  way  to  treat  the 
Mrs.  Larsons  in  your 
practice. 

Hygroton  therapy  may 
mean  troublesome  side 
effects  for  some  patients. 
A summary  of  the  pre- 
scribing information  is 
shown  below. 


HY-5576  R 


Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine*" 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 


Each  Novahistine  LP  tablet  contains  phen- 
ylephrine hydrochloride,  25  mg.;  and  chlor- 
pheniramine maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains 
phenylephrine  hydrochloride,  40  mg.;  chlor- 
pheniramine maleate, 8 mg.;  and  acetamin- 
ophen, 500  mg. 


With  Novahistine  LP  tablets  and  Novahistine 
Singlet™  tablets  you  have  the  range  and  flexibility 
of  decongestant  dosage  that  lets  you  prescribe  for 
the  needs  of  the  individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic  - 
antipyretic  effect,  as  well  as  decongestant  action, 
are  indicated  for  upper  respiratory  infections  accom- 


panied by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Nova- 
histine Singlet,  a total  daily  dose  of  3 or  4 tablets 
will  usually  provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  re- 
tention. Caution  ambulatory  patients  that  drowsi- 
ness may  result. 

PITMAN-M00RE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 


“Nothing  else  V ve  tried  seems  to  work , so  I decided  to  give  you  a crack  at  it.” 


When  the  emotionally  impaired  patient  pays  an  office  call... 


When  not  at  your  office, 
she’s  constantly 
on  the  phone:  can’t  sleep, 
headache,  G.l.  upset. 


She  often  seeks  a 
physical  explanation 
for  her  distressing 
emotional  state. 


asks  for  your  help, 
just  can’t  seem 
llow  through 
advice. 


She’s  excessively 
apprehensive; 
demands  much  more  of 
your  nurse’s  attention. 


moi  rate  to  severe  anxiety . . . 

Mel  ril  helps  control  the  most  frequent  symptoms:  marked 
'Sic!,  agitation,  apprehension,  restlessness,  hypermotility 
Melril  often  alleviates  anxiety-induced  somatic  complaints 
Melril  frequently  helps  strengthen  emotional  resources 
Melril  helps  the  patient  maintain 
list:  contact  with  environment,  closer 
rniy  with  family 

ntmdications:  Severely  depressed  or 
nalse  states  from  any  cause,  and  in 
ocition  with  or  following  MAO  inhibi- 
s;  5,/ere  hypertensive  or  hypotensive 
>rt  'sease. 

caiions:  Hypersensitivity  reactions 
jukopenia,  agranulocytosis)  and 
'vii  ive  seizures  are  infrequent.  Pig- 
nta'  retinopathy  has  been  observed 
Jre  loses  in  excess  of  those  recom- 
nd<  were  used  for  long  periods  of 


time.  May  potentiate  central  nervous  system  depressants,  atro- 
pine, and  phosphorus  insecticides.  Where  complete  mental  alert- 
ness is  required,  administer  the  drug  cautiously  and  increase 
dosage  gradually.  In  addition,  orthostatic  hypotension  (especial 
ly  in  female  patients)  has  been  observed, 
Epinephrine  should  be  avoided  in  treat 
ment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  in- 
frequent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur; 
nocturnal  confusion,  dryness  of  the 
mouth,  nasal  stuffiness,  headache,  pe- 
ripheral edema,  lactation,  galactorrhea, 
and  inhibition  of  ejaculation  are  noted 
on  occasion;  photosensitivity  and  other 
allergic  skin  reactions  may  occur  but  are 
extremely  rare. 


for  moderate  to  severe  anxiety 

Mellaril' 

(thioridazine) 
25  mg.  t.i.d.  ^ 


SAN  DOZ 


Before  prescribing,  see  package  insert  for  full  product  information. 


68-115 


Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes!  Arthritis!  and  Peripheral  Vascular  Disorders2 


now...  specific  therapy  for  night  leg  cramps 


QUIN  A MM" 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev- 
eled, compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sc i . , 225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 


Will  it  help  “my 
gassy  stomach? 


“Will  it  stop  the  pain?” 


aluminum  and  magnesium  hydroxide  plus  simethicone 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 


a solution 
to  peptic  ulcer 
distress 


Stuart  I 


Di vision /Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.: 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg  93  467  (Sept.)  1966 
2.  Danhof,  I.E.,  Personal  communication 


“The  inconvenience  of  a cold” 


For  a cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

As  a sinusitis  deterrent,  nTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis  — or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Supplied  NTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  NTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


NTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadii®  (brand  of  thenyldiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 
Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 


V 


nTjJ_ 


J 


Winthrop  Laboratories,  New  York,  N.Y.  10016  W/'/m}1 


I 


■ 


"All  Otolaryngologists  are  Alike 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through  pretty 
much  the  same  training,  and  pass  the  same  kinds  of 
tests,  and  measure  up  to  the  same  sort  of  standards. 
Therefore,  all  otolaryngologists  are  alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than  what 
some  people  say  about  aspirin.  Namely:  since  all  aspirin 
is  at  least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact,  there 
are  at  least  nine  specific  differences  involving  moisture 
content,  purity,  potency  and  speed  of  tablet  disintegra- 


tion, which  make  the  manufacture  of  Bayer®  Aspirin  so 
different. 

These  Bayer  standards  result  in  significant  product 
benefits,  including  gentleness  to  the  stomach  and  prod- 
uct stability,  that  enable  Bayer  Aspirin  tablets  to  stay 
strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  "it 
just  isn't  so." 

You  might  also  say  that  all  otolaryngologists  aren't 
alike,  either. 


Grounds...for  Regroton 

chlorthalidone  50  mg. 
reserpine  0.25  mg. 


when  you  want  to  provide  the  combined 
benefits  of  two  accepted  agents 
in  the  treatment  of  mild  to  moderate 

hypertension  ■ (Contraindications:  history  of  mental 
depression,  hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases.) 

when  you  want  to  prescribe  therapy 
that  is  generally  well  tolerated. 

(However,  adverse  reactions  may  occur.  For  a complete  listing, 
please  refer  to  the  full  prescribing  information  which  is  sum- 
marized below.) 

when  your  patient  wants  an  easy-to- 
remember  and  reasonably  priced 

regimen.  (One  tablet  a day  usually  costs  about  a dime.) 


Indications:  Hypertension.  Contraindications:  History  ot  mental 
'epression,  hypersensitivity,  and  most  cases  of  severe  renal  or 
epatic  diseases.  Warning:  With  the  administration  of  enteric- 
oated  potassium  supplements,  which  should  be  used  only  wher 
dequate  dietary  supplementation  is  not  practical,  the  possibility 
f small-bowel  lesions  (obstruction,  hemorrhage,  and  perforation; 
hould  be  kept  in  mind.  Surgery  for  these  lesions  has  frequently 
een  required  and  deaths  have  occurred.  Discontinue  coated 
otassium-containing  formulations  immediately  if  abdominal  pain 
istention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur, 
iscontinue  1 week  before  electroshock  therapy,  and  if  depressior 
r peptic  ulcer  occurs.  Use  in  pregnancy:  Regroton  should  be  use< 
n pregnant  patients  or  in  women  of  childbearing  potential  only 
hen,  in  the  judgment  of  a physician,  its  use  is  deemed  essential  t< 
e welfare  of  the  patients;  adverse  reactions  (thrombocytopenia, 
yperbilirubinemia,  altered  carbohydrate  metabolism,  etc.)  are  po- 
ntial  problems  in  the  newborn.  Precautions:  Antihypertensive 
erapy  with  Regroton  should  always  be  initiated  cautiously  in  posl 
ympathectomy  patients  and  in  patients  receiving  ganglionic  block 
g agents,  other  potent  antihypertensive  drugs,  or  curare.  Reduce 
osage  of  concomitant  antihypertensive  agents  by  at  least  one- 
alf.  To  avoid  hypotension  during  surgery,  discontinue  Regroton 
erapy  two  weeks  prior  to  elective  surgical  procedures.  In  emer- 
ncy  surgery,  use,  if  needed,  anticholinergic  or  adrenergic  drugs 
r other  supportive  measures  as  indicated.  Because  of  the  possibil 
of  progression  of  renal  damage,  periodic  kidney  function  tests 
e indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is 
gravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
balance,  sodium  and/ or  potassium  depletion  may  occur.  If  po- 
ssium  depletion  should  occur  during  therapy,  Regroton  should 
discontinued  and  potassium  supplements  given,  provided  the 
tient  does  not  have  marked  oliguria.  Take  particular  care  in  cir- 
osis  or  severe  ischemic  heart  disease  and  in  patients  receiving 


corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recom- 
mended. Use  cautiously  in  patients  with  ulcerative  colitis  or  gall- 
stones (biliary  colic  may  be  precipitated).  Bronchial  asthma  may 
occur  in  susceptible  patients.  Adverse  Reactions:  The  drug  is  gen- 
erally well  tolerated.  The  most  frequent  side  effects  are  nausea, 
gastric  irritation,  vomiting,  diarrhea,  constipation,  muscle  cramps, 
headache,  dizziness  and  acute  gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety,  depression,  bradycardia  and  ec- 
topic cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyperuricemia, 
lassitude,  restlessness,  transient  myopia,  impotence  ordysuria, 
orthostatic  hypotension  which  may  be  potentiated  when  chlorthali- 
done is  combined  with  alcohol,  barbiturates  or  narcotics,  leuko- 
penia, aplastic  anemia,  skin  rashes,  thrombocytopenia,  agranulo- 
cytosis, nasal  stuffiness,  increased  gastric  secretions,  nightmare, 
purpura,  urticaria,  ecchymosis,  weakness,  uveitis,  optic  atrophy 
and  glaucoma,  and  pruritus.  Eruptions  and/or  flushing  of  the  skin, 
a reversible  paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deafness, 
anorexia,  and  pancreatitis  when  epigastric  pain  or  unexplained 
G.l.  symptoms  develop  after  prolonged  administration.  Jaundice, 
xanthopsia,  paresthesia,  photosensitization  and  necrotizing  angi- 
itis are  possible.  Average  Dosage:  One  tablet  daily  with  breakfast. 
Availability:  Pink,  single-scored  tablets  in  bottles  of  100  and  1000. 
For  details,  see  complete  Prescribing  Information.  (B)46-600-B 
Geigy  Pharmaceuticals 
Division  of  Geigy  Chemical  Corporation  fety 
Ardsley,  New  York  10502 

Regroton®  Geigy 
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From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN*  V Capsules 

Tetracycline  HC1  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


329-8/6094 


April,  1968 
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What  can  be  done 
for  Susan  Jane 
To  stop  the  runs 
and  crampy  pain? 

Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 


...consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa. 

In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy 
necessary. 


Parepectolin 

Each  fluid  ounce  of  creamy  white  suspension  contains: 

Paregoric  (equivalent) (1.0  dram)  3.7  ml. 

Contains  opium  ('4  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified) (85  grains)  5.5  Gm. 

(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls 
three  times  daily. 


WILLIAM  H.  RORER,  INC. 

f Fort  Washington,  Pa. 


mudiifl  e 


EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


15 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  cau  tion:  May  be  habit  forming.  . . 2 1 mg'. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrinc- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  rag.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K I is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRF.SS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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where  creai 
and  ointment 
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or  penetrate 
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Exposed  areas 
where  cosmetic 
considerations  are 
important. 
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An  invisible 

topical  problems  ^ 


jjrt. 


See  last  page 

for  contraindications,  precautions 
and  side  effects . 


Moist  or 

intertriginous  areas 
where  drying  action 
is  desirable. , 


Structurally  unique 
topical  steroid 
in  propylene  glycol 
vehicle  produces 
rapid  response 
in  many  dermatoses. 

Synalar  Solution  produces 
rapid  antiinflammatory,  anti- 
pruritic action  through  its 
unique  topical  corticosteroid, 
fluocinolone  acetonide.  The 
propylene  glycol  vehicle  pro- 
vides additional  benefits  for 
therapy  at  problem  sites  where 
it  is  difficult  to  achieve  contact 
between  the  lesion  and  medica- 
tion—or  where  creams  or 
ointments  may  make  the  lesions 
worse.  Synalar  Solution  has 
proved  particularly  valuable  in 
the  symptomatic  treatment  of 
seborrheic  dermatitis  of  the 
scalp,  nasolabial  folds,  eyebrows. 


/ 


ears,  and  in  flexural  folds  such  as 
the  axillae,  inframammary, 
umbilical  and  anocrural  areas. 

It  has  also  been  reported 
to  achieve  excellent  results 
in  the  adjunctive  management 
of  atopic  dermatitis,  contact 
dermatitis,  neurodermatitis, 
nummular  eczema,  psoriasis, 
and  sweat  retention  syndromes 
in  these  problem  sites. 


Penetrates 
the  hairy  sites. 

In  many  areas  of  the  body, 
hair  gets  in  the  way  of  treating 
the  underlying  dermatitis. 

The  propylene  glycol  vehicle  of 
Synalar  Solution  permits 
penetration  and  dispersion  at 
sites  where  creams  and  oint- 
ments do  not  readily  penetrate. 
May  be  applied  without 
matting  of  hair. 


Ideal  for  moist  or 
intertriginous  areas. 

Propylene  glycol  is  strongly 
hygroscopic  and  is  especially 
useful  where  sweat  retention  is 
a problem.  Its  low  surface 
tension  permits  easy  spread- 
ability  in  difficult-to-treat  body 
areas.  A number  of  studies 
have  also  shown  that  propylene 
glycol  has  inherent  anti- 
microbial activity. 


>ometically 
ceptable 
exposed  areas. 


hetropylene  glycol  vehicle 
Sjialar  Solution  possesses 
^alj  useful  cosmetic  properties. 

el  and  greaseless,  it  is 
. t s cky  or  messy,  will  not 
liilothing  or  skin, 
ex  used  areas  of  the  body 
lei  cosmetic  appeal  is 
Pl>  ant,  Synalar  Solution 
)w:;nothing  but  results. 

jpi  I 

oomical-a  little 
>e,  a long  way. 

:ate  of  the  properties 
)roylene  glycol  and  the 
ligim  potency  of 
»Qii  done  acetonide,  a small 
tnly  of  Synalar  Solution 
- a mg  way.  Also,  the 
scjbtion  price  of  a 20  cc. 

>t-c  squeeze  bottle  of 

Solution  is  surprisingly 
is,  your  patients  obtain 
ior^  with  the  proved 
a«of  a potent,  truly 
n<d  topical  corticosteroid. 


Contraindications : Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and 
varicella) . Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  of 
the  components. 

Precautions:  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dry- 
ness, scaling,  or  itching.  Application  to 
denuded  or  fissured  areas,  such  as 
genital  or  perianal  sites,  may  produce  a 
burning  or  stinging  sensation.  If  this 
persists  and  dermatitis  does  not  improve, 
discontinue  medication.  Although 
propylene  glycol  has  antiseptic  activity, 
there  should  be  careful  initial  evaluation 
and  follow-up  of  infected  sites.  Incom- 
plete response  or  exacerbation  of  lesions 
may  be  due  to  true  infection,  which 
requires  susceptibility  testing  and 
appropriate  therapy.  On  the  other  hand, 
saprophytic  or  low  grade  infections  may 
clear  spontaneously  under  the  influence 
of  Synalar  Solution  alone.  Where  severe 
local  infection  or  systemic  infection 
exists,  the  use  of  systemic  antibiotics 
should  be  considered,  based  on  suscepti- 
bility testing.  While  topical  steroids 
have  not  been  reported  to  have  adverse 
effect  on  pregnancy,  the  safety  of  their 
use  on  pregnant  females  has  not  abso- 
lutely been  established.  Therefore,  they 
should  not  be  used  extensively  on  preg- 
nant patients,  in  large  amounts,  or  for 
prolonged  periods  of  time. 

Side  Effects:  Side  effects  are  not 
encountered  ordinarily  with  topically 
applied  corticosteroids.  As  with  all 


drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under 
certain  conditions. 

Availability : Synalar  (fluocinolone 
acetonide)  Solution  0.01%  in  a propy- 
lene glycol  vehicle  with  citric  acid  as 
preservative.  20  and  60  cc.  plastic 
squeeze  bottles.  Also  available:  Synalar 
(fluocinolone  acetonide)  Cream  0.025% 
— 5,  15  and  60  Gm.  tubes  and  425  Gm. 
jars.  Cream  0.01%  — 15,  45  and  60  Gm. 
tubes  and  120  Gm.  jars.  Ointment 
0.025% -15  and  60  Gm.  tubes. 
Neo-Synalar®  (neomycin  sulfate  0.5% 
[0.35%  neomycin  base] , fluocinolone 
acetonide  0.025%)  Cream -5,  15  and 
60  Gm.  tubes. 


fluocinolone  acetonide  — an  ordinal  steroid  from 
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Synalar 

(fluocinolone  acetonide) 

Solution 

0.01 


Get-well  gifts 
go  with  convalescence... 


• •• 


and  so  does 
Surbex-T 


High-Potency 
Vitamin  B 
Complex  with 
Vitamin  C. 


The  potency  of  an  injectable- 
with  therapeutic  B-complex 
and  a full  half  gram  of  C 
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C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator 
and  cerebral  stimulation  for  th 


500- 


Fig.  I.  Average  plasma  levels  of  C-14  radioactivity  following  oral  administration  of  C-14  nicotinic  acid  tablets.  Key  Group 
A,  one  sustained-release  tablet  containing  150  mg.  C-14  nicotinic  arid,  - Group  B,  one  nonsustained-release  tablet 

containing  50  mg.  nicotinic  acid,  ■Hnumrnni'winnii  Group  C,  one  nonsustained-release  tablet  containing  50  mg.  C-14  nicotinic  acid 
at  0,  4 and  8 hours. 
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absent-minded  patients 
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Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  f See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  beet  I 
tinuous  on  a daily  dose  of  only  one  Geroniazol  TIP"!  In- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geronb 
TT  will  provide  the  well-known  peripheral  vasodih 
tion  needed  in  patients  with  deficient  circulation 
with  a minimum  amount  (if  any)  of  "flushing.” 
cerebrovascular  circulation  is  complemented  by  P 
tylenetetrazol,  long-established  as  a cerebral  andrt 
piratory  stimulant. 

Geroniazol  TT  improves  the  typical,  unfortun*! 
signs  of  senile  confusion.  Patients  become  morea®. 


sed  and  debilitated 


3- 


'-^Gtoupa!  one  ^usta!  ned-re  lease6  tab!  e°^co"n\a  iSn^fso^rrm  f°C- 1 4 ' n ico  b n'icf  a^d1  C-14  nicotinic  acid  tablets. 

£&»&£  SSWS  andsftiours.  "iC0,i"iC  acid’ iMSS&OS^^ 


TIME  AFTER  ADMINISTRATION  (Hours) 


^Dnfused  and  moody.  Personal  care,  memory, 
lmal  stability,  social  attention  improve.  Fatigue' 
• and  irritability  are  reduced, 
ascription  for  100  tablets  of  Geroniazol  TT  will 
your  patients  to  enjoy  the  benefits  of  time- 
ed  nicotinic  acid/pentylenetetrazol  therapy, 
'Gnomical  price.  Dosage  is  only  one  tablet  every 
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indications : There  are  no  known  contraindica- 


tions.- Exercise  caution  when  treating  patients 
1 low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
tiansitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References : 1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56: 263  (Aug.)  1960.  3.  Curran,  T.  R„  and  Phelps! 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 


First  with  the  Retro-Steroids” 

HILIPS  ROXANE  LABORATORIES 

•lvision  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
ubsidiary  of  Philips  Electronics  and 
harmaceutieal  Industries  Corp. 


Geroniazol'TT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


This  pain  is 
getting  on 
mg  nerves. 

Patients  in  pain  often  experience  concomitant  anxiety  and  tension, 
which  may  add  to  the  burden  of  pain. 

For  such  patients,  you  may  want  to  prescribe  a preparation  that 
offers  more  than  simple  analgesia. 

A good  choice  is  often  EquagesiC®  (meprobamate  and  ethohep- 
tazine  citrate  with  aspirin).  It  helps  relieve  pain.  And  anxiety.  And 
skeletal  muscle  spasm  as  related  to  pain  or  anxiety  and  tension. 


TABLETS 


Equagesic 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 


Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin  or 
meprobamate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during  pregnancy  or  lactation 
has  not  been  established;  therefore  it  should  be  used  in  pregnant  patients  or 
women  of  child-bearing  age  only  when  the  physician  judges  its  use  essential  to 
the  patient’s  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients 
12  years  old  or  less,  darefully  supervise  dose  and  amounts  prescribed,  especially 
for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of  meprobamate 
may  result  in  dependence  or  habituation  in  susceptible  persons— as  alcoholics,  ex-addicts, 
severe  psychoneurotics.  Withdraw  gradually  after  prolonged  high  dosage  to  avoid  possibly 
severe  withdrawal  reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced 
alcohol  tolerance.  If  drowsiness,  ataxia  or  visual  disturbances  (impairment  of  accommodation  and 
visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution  patients  against  operating  machinery 
or  driving.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respira- 
tory collapse  and  anuria)  with  immediate  gastric  lavage  and  appropriate  supportive  therapy  (CNS 
stimulants  and  pressor  amines  as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally  cause  nausea,  vomiting,  epigastric  distress, 
and  rarely  dizziness,  bverdosage  may  result  in  CNS  depression  (drowsiness  and  lightheadedness)  or 
CNS  stimulation  and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrom- 
binemic  hemorrhage  [usually  requires  whole  blood  transfusions]).  Meprobamate  may  cause  drowsiness, 
ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop  in 
patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate.  Mild  reactions  are 
characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported.  If  allergic  reaction  occurs, 
meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  symptomatically  such  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported 
following  continuous  use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis, and  hemolytic. anemia  have  been  reported;  almost  always,  in  the  presence  of  known  toxic  agents. 
Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 
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HIGHLAND  HOSPITAL 


Asheville,  North  Carolina 
Founded  190  U 


A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF 
DUKE  UNIVERSITY 


Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified 

for  Medicare 


Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric 
patients,  including  individual  psychotherapy,  group  therapy,  psychodrama, 
electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social 
service  work  with  families,  family  therapy,  and  an  extensive  and  well  or- 
gainzed  activities  program,  including  occupational  therapy,  art  therapy, 
athletic  activities  and  games,  recreational  activities  and  outings.  The 
treatment  program  of  each  patient  is  carefully  supervised  in  order  that 
the  therapeutic  need  sof  each  patient  may  be  realized. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded 
grounds  in  the  City  of  Asheville. 


Brochures  and  information  on  financial  arrangements  available 


Contact:  Mrs.  Elizabeth  Harkins,  ASCW,  Coordinator  of  Admissions 

or 


Area  Code  704  253-2761 
Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
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USE  ‘POLYSPORINi 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


brand 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 


Caution- As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  'h  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept,  PML. 


iLf-  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N Y. 


POLYSPORr* 

POLYMYXIN  B BACITRAC8I 

OINTMENT 

f 1 

% prevent  infection  ii 
Mums,  and  abrasions; 
aid  in  healing. 
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ACHHOSTATIM'  v 

Il7*AOCllNt  HCI 
***  *>YSTA  TIN  250,000  V 
CAP>I  I E> 
Caption 


IWr »l  u« 

‘Mi  without  pr«#*-’ir»' 


The  lowest  priced 


tetracycline-nystatin  combination 
ACHROSTATIN*  V Capsules 

Tetracycline  HCI  250  mg  /Nystatin  250,000  units 


One  of  the  31  useful 
dosage  forms 
in  the  ACHRO  Family 
-the  First  Family 
of  Tetracycline 


328-8/6094 


A P P 

ASHEVILLE 


A L A C H I A N 

ESTABLISHED  — 1916 


HALL 

NORTH  CAROLINA 


■ n institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug 
find  alcohol  habituation. 

Hisulin,  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  institution  is  equipped  with  complete  laboratory 
■icilities  including  electroencephalography  and  X-ray. 

| Jjppalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate 
Wir  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

im.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

lobert  A.  Griffin,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 

Ipr  rates  and  further  information  write  APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 
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Now... twice  as  much  as  before  in  each  teaspoon 


400,000  units  of  potassium  penicillin  V per  teaspoonful 

New. . .V-Cillin  K,  Pediatric,  250  mg. 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206.  800192 
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Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  C 
tinuous  on  a daily  dose  of  only  one  Geroniazol  TTt 
let  every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geronia 
TT  will  provide  the  well-known  peripheral  vasodila 
tion  needed  in  patients  with  deficient  circulation; 
with  a minimum  amount  ( if  any)  of  “flushing.”  A 
cerebrovascular  circulation  is  complemented  byp 
tylenetetrazol,  long-established  as  a cerebral  and 
piratory  stimulant. 

Geroniazol  TT  improves  the  typical,  unfortun 
signs  of  senile  confusion.  Patients  become  more  al ; 
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ed  and  debilitated 
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slronfused  and  moody.  Personal  care,  memory, 
ncional  stability,  social  attention  improve.  Fatigue, 
wy  and  irritability  are  reduced. 

-A  >rescription  for  100  tablets  of  Geroniazol  TT  will 
nit  your  patients  to  enjoy  the  benefits  of  time- 
olnged  nicotinic  acid/pentylenetetrazol  therapy, 
■economical  price.  Dosage  is  only  one  tablet  every 
!lurs. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 


'Wfumdications : There  are  no  known  contraindica- 
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^Kfiows:  Exercise  caution  when  treating  patients 
th!i  low  convulsive  threshold. 


References : 1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56: 263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 
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nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol1'  Time  Controlled  Tablet 


This  pain  is 
getting  on 
my  nerves. 

Patients  in  pain  often  experience  concomitant  anxiety  and  tension, 
which  may  add  to  the  burden  of  pain. 

For  such  patients,  you  may  want  to  prescribe  a preparation  that 
offers  more  than  simple  analgesia. 

A good  choice  is  often  Equagesic®  (meprobamate  and  ethohep- 
tazine  citrate  with  aspirin).  It  helps  relieve  pain.  And  anxiety.  And 
skeletal  muscle  spasm  as  related  to  pain  or  anxiety  and  tension. 


TABLETS 


Equagesic 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 


Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin  or 
meprobamate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during  pregnancy  or  lactation 
has  not  been  established;  therefore  it  should  be  used  in  pregnant  patients  or 
women  of  child-bearing  age  only  when  the  physician  judges  its  use  essential  to 
the  patient's  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients 
12  years  old  or  less.  Carefully  supervise  dose  and  amounts  prescribed,  especially 
for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of  meprobamate 
may  result  in  dependence  or  habituation  in  susceptible  persons— as  alcoholics,  ex-addicts, 
severe  psychoneurotics.  Withdraw  gradually  after  prolonged  high  dosage  to  avoid  possibly 
severe  withdrawal  reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced 
alcohol  tolerance.  If  drowsiness,  ataxia  or  visual  disturbances  (impairment  of  accommodation  and 
visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution  patients  against  operating  machinery 
or  driving.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respira- 
tory collapse  and  anuria)  with  immediate  gastric  lavage  and  appropriate  supportive  therapy  (CNS 
stimulants  and  pressor  amines  as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally  cause  nausea,  vomiting,  epigastric  distress, 
and  rarely  dizziness.  Overdosage  may  result  in  CNS  depression  (drowsiness  and  lightheadedness)  or 
CNS  stimulation  and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrom- 
binemic  hemorrhage  [usually  requires  whole  blood  transfusions]).  Meprobamate  may  cause  drowsiness, 
ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop  in 
patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate.  Mild  reactions  are 
characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported.  If  allergic  reaction  occurs, 
meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  symptomatically  such  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported 
following  continuous  use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis, and  hemolytic. anemia  have  been  reported;  almost  always,  in  the  presence  of  known  toxic  agents. 
Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 
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CORONARY  ARTERIOGRAPHY 

GRADY  H.  HENDRIX,  M.D.* 
DALLAS  DALTON,  M.D.** 
RANDOLPH  BRADHAM.  M.D.t 
R.  BARRY  GROVE* 


The  introduction  of  selective  coronary 
arteriography  by  Sones  in  1959  has  led 
to  profound  changes  in  the  clinical  evalua- 
tion of  patients  with  coronary  artery  dis- 
ease as  well  as  reopening  of  the  surgical 
approach  of  vascular  implantation  pro- 
cedures into  the  myocardium  for  relief  of 
ischemic  pain. 

We  would  like  to  present  our  indica- 
tions for  coronary  arteriography  with  the 
findings  and  disposition  of  the  first  32 
patients  who  underwent  coronary  arter- 
iography at  the  Veterans  Administration 
Hospital,  Charleston,  South  Carolina. 

Technique 

The  technique  which  has  been  employed  in  this 
hospital  is  basically  the  Sones'  technique,  which 
consists  of  passage  of  a tapered  tip  catheter  into 
the  central  aorta  through  a right  median  antecubital 
cutdown  site  and  a right  brachial  arteriotomy.  Cen- 
tral aortic  and  left  ventricular  pressures  are  re- 


*Assistant  Professor  of  Medicine,  Medical  College 
of  South  Carolina,  Chief,  Cardiology  Section,  Vet- 
erans Administration  Hospital. 

** Assistant  Professor  of  Surgery,  Medical  College 
of  South  Carolina,  Chief.  Thoracic  Surgery  Section, 
Veterans  Administration  Hospital. 

tAssociate  Clinical  Professor  of  Thoracic  Surgery, 
Medical  College  of  South  Carolina,  Consultant  in 
Thoracic  Surgery,  Veterans  Administration  Hospital. 

fSenior  Medical  Student,  Medical  College  of  South 
Carolina. 


corded,  paying  particular  attention  to  the  left  ven- 
tricular end-diastolic  pressure,  the  elevation  of 
which  usually  signifies  an  elevated  left  ventricular 
end-diastolic  volume  and  left  ventricular  failure.  The 
right  and  left  coronary  arteries  are  then  catheterized 
individually  with  the  tip  of  the  catheter  in  the  orifice 
of  the  vessel  and  6 to  10  ml  of  Renograffin-60  in- 
jected. The  arteriogram  is  recorded  on  35  mm  cine 
at  60  frames  per  second.  Two  injections  with  stand- 
ard projections  of  the  left  anterior  oblique  at  45 
degrees  and  the  right  anterior  oblique  at  20  de- 
grees are  performed  and  frequently  some  variation 
of  these  projections  made  if  additional  information 
appears  to  be  necessary.  Patients  who  are  suspected 
of  having  a previous  myocardial  infarction  undergo 
a left  ventriculogram  with  the  injection  of  40  to  50 
ml  of  Angioconray  with  a pressure  injector  in  order 
to  detect  areas  of  noncontracting  myocardium  and 
ventricular  aneurysm.  The  arteriotomy  is  closed 
with  6-0  Tevdek  suture  and  the  skin  incision  with 
4-0  silk. 

The  arteriograms  are  also  recorded  on  an  Ampex 
Video  Recorder  during  the  procedure  so  that  in- 
stant visualization  may  be  obtained  and  other  in- 
jections made  as  deemed  necessary  before  the 
catheter  is  removed.  The  35  mm  film  is  processed 
on  a Fischer  Processal  and  viewed  on  a 35  mm  film 
projector. 

The  right  and  left  coronary  artery  anatomy  is 
shown  diagramatically  in  the  left  anterior  oblique 
and  right  anterior  oblique  projections  in  Figure  1, 
2,  3,  and  4.  Reproductions  of  cine  frames  of  the 
normal  and  examples  of  diseased  vessels  are  shown 
in  Figures  5 to  12. 

Other  laboratory  procedures  routinely  done  on 
patients  in  whom  we  anticipate  coronary  arteriog- 
raphy are  hematocrits,  fasting  blood  sugar  and 
two-hour  postprandial  blood  sugar,  uric  acid,  BUN 
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LAO  POSITION 


RAO  POSITION 


RIGHT  CORONARY  ARTERY  RIGHT  CORONARY  ARTERY 


LAO  POSITION 


RAO  POSITION 


LEFT  CORONARY  ARTERY  LEFT  CORONARY  ARTERY 


Figure  1 (upper  left). 

Right  coronary  artery  in  the  left  anterior  oblique 
projection. 

Figure  2 (upper  right). 

Right  coronary  artery  in  the  right  anterior  oblique 
projection. 

Figure  3 (lower  left). 

Left  coronary  artery  in  the  left  anterior  oblique 
projection. 

Figure  4 (lower  right). 

Left  coronary  artery  in  the  right  anterior  oblique 
projection. 

serum  cholesterol,  and  PA  and  lateral  view  of  the 
chest.  A normal  resting  electrocardiogram  is 
followed  by  a double  Master  exercise  test  of  40  steps, 
and  if  this  is  nondiagnostic,  the  patient  is  placed 
on  a treadmill  for  maximum  stress  exercise.  Exer- 
cise is  continued  until  the  heart  rate  is  at  least 
130,  and  preferably  150.  In  most  individuals  without 
significant  heart  disease,  this  requires  15  to  30 
minutes  at  three  miles  per  hour  on  an  incline  of 
15°. 

Complications 

Complications  of  this  procedure  have 
been  few.  The  32  patients  who  will  be 
considered  in  this  report  have  experienced 
no  significant  complications.  In  the  ex- 
perience of  Sones,  84  instances  of  ven- 
tricular fibrillation  occurred  in  his  first 
4200  patients.  Ventricular  asystole  has 


Figure  5 (upper  left). 

Normal  right  coronary  artery  in  the  left  anterior 
oblique  projection. 

Figure  fi  (upper  right). 

Severely  diseased  right  coronary  artery  in  the  right 
anterior  oblique  projection  with  a major  obstructive 
lesion  at  the  junction  of  the  proximal  and  middle  1/3 
of  the  vessel. 

Figure  7 (lower  left). 

Normal  right  coronary  artery  in  the  right  anterior 
oblique  projection. 

Figure  8 (lower  right). 

Diseased  right  coronary  artery  in  the  right  anterior 
oblique  projection. 

occurred.  The  overall  mortality  rate  in 
Sones’  experience  is  slightly  less  than  one 
per  one  thousand  patients  who  undergo 
the  procedure,  and  this  complication  has 
occurred  only  in  patients  with  severe,  far 
advanced  coronary  disease.  Acute  myo- 
cardial infarction  due  to  dissection  has 
been  reported.  A rare  patient  is  allergic  to 
the  contrast  material.  Brachial  artery  oc- 
clusion at  the  site  of  the  arteriotomy  oc- 
curs in  5 to  10  per  cent,  but  this  does  not 
cause  any  particular  problem  as  collaterals 
are  sufficient  to  prevent  any  long-term 
complications. 


Indications 

The  indications  for  coronary  arteriog- 
raphy obviously  could  be  any  disease  pro- 
cess affecting  the  coronary  arterial  sys- 
tem. The  majority  of  patients  undergoing 
this  procedure  fall  into  three  categories : 
diagnostic,  evaluation  for  coronary  artery 
disease  surgery,  and  patients  with  aortic 
valve  disease  being  evaluated  for  sur- 
gery. (Table  1). 
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Figure  9 (upper  left). 

Normal  left  coronary  artery  in  the  left  anterior 
oblique  projection. 

Figure  10  (upper  right). 

Diseased  left  coronary  artery  in  the  left  anterior 
oblique  projection  with  major  obstructive  lesions  at 
the  origin  of  the  circumflex  and  anterior  descending 
branches. 

Figure  11  (lower  left). 

Normal  left  coronary  artery  in  the  right  anterior 
oblique  projection. 

Figure  12  (lower  right). 

Diseased  left  coronary  artery  in  the  right  anterior 
oblique  projection  with  a major  obstructive  lesion 
of  the  anterior  descending  branch  and  total  obstruc- 
tion of  the  main  branch  of  the  circumflex. 

Table  2 indicates  the  indications  for 
coronary  arteriography  on  the  32  patients 
in  this  series. 

Arterio  graphic  Find  mgs  and  Disposition 
Diagnostic — Eleven  patients  who  under- 
went coronary  arteriography  for  diag- 
nostic purposes  had  disabling  chest  pain 
without  other  evidence  of  heart  disease. 
All  had  normal  coronary  arteriograms. 
These  patients  were  totally  incapacitated 
from  gainful  employment  and  had  been 
hospitalized  on  at  least  one  occasion.  Eight 
had  been  treated  in  the  past  for  suspected 
myocardial  infarction.  All  were  taking 
nitroglycerin  and  long-acting  coronary 
vasodilators,  and  two  were  on  anticoagu- 
lants. There  was  no  evidence  of  heart  dis- 
ease other  than  the  history  of  chest  pain. 
None  had  chest  pain  typical  of  angina 
pectoris.  The  resting  electrocardiogram. 
Master  exercise  test,  and  maximal  tread- 
mill exercise  testing  revealed  no  electro- 


Indications  for  Coronary  Arteriography 

Diagnosis 

Coronary  atherosclerosis 
Atypical  chest  pain  with  normal  ECG 
Atypical  ECG  in  asymptomatic  patient 
“Idiopathic”  arrhythmias 
“Idiopathic”  cardiac  enlargement 
Unusual  conditions  of  coronary  vessels 
Abnormal  origin 
Coronary  arteriovenous  fistula 
Ostial  stenosis 
Coronary  aneurysm 
Myocardial  tumors 
Preoperative  evaluation 

Unusual  distribution  in  congenital  heart  disease 
Aortic  valve  disease  with  angina 
Coronary  artery  surgery 

cardiographic  abnormality.  The  chest  x- 
ray  films  were  normal.  Some  of  these  pa- 
tients appeared  elated  that  there  was  no 
evidence  of  coronary  disease,  while  others 
were  inadequate  people  who  quickly  be- 
gan focusing  on  another  system,  usually 
the  gastrointestinal  tract. 

Two  patients  with  electrocardiographic 
abnormalities  and  no  other  evidence  of 
heart  disease  had  normal  coronary  ar- 
teriograms. These  electrocardiographic 
abnormalities  represented  right  bundle 
branch  block  and  non-specific  ST-T  wave 
changes. 

Three  patients  underwent  coronary 
arteriography  who  had  marked  cardio- 

Indications  for  Coronary  Arteriography  on 
32  Patients,  VA  Hospital.  Charleston.  South  Carolina 

I.  Diagnostic 

A.  Disabling  chest  pain  without  other  evidence 
of  heart  disease— 11 

B.  Abnormal  “disabling"  electrocardiogram 
without  other  evidence  of  heart  disease— 2 

C.  Heart  disease  not  suggestive  of  coronary 
artery  disease— 5 

d)  Cardiomegaly  and  congestive  heart  fail- 
ure—3 

(2)  “Idiopathic”  atrial  fibrillation — 2 

II.  Evaluation  for  coronary  surgery — 6 

III.  Evaluation  of  coronary  arteries  in  patients  with 
aortic  valve  disease — 8 

A.  In  order  to  determine  degree  of  coronary 
disease  versus  degree  of  aortic  valve  disease 
in  those  who  have  chest  pain  suggestive  of 

angina 

B.  Technical  purposes  as  regards  coronary  per- 
fusion 
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megaly  and  congestive  heart  failure  and 
did  not  have  angina,  valvular  disease,  or 
hypertension.  All  were  Negro  males  be- 
tween 35  and  45  years  of  age.  All  had 
normal  coronary  arteriograms.  The  elec- 
trocardiogram in  one  patient  showed  left 
ventricular  hypertrophy,  while  in  the 
other  two,  there  was  low  voltage  and  non- 
specific ST-T  wave  changes.  The  first  pa- 
tient may  represent  hypertension  which 
has  subsided  to  normal  levels  with  the 
development  of  severe  heart  failure,  while 
the  others  presumably  represent  a myo- 
cardiopathy  or  possibly  disease  of  the 
microcirculation. 

Two  patients  with  “idiopathic”  atrial 
fibrillation  and  no  other  evidence  of  heart 
disease  had  normal  right  and  left  heart 
catheterization.  One  had  a normal  coro- 
nary arteriogram,  while  one  had  calcifi- 
cation of  the  left  main  coronary  artery 
which  was  widely  patent  through  the  area 
of  calcification  (presumably  medial  cal- 
cification) but  had  rather  severe  intimal 
disease  in  the  right  coronary  artery  with 
no  calcification.  These  two  patients  were 
heavy  users  of  alcohol,  and  the  latter  was 
a heavy  user  of  narcotics.  It  is  of  interest 
that  the  patient  with  the  normal  coronary 
arteriogram  has  had  DC  defibrillation  six 
times  and  reversion  with  quinidine  four 
times  since  1962,  but  has  never  been  able 
to  sustain  a normal  sinus  rhythm.  The 
patient  who  had  definite  coronary  disease 
in  the  right  coronary  artery  has  been  de- 
fibril lated  with  100  watt  seconds  on  one 
occasion  and  has  remained  in  normal  sinus 
rhythm  since  that  time. 

E valuation  for  Coronary  Surgery 

Coronary  arteriography  was  performed 
on  six  patients  who  were  felt  to  be  candi- 
dates for  coronary  artery  surgery.  The 
available  surgical  procedures  have  gone 
through  many  transitions  over  the  years 
but  at  present  the  most  popular  procedure 
and  the  one  with  which  there  has  been 
the  most  recent  experience  is  implantation 
of  the  internal  mammary  artery  into  the 
myocardium  (revascularization  proced- 


Arteriographic  Findings  and  Disposition 

I.  Underwent  implantation  of  left  internal  mam- 
mary into  anterolateral  myocardium. 

(1)  Total  obstruction  of  left  main  circumflex 
and  50%  obstruction  of  the  anterior  descend- 
ing with  a patent  right  coronary  artery. 

(2)  80%  obstruction  of  anterior  descending  with 
no  significant  obstruction  of  the  circumflex 
and  right  coronary  artery. 

(3)  Total  obstruction  of  anterior  descending  and 
50%  obstruction  of  circumflex  with  a patent 
right  coronary  artery. 

(4)  75%  obstruction  of  anterior  descending,  50% 
obstruction  of  circumflex,  and  slight  nar- 
rowing of  distal  left  main  coronary  artery, 
and  a patent  right  coronary  artery. 

II.  Operation  deferred  at  this  time  because  of  ma- 
jor obstructive  disease  in  right  coronary  artery. 

(1)  75%  obstruction  of  a long  segment  of  mid 
right  coronary  artery  with  a patent  left 
coronary  artery. 

(2)  Three  obstructive  lesions  of  30%  to  50% 
throughout  right  coronary  artery  with  a 
patent  left  coronary  artery. 

ure).  The  original  procedure  of  this  type 
is  implantation  of  the  left  internal  mam- 
mary pedicle  into  the  anterolateral  myo- 
cardium. This  has  been  expanded  by  many 
groups  now  to  include  implantation  of  the 
right  internal  mammary  pedicle  into  the 
posterior  myocardium  as  an  adjunct  to 
this  procedure.  The  direct  approach  for  an 
isolated  atheroma  with  a pericardial  or 
vein  patch  graft  is  indicated  only  in  those 
few  patients  who  have  an  isolated  ather- 
oma with  a high  grade  obstruction  and  no 
significant  obstructive  disease  elsewhere 
in  the  vessel.  This  lesion  is  found  in  only 
5 per  cent  of  those  patients  with  coronary 
disease  undergoing  arteriography. 

The  ideal  patient  for  a revascularization 
procedure  is  the  patient  with  disabling 
angina  without  congestive  heart  failure 
and  who  has  not  had  a previous  myo- 
cardial infarction  with  a large  area 
of  scar  in  the  left  ventricular  myo- 
cardium. The  presence  of  congestive  heart 
failure  or  a previous  myocardial  infarc- 
tion is  not  a contraindication  to  the  pro- 
cedure as  experience  is  gained,  but  these 
patients  have  a poor  prognosis  with  or 
without  surgery  and  carry  a much  higher 
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surgical  risk.  The  six  patients  studied  as 
potential  surgical  candidates  were  all  in- 
capacitated for  gainful  employment  and 
lived  a sedentary,  uncomfortable  existence 
on  an  adequate  nonsurgical  program. 
None  was  in  heart  failure  or  had  suffered 
a known  myocardial  infarction.  All  had 
normal  resting  electrocardiograms  with 
an  unquestionably  positive  Master  exer- 
cise test.  Each  of  these  patients  had 
severe  obstructive  coronary  artery  dis- 
ease and  the  lesions  are  summarized  in 
Table  3. 

We  preferred  to  limit  our  initial  sur- 
gical procedures  to  those  patients  who  we 
felt  could  benefit  from  implantation  only 
of  the  left  internal  mammary  pedicle  into 
the  anterolateral  myocardium.  The  two 
patients  with  severe  disease  of  the  right 
coronary  artery  are  being  followed  at  the 
present.  The  four  patients  who  underwent 
implantation  of  the  left  internal  mammary 
pedicle  into  the  anterolateral  myocardium 
had  no  problems  of  significance  during 
the  surgical  procedure  or  postoperatively. 
The  longest  followup  is  three  months 
which  is  too  soon  to  evaluate  any  relief 
of  angina.  It  is  anticipated  that  a left 

Eight  Patients  with  Aortic  Valve  Disease  and 
“Chest  Pain”  Who  Underwent  Coronary 
Arteriography 

I.  Underwent  aortic  valve  replacement. 

A.  Severe  aortic  insufficiency  with  normal 
coronary  arteriogram. 

B.  Severe  aortic  stenosis  with  normal  coronary 
arteriogram. 

II.  Aortic  valve  replacement  not  recommended. 

A.  Normal  coronary  arteriogram  with  inade- 
quate degree  of  aortic  disease  to  justify 
valve  replacement. 

B.  Severe  “three  vessel”  coronary  disease  with 
moderate  degree  of  aortic  insufficiency. 

C.  Normal  coronary  arteriogram  with  only  30 
mm  gradient  across  stenotic  aortic  valve. 

D.  Normal  coronary  arteriogram  with  50  mm 
gradient  across  aortic  valve  in  Class  II 
patient. 

E.  Total  obstruction  of  anterior  descending  but 
angina  only  a minor  problem  in  patient  with 
mild  aortic  stenosis. 

F.  Severe  “three  vessel”  coronary  disease  with 
mild  degree  of  aortic  stenosis. 


Comparison  of  Group  with  Normal  Coronary 
Arteriograms  with  Group  with  Definite  Coronary 
Artery  Disease  Arteriographically 


Normal  (22) 

Coronary 
Disease  (10) 

Age 

42 

48 

Race 

13  white 

10  white 

9 Negro 

0 Negro 

Family  history 

2 (9%) 

2 (20%) 

Smokes  cigarettes 

14  (64%) 

7 (70%) 

Consumes  alcohol 

11  (50%) 

7 (70%) 

Hematocrit 

41  mm 

46  mm 

Diabetic 

3 <14%) 

2 (20%) 

Fasting  Blood  Sugar 

97  mg 

90  mg 

Uric  acid 

5.7  mg 

6.5  mg 

BUN/100  ml 

14  mg 

15  mg 

Cholesterol/100  ml 

207  mg 

258  mg 

LV  end  diastolic  pressure  9 

11 

(excluding  left 
ventricular  failure 
from  other  causes) 

internal  mammary  arteriogram  will  be 
done  six  months  after  the  surgical  pro- 
cedure to  observe  for  development  of  flow. 

Evaluation  of  Patients  with  Aortic 
Valve  Disease 

There  were  eight  patients  in  this  cate- 
gory who  had  physical  findings  consistent 
with  aortic  valve  disease  and  had  chest 
pain  of  some  description.  Two  of  these 
patients  underwent  aortic  valve  replace- 
ment, and  in  both  of  these  the  coronary 
arteries  appeared  normal.  It  is  of  interest 
that  neither  has  had  chest  pain  since  the 
aortic  valve  replacement.  One  had  non- 
specific chest  pain  while  the  other  had 
severe  sustained  typical  angina  as  seen  in 
aortic  stenosis.  Six  of  these  patients  did 
not  undergo  aortic  valve  or  coronary  ar- 
tery surgery.  The  findings  in  this  group 
are  summarized  in  Table  4. 

In  addition  to  evaluating  the  degree 
of  coronary  disease  as  contrasted  to  the 
degree  of  aortic  valve  disease  as  a cause 
of  angina,  it  is  very  important  to  know 
the  status  of  the  coronary  arteries  for 
perfusion  purposes  in  patients  undergoing 
aortic  valve  replacement.  If  the  left 
coronary  artery  is  essentially  free  of  ob- 
structive disease,  it  can  be  perfused  alone, 
which  makes  it  technically  easier  for  the 
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surgeon,  whereas  in  the  patient  with  a 
significantly  diseased  left  coronary  artery, 
the  right  coronary  artery  must  also  be 
perfused. 

Other  History  and  Laboratory 
Correlations 

Table  5 depicts  a number  of  facts  in 
the  22  patients  who  had  normal  coronary 
arteriograms,  some  of  whom  did  have 
other  forms  of  cardiac  disease,  and  in  10 
patients  who  had  unequivocal  coronary 
disease  by  arteriography. 

It  is  particularly  interesting  that  the 
hematocrit  reading,  uric  acid,  and  serum 
cholesterol  are  significantly  higher  in  those 


patients  with  definite  coronary  disease  as 
opposed  to  those  without  coronary  disease. 

Summary 

1.  Coronary  arteriography  is  helpful 
and  justified  in  patients  who  have  chest 
pain  which  is  physically,  emotionally,  or 
financially  crippling  and  in  whom  the  diag- 
nosis is  not  clear. 

2.  Patients  with  disabling  angina  un- 
responsive to  other  measures  should  have 
coronary  arteriography  and  surgery  of- 
fered to  those  select  ones  in  whom  it  ap- 
pears indicated. 

3.  Coronary  arteriography  is  essential 
in  the  evaluation  of  adults  with  aortic 
valve  disease. 
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The  Medical  Data  Screen  (MDS»  aids  the  phy- 
sician in  the  diagnosis  of  100  common  diseases.  It 
uses  a questionnaire  to  collect  the  patient’s  history 
and  a computer  to  analyze  the  reported  symptoms. 
In  this  reported  study,  the  method  identified  over 
70%  of  these  diseases  in  employees  of  an  in- 
surance firm;  it  has  been  shown  previously  to  have 
identified  like  proportions  among  private  patients 
of  internists  and  of  a general  practitioner.  The 
MDS  method  is  essentially  a laboratory  procedure 
that  brings  to  the  medical  profession  a type  and 
volume  of  information  about  the  whole  patient  which 
is  not  otherwise  readily  available.  Some  of  the 
advantages  of  the  method  include  the  wide  ap- 
plicability of  the  comprehensive  information  it  de- 
velops, the  relevance  of  this  information  to  the 
medical  and  psychiatric  status  of  patients,  the  high 
validity  of  the  information,  the  ease  with  which 
it  is  obtained,  and  the  speed  of  the  method. 
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Introduction 

When  the  National  Library  of  Medi- 
cine was  established  in  1836  as  the  Library 
of  the  Surgeon  General’s  Office  (U.  S. 
Army),  the  Surgeon  General  was  author- 
ized to  spend  $150  for  medical  literature. 
Today  the  Library,  located  at  Bethesda, 
Maryland,  near  Washington,  in  a five- 
story  contemporary  building  which  it  has 
occupied  since  1962,  is  regarded  as  the 
world’s  largest  in  biomedicine.  Among  its 
holdings  of  1,300,000  items,  in  seventy 
languages,  are  315,000  monographs; 
310.Q00  bound  journal  volumes;  285,000 
theses;  168,000  pamphlets;  and  4,500  reels 
of  microfilm. 

The  Library  provides  175,000  inter- 
library  loans  annually,  and  of  these 

160.000  are  photocopies  of  journal  articles 
not  available  at  the  requesting  local 
library.  Reference  personnel  answer 

10.000  personal  inquiries,  10,000  phone 
inquiries,  and  2,000  mail  inquiries  each 
year.  Requests  for  100,000  library  items 
are  made  by  25,000  to  30,000  persons  who 
use  the  reading  room  each  year. 

The  Library  is  a major  publisher  of  bio- 
medical bibliographies;  e.g.,  Index  Medi- 
cus,  Cumulated  Index  Medians,  Bibliog- 
raphy of  Medical  Reviews,  Biomedical 
Serials  1950-1960,  Bibliography  of  the 
History  of  Medicine,  and  NLM  Current 
Catalog.  Among  other  Library  publica- 
tions are  Medical  Subject  Headings,  the 
thesaurus  for  Index  Medians;  List  of 
Journals  Indexed  in  Index  Medians;  Na- 
tional Library  of  Medicine  Classification; 
and  Russian  Drug  Index. 


The  National  Library  of  Medicine 
Known  for  86  years  as  the  Library  of 


*Special  Assistant  to  the  Associate  Director  for 
Intramural  Programs,  National  Library  of  Medicine. 


the  Surgeon  General’s  Office,  the  Library 
was  developed  as  both  a national  and  an 
international  resource  by  Dr.  John  Shaw 
Billings,  Librarian  from  1865  to  1895.  In 
1922,  it  was  renamed  the  Army  Medical 
Library  and  in  1952  was  again  renamed, 
the  Armed  Forces  Medical  Library.  In 
1956,  under  legislation  introduced  by 
Senators  Lister  Hill  of  Alabama  and 
John  F.  Kennedy  of  Massachusetts,  it  was 
transferred  to  the  Public  Health  Service, 
Department  of  Health,  Education  and 
Welfare,  and  named  the  National  Library 
of  Medicine. 

The  Library  was  established  by  the 
Congress  of  the  United  States  to  assist  in 
the  advancement  of  medical  and  medically 
related  sciences  by  the  collection,  dissemi- 
nation, and  exchange  of  scientific  and 
other  information  important  to  the  prog- 
ress of  medicine  and  of  public  health. 

Towards  fulfillment  of  its  mission  the 
Library  (1)  acquires  and  preserves  books, 
periodicals,  films,  prints,  and  other  library 
materials  pertinent  to  medicine;  (2)  or- 
ganizes these  materials  by  appropriate 
cataloging,  indexing,  and  bibliographic- 
listings;  (3)  publishes  and  disseminates 
catalogs,  indexes,  and  bibliographies;  (4) 
distributes  materials  through  interlibrary 
loans,  photographic,  or  other  copying  pro- 
cedures; (5)  provides  reference  and  re- 
search assistance;  and  (6)  encourages, 
promotes,  and  supports  activities  to  fur- 
ther the  progress  of  medicine  and  of  pub- 
lic health  by  strengthening  existing  serv- 
ices and  developing  new  ones. 

The  Congressional  mandate  was 
strengthened  recently  when,  on  October 
22,  1965,  President  Johnson  signed  the 
Medical  Library  Assistance  Act,  Public 
Law  89-291  of  the  89th  Congress.  In  sign- 
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ing  the  Act,  the  President  commented  that 
the  Nation’s  medical  libraries  are  a vital 
link  between  medical  education,  practice, 
and  research,  and  that  too  little  attention 
has  been  given  to  the  problem  of  collecting 
and  sharing  scientific  knowledge. 

The  Medical  Library  Assistance  Act  is 
an  amendment  to  the  legislation  authoriz- 
ing the  establishment  of  the  Library.  The 
Act  permits  assistance  to  medical  libraries 
for  construction  and  renovation,  for  ac- 
quisition and  for  improvement  of  resour- 
ces, for  training  of  medical  librarians  and 
other  information  specialists,  for  prepara- 
tion of  publications,  for  research  in  medi- 
cal library  science,  and  for  the  develop- 
ment of  regional  medical  libraries.  The  Act 
also  authorizes  traineeships,  fellowships, 
and  special  scientific  projects  by  individ- 
uals or  institutions. 

Administration  of  the  Act  on  behalf  of 
the  Library  is  done  by  the  Library’s 
Extramural  Programs. 

The  Library  today  serves  as  the  prin- 
cipal national  focus  of  resources  and  pro- 
grams for  bettering  communication  in 
medicine  and  the  health  sciences  and  is 
encouraging  the  development  of  the  exist- 
ing system  of  medical  libraries  into  a na- 
tional medical  information  network.  On 
July  1,  1967,  the  Library  acquired  the 
Public  Health  Service  Audio-visual  Facil- 
ity in  Atlanta,  Georgia.  This  facility,  re- 
named the  National  Medical  Audiovisual 
Center,  will  coordinate  a national  pro- 
gram in  biomedical  audio-visuals. 

Access  to  the  collection  is  facilitated 
through  an  interlibrary  loan  program. 
When  libraries  request  loans  through 
medical  library  channels,  the  National 
Library  of  Medicine  lends  books  within 
the  United  States  and,  worldwide,  pro- 
vides single  copies  of  articles  from  jour- 
nals which  the  requesting  libraries  do  not 
possess  and  which  are  not  available 
locally.  There  is  no  charge  for  this  service 
or  for  other  services  except  special  photog- 
raphy. 


The  Library  collects  materials  compre- 
hensively in  some  forty  biomedical  sub- 
ject categories  and  selectively  in  many 
related  categories.  The  collection,  in  which 
are  over  19,000  serial  titles,  is  increased 
annually  by  95,000-100,000  items.  It  is 
estimated  that  the  Library  now  stores  360 
million  pages,  of  which  85  million  are  pre- 
1870,  and  that  at  least  10  million  more 
are  being  acquired  annually. 

Its  History  of  Medicine  Division  alone 
has  between  60,000  and  65,000  printed 
works  bearing  publication  dates  earlier 
than  1801.  Included  in  the  collection  are: 
an  Arabic  manuscript  of  the  year  1094  on 
gastrointestinal  disease;  a collection  of 
palm-leaf  manuscripts  from  Ceylon,  in 
Singhalese;  works  of  Hippocrates  and 
Galen ; and  letters  written  by  George 
Washington,  by  Benjamin  Rush,  and  by 
Florence  Nightingale.  Holdings  also  in- 
clude 535  incunabula;  33,000  16th,  17th, 
and  18th  century  monographs;  1,600  17th 
century  theses  and  pamphlets;  2,000 
early  American  medical  works ; and  an 
estimated  60,000  prints  and  photographs. 

Computerized  Library  Services 

Efforts  of  conscientious,  busy  practi- 
tioners to  achieve  and  to  maintain  aware- 
ness of  the  most  recent  medical  dis- 
coveries and  applications  have  often  led 
to  many  and  continuing  frustrations.  The 
increase  in  the  volume  of  medical  litera- 
ture and  in  the  number  of  users  has  not 
been  paralleled  by  equivalent  growth  of 
medical  libraries  and  of  information 
storage  and  retrieval  methods  and  facili- 
ties adequate  to  catalog,  index,  store,  and 
retrieve  literature  for  use  of  physicians, 
scientists,  and  others.  Therefore,  the 
Library  adopted  computerization  as  a 
means  of  assisting,  supplementing,  and 
complementing  traditional  approaches  to 
management  of  published  biomedical 
literature  and  pioneered  in  the  use  of  com- 
puters for  storage  and  retrieval  of  biblio- 
graphic information. 

In  January  1964,  a computer-based  in- 
formation storage  and  retrieval  system 
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called  MEDLARS  (Medical  Literature 
Analysis  and  Retrieval  System)  became 
operational  at  the  Library. 

MEDLARS  joins  the  professional  ex- 
perience of  trained  literature  analysts 
and  searchers  with  the  processing  capa- 
bilities of  a high-speed  electronic  com- 
puter. The  literature  analysts,  using 
terms  selected  from  a thesaurus  of  ap- 
proximately 7,000  terms,  Medical  Subject 
Headings  (Part  II  of  the  January  issue 
of  Index  Medians),  characterize  each  ar- 
ticle by  assigning  to  it  a number  of  sub- 
ject headings  or  descriptors.  Indexed 
articles  are  entered  into  the  computer  and 
transferred  to  magnetic  tapes  for  storage, 
and  for  rapid  retrieval.  Currently,  MED- 
LARS contains  over  550,000  citations  to 
biomedical  journal  articles  published  since 
January  1964.  About  55%  of  these  are  in 
English. 

MEDLARS  has  improved  the  quality  of 
the  Library’s  monthly  Index  Medicus  and 
has  substantially  reduced  the  time  re- 
quired for  the  production  of  other  Library 
bibliographies. 

Index  Medicus,  a comprehensive, 
monthly  subject-author  index,  now  incor- 
porates 180,000  articles  annually  from 
nearly  2,300  of  the  world’s  biomedical 
journals.  At  the  close  of  each  calendar 
year,  MEDLARS  compiles  Cumulated  In- 
dex Medicus,  a complete  listing,  with 
cross-references,  of  the  citations  which 
were  printed  in  that  year’s  issues  of 
Index  Medicus.  An  abridged  edition  of 
Index  Medicus  for  the  personal  use  of 
physicians  is  being  planned  in  coopera- 
tion with  the  American  Medical  Associa- 
tion. 

(MEDLARS  does  not  now  include 
monographs,  symposia,  conferences, 
congresses,  and  proceedings  not  published 
in  journals.) 

The  journals  indexed  in  Index  Medicus 
(approximately  2,300)  are  selected  with 
the  advice  of  an  extramural  committee 
whose  decisions  are  made  largely  on  the 
quality  of  the  journal  under  considera- 


tion ; however,  care  is  taken  to  assure  sub- 
ject balance.  Discussions  of  journals  are 
based  on  prior  knowledge  of  the  journal 
and  on  inspection  of  the  journal  by  com- 
mitte  representatives.  In  addition,  the 
committee  is  assisted  by  advice  from  sub- 
ject specialists.  Comprising  the  present 
committee  are  physicians  and  scientists, 
medical  editors  ,and  medical  librarians. 

MEDLARS  makes  possible  rapid  ma- 
chine searches  of  biomedical  journal 
literature  to  obtain  answers  to  reference 
questions  that  cannot  be  handled  expedi- 
tiously by  manual  searches.  Machine 
searches  which  provide  citations  to  medi- 
cal literature  in  specific  areas  of  in- 
terest are  called  “demand  bibliographies”. 

MEDLARS  is  responding  to  more  than 
400  highly  specific  computer  search  re- 
quests monthly.  These  requests  are  com- 
ing chiefly  from  physicians,  teachers,  and 
researchers  in  medical  schools,  hospitals, 
universities,  and  Federal  research  labora- 
tories. 

In  addition  to  demand  bibliographies, 
the  Library  collaborates  with  professional 
societies  and  other  professional  organiza- 
tions in  the  preparation  of  “recurring 
bibliographies”  — formally  published, 
widely  distributed  bibliographies  in  spe- 
cialized subject  areas  of  broad  interest. 

These  recurring  bibliographies  are 
Artifical  Kidney  Bibliography ; Bibliog- 
raphy of  Medical  Education;  Cerebrovas- 
cular Bibliography ; Fibrinolysis,  Throm- 
bolysis, and  Blood  Clotting;  Index  of 
Rheumatology;  Index  to  Dental  Litera- 
ture; and  International  Nursing  Index. 

Although  the  Library  supplies  the  spon- 
soring organization  with  citations  re- 
trieved periodically  from  MEDLARS  on 
film  ready  for  offset  printing,  publishing 
and  distributing  the  bibliography — on  a 
non-profit  basis— are  the  responsibility 
of  the  sponsoring  organization. 

At  frequent  intervals,  generally  month- 
ly, the  Library  selects  from  its  demand 
bibliographies  a few  considered  to  be  of 
general  interest.  Announcements  of  the 
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availability  of  these  bibliographies,  called 
NLM  Literature  Searches,  appear  in 
Journal  of  the  American  Medical  Asso- 
ciation, Public  Health  Reports,  Journal 
of  the  American  Dental  Association,  NLM 
News,  and  other  publications  including 
state  journals.  There  is  no  charge  for 
these  Searches.  Clinicians,  educators,  and 
researchers  interested  in  receiving  notices 
on  new  NLM  Literature  Searches  may 
write  to  the  Office  of  Assistant  to  the 
Director,  National  Library  of  Medicine, 
8600  Rockville  Pike,  Bethesda,  Maryland 
20014. 

To  enhance  effectiveness  of  MED- 
LARS, the  Library  has  provided  its  com- 
puter tapes  and  programs  to  university- 
affiliated  centers  which  can  make  com- 
puter-generated demand  bibliographies 
available  locally  or  regionally  to  qualified 
practitioners,  educators,  and  researchers. 
Decentralized  MEDLARS  stations  are 
now  in  operation  or  will  soon  be  in  opera- 
tion at  Harvard  University,  the  Univer- 
sity of  Alabama,  the  University  of  Cali- 
fornia at  Los  Angeles,  the  University  of 
Colorado,  and  the  University  of  Michigan. 
Others  are  being  considered,  and  as  reg- 
ional libraries,  authorized  by  the  Medical 
Library  Assistance  Act,  are  identified, 
they,  too,  will  be  provided  with  a MED- 
LARS search  capability. 

Two  MEDLARS  centers  are  in  opera- 
tion outside  the  United  States:  In  the 
United  Kingdom  under  a cooperative  ar- 
rangement between  the  University  of 
Newcastle-upon-Tyne  and  the  National 
Lending  Library  for  Science  and  Tech- 
nology at  Boston  Spa,  Yorkshire,  demand 
bibliographies  are  provided  by  the  Lend- 
ing Library.  In  Sweden,  literature  refer- 
ences taken  from  MEDLARS  tapes  are 
provided  by  the  Karolinska  Institute  in 
Stockholm. 

Physicians  wishing  to  obtain  demand 
bibliographies  are  encouraged  to  seek  the 
advice  of  local  medical  librarians  on  suit- 
ability of  the  inquiries  and  on  the  prepara- 


tion of  requests  which  will  elicit  the  in- 
formation sought.  The  use  of  Medical  Sub- 
ject Headings,  Guide  to  MEDLARS  Serv- 
ices, and  an  expression  of  specific  interests 
will  help  avoid  retrieval  of  irrelevant  cita- 
tions. Thus,  a request  specifying  animal 
experiments  will  help  to  insure  that  cita- 
tions on  human  studies  will  not  appear  in 
the  bibliography;  similarly,  specifying  a 
single  age  group  will  obviate  retrieval  on 
all  age  groups. 

Citations  may  be  arranged  alpha- 
betically by  senior  author,  by  journal  title, 
by  language,  by  subject  headings,  and  by 
year  of  publication,  and  each  citation  can 
be  printed  with  the  descriptors  assigned 
to  it  by  its  indexer.  Although  the  computer 
can  print  bibliographies  on  8V2”  x 11” 
paper  or  on  3”  x 5”  cards,  usually  the 
printout  is  provided  on  the  less  costly 
paper. 

The  elapsed  time  between  receipt  of  a 
request  and  mailing  of  a bibliography  is 
a function  of  the  volume  of  searches  re- 
quested. At  present,  elapsed  time  is  about 
three  weeks. 

It  is  important  to  note  that  MEDLARS 
does  not  produce  abstracts.  It  is  also  im- 
portant to  note  that  MEDLARS  services 
are  not  provided  for  searches  which  can 
be  conveniently  and  readily  accomplished 
by  the  use  of  published  indexes,  hand- 
books, and  other  reference  materials. 

Demand  Bibliography  Requests  from 
South  Carolina 

During  the  period  July  1966-June  1967, 
inclusive,  the  National  Library  of  Medi- 
cine responded  to  seven  demand  biblio- 
graphy requests  from  biomedical  person- 
nel in  South  Carolina. 

Examples  of  these  requests  are  Diph- 
theria Control ; Training,  Motor  Skills, 
and  Laterality  in  Orthopedics;  and  Elec- 
tron Microscopy  of  Neurons. 

The  distribution  of  the  seven  requests 
was : 
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Medical  College  of  South  Carolina  4 

Federal  2 

Other  1 

Total  7 


Summary 

The  National  Library  of  Medicine,  now 
the  world’s  largest  biomedical  library, 
was  established  by  Congress  to  further  the 
advancement  of  medical  and  medically  re- 
lated sciences  by  the  collection,  dissemina- 
tion, and  exchange  of  scientific  and  other 
information  important  to  progress  of 
medicine  and  of  public  health.  It  has  be- 
come an  international  as  well  as  a na- 
tional resource  for  publications  and  other 
items  relevant  to  medical  communication, 
and  renders  service  on  a world-wide  basis. 


In  January  1964,  a computer-oriented 
information  storage  and  retrieval  system 
called  MEDLARS  (Medical  Literature 
Analysis  and  Retrieval  System)  became 
operational  at  the  Library.  This  system 
has  improved  the  quality  of  Index  Medi- 
ate and  other  Library-associated  publi- 
cations and  has  substantially  reduced  the 
time  required  for  preparation  and  pub- 
lication of  such  publications. 

The  MEDLARS  store  of  biomedical 
journal  articles  published  since  January 
1964  now  excedes  550,000  and  is  growing 
at  an  annual  rate  of  180,000  articles,  taken 
from  nearly  2,300  journals.  Requests  for 
computer  searches  come  chiefly  from 
physicians,  teachers,  and  scientists  in 
medical  schools,  hospitals,  universities, 
and  Federal  research  laboratories. 


Aortic  Arch  Interruption:  Treatment  with  Pul- 
monary Artery  Banding— Hairston,  P.,  Webb,  H., 
Lee,  W.  H.,  Jr.  (Charleston > J Thorac  Cardiov  Surg 
54:60-64  (July)  1967. 

This  paper  reports  an  unusual  cardiac  mal- 
formation of  aortic  arch  interruption,  ventri- 
cular septal  defect,  and  patent  ductus  arteriosus 
encountered  in  an  11  month  old  male  child.  The 
distinctive  anatomic  feature  of  the  anomaly  is 
the  lack  of  communication  between  the  proximal 
and  distal  aortic  arch,  the  latter  arising-  from  a 
patent  ductus  arteriosus.  Pertinent  hemodynamic 
and  angiographic  data  are  presented.  The  pa- 
tient was  managed  by  individual  banding  of  the 
right  and  left  pulmonary  arteries.  This  palliative 
maneuver  was  performed  in  order  to  prevent  the 
development  of  irreversible  changes  in  the  pul- 
monary vascular  bed  secondary  to  the  delivery 
by  the  right  ventricle  of  excessive  blood  under 
high  pressure.  The  procedure  was  well  tolerated, 
and  represents  the  first  reported  successful 
management  of  a case  of  this  nature.  Complete 
correction  of  the  complex  anomaly  is  anticipated 
when  the  child  attains  greater  size. 
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Unusual  Problem  of  Lower  Extremity 
Length  Discrepancy 

This  9 yr.  old  girl  is  admitted  with  a 
diagnosis  of  left  femoral  hypoplasia  in 
addition  to  tibia-fibula  hypoplasia,  which 
resulted  in  gradual  loss  in  length  of  this 
extremity  compared  to  the  opposite  side, 
as  she  has  grown  older.  She  had  rather 
marked  delay  in  ossification  of  the  neck 
and  trochanteric  region  of  her  femur,  but 
through  the  years,  with  protection,  this 
area  gradually  ossified  so  that  she  now 
has  a very  mild  coxa  vara.  The  head  of 
the  femur  has  developed  and  there  is  an 
excellent  acetabulum  with  good  hip  mo- 
tion. No  other  anomalies  have  been  noted. 
Her  general  health  has  been  good,  but  at 
this  time  she  is  9 yrs.  of  age  with  a leg 
length  discrepancy  of  4-5/16  inches.  She 
has  a good  ankle  joint  with  slight  tight- 
ness in  her  posterior  structures  so  that 
she  has  mild  equinus  of  about  10°.  There 
has  been  a graded  increase  in  discrepancy 
through  the  years  that  she  has  been  fol- 
lowed so  that  by  yearly  leg  length  and 
bone  age  studies,  it  has  been  noted  that 
she  has  been  losing  at  the  rate  of  approxi- 
mately 3/16  inch  per  year.  Up  until  this 
time  she  has  been  treated  with  a weight- 
bearing brace  with  a long  extension  to 
balance  her  pelvis,  and  she  has  been  able 
to  get  by  very  well  with  this,  although  it 
is  quite  unsightly  and  would  not  be  ac- 
ceptable for  permanent  use  throughout 
life.  There  has  been  no  evidence  of  such 
deformities  or  other  congenital  abnormal- 
ities in  the  family. 

Physical  Examination : Within  normal 
limits  except  for  this  congenital  anomaly 
of  her  right  lower  extremity.  As  has  been 
mentioned,  she  has  excellent  range  of 
motion  in  her  right  hip  with  good  motor 
control.  She  does  have  a little  tightness 


Shriners  Hospital  for  Crippled  Children, 
Greenville,  S.  C. 

in  her  knee.  She  can  extend  the  knee  to 
175°,  and  can  flex  the  knee  about  45°.  She 
has  good  plantar  flexion  of  her  foot,  the 
foot  is  stable,  as  is  the  ankle,  but  with 
a 10°  tightness  in  her  posterior  structures, 
with  mild  equinus.  It  has  been  suggested, 
in  the  past,  that  this  child  have  a deletion 
of  the  foot  and  leg  with  fusion  of  the 
knee  joint,  thereby  converting  to  an  above- 
knee amputee.  She  may  then  be  fitted 
with  an  above-knee  prosthesis.  She  would 
be  able  to  get  about  well  with  good  func- 
tion and  cosmesis. 

This  has  been  the  experience  not  only 
here,  but  of  many  childrens’  centers  in  the 
past,  and  such  a procedure  will  certainly 
give  her  a much  better  cosmetic  appear- 
ance for  school  and  future  life.  She  is 
being  presented  today  because  of  this 
severe  discrepancy  problem.  It  should  be 
noted  that  her  mother  and  father  are 
both  of  short  stature  and  that  this  child’s 
predicted  height  at  maturity  will  be  ap- 
proximately 5 ft.  3 inches,  calculated  on 
her  percentile  and  considering  the  normal 
leg. 

Question — Dr.  Meyer : What  will  final 
total  discrepancy  be  at  termination  of  her 
growth  period  if  she  is  left  just  as  she 
is  now,  calculating  on  the  basis  of  her 
previous  leg  length  and  bone  age  x-ray 
films? 

Answer — Dr.  Stephens:  This  child  has 
approximately  5 yrs.  left  to  grow  and  she 
is  losing  at  the  rate  of  approximately 
3/16  inch  a year,  so  this  will  be  approxi- 
mately 15/16  inch  further  loss,  which 
added  to  her  present  4-5/16  inches,  one 
would  indicate  that  her  final  discrepancy 
would  be  approximately  5 and  14/16 
inches. 

Question — Dr.  Riddle:  Does  this  child 
have  good  sensation  in  her  foot? 
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Answer — Dr.  Stephens : The  sensory 
examination  of  her  foot  is  perfectly  nor- 
mal. 

Question — Dr.  Stelling:  Dr.  Kent,  what 
alternatives  are  present  in  this  case  as 
far  as  treatment  is  concerned? 

Answer — Dr.  Kent:  1.  One  could  leave 
this  patient  as  she  is  and  fit  her  with 
a prosthesis  with  the  foot  in  marked 
equinus,  leaving  the  knee  level  as  it  is, 
and  putting  a conventional  shoe  on  the 
end  of  the  prosthesis,  but  this  would  be 
a rather  unsightly  prosthetic  appliance, 
particularly  for  a woman.  Her  knee 
heights  would  be  considerably  different, 
which  would  not  make  as  much  difference 
as  most  of  the  other  problems.  She  would 
have  to  walk  in  equinus  for  the  rest  of 
her  life  in  the  appliance.  She  would  have 
the  problems  of  appliance  fittings  for  the 
rest  of  her  life,  which  would  be  a little 
different  from  those  of  a conventional 
prosthesis,  in  that  this  would  be  more 
difficult  to  fit  and  would  have  to  be  made 
up  to  her  specifications.  This  would  be 
certainly  unsightly  and  not  applicable 
for  a nice  young  lady,  and  this  girl  is  a 
rather  pretty  girl.  She  would  have  the 
advantage  of  having  a foot  that  had 
normal  sensation  that  she  could  use,  al- 
though the  discrepancy  was  tremendous, 
so  that  she  might  get  about  in  the  confines 
of  her  home,  or  be  able  to  get  up  at  night, 
if  she  so  desired,  without  any  appliances. 

2.  A second  alternative  is  that  which 
has  already  been  indicated  on  her  ad- 
mission, and  that  is  that  this  child  have 
growth  arrest  at  all  of  the  epiphyses  of 
her  knee  on  the  short  side  and  by  an  ampu- 
tation of  the  foot  and  ankle  and  convert 
this  into  a stable  stump  from  the  hip  to 
the  ankle,  and  as  she  grows  away  on  the 
opposite  side  we  can  convert  this,  there- 
fore, to  an  above-knee  stump.  When  she 

| has  completed  her  growth,  we  could  strive 

for  the  ankle  on  the  short  side  to  be  some- 

II 

what  above  the  knee  and  then  fit  her  with 
a standard  weight  bearing  type  of  pros- 
thesis. The  knee  will  then  be  hidden  under 


her  dress  and  this  would  give  her,  cer- 
tainly, a much  more  cosmetic  appliance 
whereby  she  could  use  standard  shoes  and 
she  should  have  a stable  gait,  since  she 
has  a good  hip.  This  is  the  method  we 
have  used  in  the  past  for  treating  such 
serious  discrepancies  and  this  would  give 
her  the  best  result,  as  we  have  looked  at 
this  up  until  now. 

Question — Dr.  Meyer : What  about  the 
methods  of  decreasing  height  on  the  op- 
posite extremity,  such  as  an  epiphysiode- 
sis  on  the  long  side,  or  limb  shortening  on 
the  long  side,  and  take  care  of  her  dis- 
crepancy this  way? 

Answer — Dr.  Kent:  It  has  been  pre- 
dicted that  her  total  height  at  termination 
of  growth  would  be  about  5 ft.  3 inches, 
and  she  will  have  a discrepancy  of  about 
6 inches,  and  this  would  be  just  too  much 
to  take  out  or  to  lose  in  the  long  side. 
She  would  be  a rather  grotesque  dwarf 
with  short  extremities  and  I do  not  be- 
lieve this  would  be  a very  adequate  solu- 
tion to  this  problem. 

Question — Dr.  Stelling : What  about  leg 
lengthening  on  the  short  side? 

Answer — Dr.  O’Neil:  Leg  lengthening 
procedures  in  the  past  have  been  per- 
formed, and  there  is  quite  a good  bit  of 
material  in  the  literature  concerning  this. 
However,  the  risks  are  rather  great. 
There  have  been  many  instances  of  non- 
union. The  procedures  are  usually  ac- 
companied by  a great  deal  of  pain.  In 
some  instances  there  have  been  rather 
marked  vascular  changes,  even  with  loss 
of  the  foot  on  the  involved  extremity. 
Nerve  stretch  difficulties  are  frequent  and 
until  recently  this  has  been  deemed  a 
rather  poor  method  of  handling  leg  length 
discrepancies  and  has  been  abandoned  by 
most  authorities. 

Dr.  Riddle : Recently,  Anderson  in  Scot- 
land has  reported  on  quite  a number  of 
leg  lengthening  procedures  using  the  old 
Abbott  method,  but  he  has  been  doing  a 
closed  osteotomy  and  has  showm  rather 
excellent  results  without  having  some  of 
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the  previous  difficulties  that  have  been 
reported  in  the  past,  such  as  Dr.  O’Neil 
just  outlined. 

Dr.  Stelling:  That  is  true.  I think  that 
he  has  now  had  some  300  cases  with  ex- 
cellent results  and  he  has  done  these  in 
children  under  12,  or  at  least  advocated 
that  they  be  done  under  the  age  of  12. 
Dr.  Coleman  at  the  Shriners  Hospital  in 
Salt  Lake  City,  has  recently  reported  some 
25  or  30  cases  of  tibial  lengthenings  us- 
ing the  Anderson  method,  with  excellent 
results.  He  states  that  the  child  is  not 
uncomfortable  during  the  leg  lengthening 
procedure,  and  in  no  instance  in  children 
under  12  has  he  had  any  serious  compli- 
cations such  as  have  been  reported  before, 
and  all  have  resulted  in  union.  We  have 
performed  this  operation  in  this  hospital 
recently,  with  about  the  same  results.  It 
is  mandatory  that  one  stick  very  close  to 
the  method  described  by  Dr.  Anderson.  We 
are  using  the  Abbott  leg  lengthening  ap- 
paratus which  is  diagrammed  here.  The 
apparatus  is  stainless  steel  and  is  sterilized 
with  the  other  instruments  and  present  at 
the  operating  table.  As  far  as  the  pro- 
cedure is  concerned,  a small  vertical  in- 
cision is  made  about  3 inches  above  the 
lateral  malleolus  of  the  short  side.  The 
periosteum  is  elevated  over  the  fibula 
and  a 7/64  hole  is  drilled  transversely 
through  the  fibula  and  tibia  at  this  point. 
This  is  performed  well  above  the  tibial 
epiphyseal  plate;  7/64  inch  screw  is  meas- 
ured and  placed  through  the  fibula  and 
into  the  tibia  through  both  cortices  of 
the  tibia,  locking  the  fibula  to  the  tibia 
so  that  the  entire  ankle  mortice  moves 
together  as  the  lengthening  occurs.  A 1 
inch  segment  of  fibula  is  then  removed 
about  an  inch  above  the  screw,  and  this 
wound  is  closed.  The  lengthening  appara- 
tus is  then  placed  alongside  the  leg,  mov- 
ing the  pinholder,  brackets  and  rods  to 
within  about  a half  inch  of  the  skin  of 
the  limb  itself.  The  skin  is  then  man- 
ually moved  toward  the  middle  of  the 
leg  and  four  large  Steinmann  pins  are 


driven  through  the  apparatus  and  into 
the  tibia,  locking  the  fibula  to  the  tibia 
to  place  the  pins  through  the  apparatus 
first,  then  drill;  otherwise,  the  pins  will 
not  be  aligned  to  fit  the  apparatus.  The 
upper  pin  is  about  1 inch  below  the  proxi- 
mal tibial  epiphysis. 

The  distance  between  the  two  upper  pins 
is  controlled  by  the  pinholders  and  ap- 
paratus. The  site  of  osteotomy  should  be 
about  1 inch  below  the  lower  of  the  two 
upper  pins.  The  lower  pins  should  be  about 
1 inch  below  the  osteotomy.  The  distance 
between  the  lower  pins  is  also  controlled 
by  drilling  through  the  apparatus.  The  ap- 
paratus is  then  tightened  up  and  the  pin- 
holders  are  tightened  so  that  they  will 
not  tilt  or  slide  in  relation  to  the  threaded 
rods.  The  apparatus  is  then  removed.  A 
small  drill  hole  is  made  at  the  predeter- 
mined osteotomy  site  over  the  anterior 
tibia  through  the  skin.  Using  this  one  drill 
hole,  just  moving  the  skin,  multiple  drill 
holes  are  then  made  circumferentially  at 
this  point  through  the  tibia.  This  should 
be  done  so  that  the  periosteum  of  the  tibia 
remains  more  or  less  intact,  but  the  bone 
is  weakened,  the  periosteum  being  inter- 
rupted only  by  a few  small  holes.  The 
tibia  is  then  fractured  at  this  weak  point 
either  by  a karate  blow  with  the  heel  of 
the  hand,  or  just  by  manual  breaking. 
The  apparatus  is  then  reapplied  to  the 
four  pins,  making  sure  that  the  pinholders 
are  in  the  exact  relationship  they  were 
placed  prior  to  the  osteotomy.  The  frac- 
ture will  then  be  aligned  perfectly  by  the 
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apparatus,  since  this  is  the  way  it  was 
applied  before  any  fracture  had  occurred. 
A plaster  cast  is  then  applied  over  the 
foot  in  the  neutral  position,  incorporating 
the  lower  two  pins.  This,  of  course,  is  all 
done  with  the  patient  under  general  anes- 
thesia. A day  or  two  following  the  surgical 
procedure,  when  the  patient  is  stable,  the 
leg  lengthening  is  begun.  The  threads  on 
the  rods  are  calculated  so  that  one  full 
turn  of  the  turn-nut  allows  for  1/16  inch 
of  gain  so  that  the  limb  is  turned  one 
revolution  per  day  and  this  sometimes 
produces  just  a small  amount  of  pain,  not 
enough  usually  to  require  medication.  If 
there  is  any  pain,  one  should  possibly  turn 
the  nut  only  a half  turn,  or  a day  may  go 
by  without  turning  at  all.  In  this  way, 
after  approximately  30  to  40  days,  one 
can  gain  2 inches  of  length.  As  length  is 
gained,  callus  can  be  seen  to  appear  in 
the  periosteal  tube  by  x-ray.  Anderson 
states  that  he  follows  the  leg  lengthening 
by  x-ray  and  does  turn,  more  or  less,  as 
he  sees  the  callus  appear.  So  far,  we  have 
not  adhered,  particularly,  to  this  rule, 
but  we  have  not  tried  to  exceed  2 inches 
in  length.  Anderson  has  obtained,  in  some 
instances,  more  than  this,  and  I under- 
stand Coleman  has  in  a few  instances. 
When  we  obtain  our  2 inches,  we  have 
applied  a long  leg  plaster  with  the  knee  in 
extension,  incorporating  the  four  pins  and 
then  remove  the  apparatus.  The  patient 
is  then  followed  at  eight  week  intervals 
with  x-rays  until  the  bone  seems  to  be 
mature  and  seems  to  be  quite  solid.  We 
have,  as  a rule,  placed  these  children  in  a 


long  leg  walking  brace  with  molded  leather 
cuff.  This  is  used  for  some  6 months  or 
so,  until  the  medullary  canal  has  com- 
pletely remodeled  itself  and  looks  like 
normal  bone. 

Dr.  Stephens  will  show  you  the  x-ray 
films  on  a case  of  a young  boy  that  we 
did  in  1964.  This  boy  gained  2 inches  in 
length  on  this  tibia  and  we  had  previously 
arrested  the  opposite  distal  femoral  epi- 
physis so  that  we  gained  4 inches  in 
length,  as  far  as  discrepancy  is  concerned. 
By  losing  2 inches  on  one  side,  and  gaining 
2 inches  on  the  opposite  side  we  made  up 
for  a 4 inch  discrepancy. 

Many  of  the  orthopedic  surgeons  in 
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childrens’  centers  are  now  using  this 
method  for  serious  discrepancies  in  length 
and  in  some  instances  femoral  lengthen- 
ings are  being  used.  It  has  already  been 
indicated  that  the  best  alternative  that 
we  can  give  her  at  the  present  time  would 
be  to  convert  her  into  an  above-knee 
amputee  with  a prosthesis.  I would  ad- 
vocate that  we  go  ahead  with  the  tibial 
lengthening  and  try  to  gain  2 inches.  If 
we  are  successful,  we  can  go  ahead  with 
a femoral  lengthening  and  try  to  gain 
another  2 inches.  We,  then,  would  have 
the  alternative  of  going  ahead  with  a 
growth  arrest  on  the  opposite  side  and  in 
this  way  could  gain  the  entire  6 inches 
by  losing  2 inches  on  the  normal  side, 
gaining  4 inches  on  the  short  side,  which 
would  give  her  a total  height  of  about  5 ft. 
1 inch,  which  in  my  mind  would  be  per- 
fectly satisfactory.  Or,  if  everything  work- 
ed out  beautifully  and  she  still  had  some 
growth  left,  and  we  were  still  under  age 
12,  and  had  not  had  any  complications, 
we  could  even  go  for  another  inch  in  the 
tibia  that  had  been  previously  lengthened. 
This  has  been  done  by  Anderson  and  he 
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has  gained  as  much  as  4 inches  at  two 
different  intervals  on  the  same  tibia.  I 
think  that  this  should  be  planned  for  this 
child  and  by  the  time  she  is  mature  she 
will  have  practically  normal  lengths  and 
since  she  does  have  a good  foot,  hip,  and 
normal  sensation,  she  would  have  much 
better  functional  and  cosmetic  result  than 
from  any  other  method  we  could  use,  al- 
though this  is  quite  a great  deal  to  go 
through,  but  in  the  past,  children  with 
polio  have  certainly  gone  through  as  much, 
or  more  than  this,  in  order  to  end  up  with 
good  functional  results. 

Question — Dr.  Riddle : Do  you  think 
that  this  method  of  lengthening  of  the 
short  extremity  will  supplant  shortening 
procedures  of  the  long  extremity  that  we 
have  used  through  the  years  for  leg  length 
discrepancies — namely,  growth  arrest  and 
femoral  shortening? 


Answer — Dr.  Stelling:  No,  I do  not. 
I think  that  with  the  probable  risk,  al- 
though it  has  been  shown  that  this  is  not 
as  great  now  as  it  used  to  be,  that  it  is 
more  formidable  and  entails  much  more 
risk  than  the  epiphysiodesis.  In  the  ma- 
jority of  cases  that  we  see  with  discrepan- 
cies no  more  than  an  inch  or  two,  we 
should  still  use  the  epiphysiodesis,  or,  if 
the  patient  is  older,  the  leg  shortening 
procedures  over  a rod,  rather  than  go  for 
lengthening.  We  should  reserve  the  use 
of  lengthening,  or  combination  lengthen- 
ing on  one  side  and  shortening  of  the 
other,  for  such  unusual  cases  as  the  pres- 
ent one.  The  predicted  discrepancy  should 
be  over  3 inches,  or  else  a situation  is 
presented  where  further  shortening  would 
result  in  difficult  problems  in  itself,  as 
it  would  in  this  case. 


WINC 

: “CAROL1N AS’  HOUSE  OF  SERVICE” 

\ Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year, 
and  invite  your  inquiries. 

IWe  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921, 
and  advertised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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X-RAY  FILM  OF  THE  MONTH 


FRANK  H.  GRUBER,  M.D. 

Roper  Hospital 
Charleston,  South  Carolina 


Hazy,  soft  shadows  are  present  in  both 
upper  lung  fields.  The  appearance  is  that 
of  pulmonary  edema  but  the  patient  is 
not  a cardiac  and  does  not  have  an  acute 
infarction.  The  pertinent  history  is  that 
the  patient  was  found  unconscious  on  the 
morning  this  film  was  made  and,  judging 
from  his  physical  appearance,  it  is  as- 
sumed that  he  had  convulsed.  The  densi- 
ties cleared  the  next  day,  ruling  out  as- 
piration pneumonia. 

For  discussion  see  page  148. 


134 


The  Journal  of  the  South  Carolina  Medical  Association 


President’s  Pages 

This  is  the  last  of  my  President’s  Pages.  Thank 
yon  for  giving  me  the  honor  of  serving  as  president 
of  our  association,  representing  The  Most  Magni- 
ficent Profession  the  World  Has  Ever  Known.  It 
has  been  trying  but  pleasant— a Labor  of  Love.  On 
my  first  Page  I expressed  the  hope  we  could  have 
a quiet  and  pleasant  year.  We  have  had  and  I am 
thankful. 

It  might  be  well  to  consider  in  summary  the 
things  with  which  we  have  been  mostly  concerned 
during  the  year.  More  detailed  discussion  has  been  presented  in  other  communications. 

The  Osteopathic  Committee  is  recommending  that  no  changes  be  made  in  the  osteo- 
pathic laws  at  this  time.  My  personal  hope  is  that  eventually  all  pretenders  to  mem- 
bership in  any  branch  of  the  healing  art  will  have  to  graduate  from  schools  accredited 
by  the  same  committee  that  judges  regular  medical  colleges  and  take  the  same  exami- 
nation by  the  State  Board  of  Medical  Examiners  .That  means  they  would  all  be  treated 
exactly  like  medical  doctors. 

There  is  a bill  in  the  legislature  to  prevent  advertising.  I sincerely  hope  it  passes. 

Under  Title  XIX  we  have  nailed  down  the  promise  that  patients  would  have  free 
choice  of  physician  and  that  physicians  would  be  paid  their  usual  and  customary  fees. 
The  program  is  to  go  into  effect  ‘soon’.  At  first  it  will  cover  those  already  under  Wel- 
fare. In  spite  of  diligent  efforts  to  the  contrary  it  will  be  under  the  final  authority 
of  the  DPW. 

There  is  a bill  in  the  legislature  to  allow  chiropodists  more  leeway  in  practicing. 
I hope  it  fails. 

Many  physicians  still  serve  the  country  in  the  armed  forces.  None  has  been  drafted 
— newspaper  headlines  to  the  contrary  notwithstanding.  When  a physician’s  name 
came  up  and  he  was  not  deferred  he  has  volunteered.  We  should  remember  that  if 
one  is  deferred  another  must  go  in  his  stead.  If  the  state’s  fair  share  is  twenty  physicians 
at  a given  time  twenty  physicians  go.  Deferring  one  or  more  does  not  lessen  our  quota. 
It  simply  means  that  someone  else  must  go  in  the  place  of  the  one  who  was  supposed  to 
go  but  did  not. 

Allowing  one’s  name  to  be  listed  in  the  Yellow  Pages  of  the  telephone  directory  is 
the  source  of  some  discussion,  pro  and  con.  The  ‘pros’  are  mostly  advocated  by  the  tele- 
phone companies — a public  service  by  the  physicians,  etc.  Those  against  point  out  the 
listing  is  of  value  chiefly  to  the  telephone  companies— or  at  least  those  publishing  the 
directories.  It  is  said  that  listing  every  physician  in  South  Carolina  in  the  yellow  pages 
for  ten  years  could  reach  the  neighborhood  of  half  a million  dollars. 

Then  the  qualifications  listed  by  physicians  after  their  names  is  subject  to  little 
control.  A surgeon  can  list  himself  as  a surgeon  even  if  he  is  a surgeon  in  nobody’s 
C sight  except  his  own.  All  he  has  to  do  is  have  a license  to  practice  medicine  and  have 
registered  it  in  the  county  court  house.  A stranger  has  little  way  of  knowing  the  calibre 
of  a physician  he  pick’s  at  random  from  the  pages. 

Almost  anywhere  a stranger  can  call  a local  hospital  and  secure  the  names  and 
i telephone  numbers  of  qualified  physicians. 
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1 have  instructed  our  local  company  not  to  allow  my  name  to  appear  in  the  yel- 
low pages. 

The  Auxiliary  has  been  most  complimentary  and  complementary  and  it  has  been 
a pleasure  working  with  their  illustrious  members. 

Meetings  with  the  committee  on  Religion  and  Medicine  have  convinced  me  our  pro- 
fession is  returning  to  its  appreciation  of  the  Almighty  as  the  ultimate  source  of  all 
wisdom  and  power. 

1 he  Association’s  committees,  its  officers,  council,  our  priceless  executive  secre- 
tary, and  members  at  large  have  been  reassuringly  responsive  when  help  was  needed 
and  I thank  every  one. 

Herewith  I surrender,  with  much  appreciation  to  all  those  who  have  helped  me, 
and  with  a touch  of  nostalgia,  to  the  affable,  congenial,  able  Joel  Wyman,  the  new  presi- 
dent, The  President’s  Page. 


Norman  0.  Eaddy 


50  YKARS  AOt) 
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This  issue  was  taken  up  largely  with  the  official 
program  of  the  70th  Annual  Meeting  to  be  held  in 
Aiken,  and  an  exposition  of  the  attractions  and 
offerings  of  Aiken  itself. 

It  noted  that  the  Aiken  Hospital  had  opened  in 
the  spring  of  1917  and  that  the  Aiken  Cottage 
Sanitorium  was  in  active  use. 


QUIDNUNC 

“An  outward  indication  of  an  abnormal,  unhealthy 
and  unphysiological  life  is  a small  waist,  whether 
abnormally  natural,  or  caused  by  the  wearing  of 
corsets;  avoid  them  as  you  would  the  plagues  of 
Egypt,  for  they  encompass  sickness,  premature  de- 
cay and  death.  Such  women  are  not  capable  of  pure 
love,  or  right  judgment,  or,  what  is  so  essentially 
important,  giving  birth  to  healthy,  vigorous  off- 
spring. Their  very  souls  are  malformed  in  harmony 
with  their  bodies.  Some  men  admire  small  waists, 
but  they  are  men  who  possess  but  a modicum  of 
brains — or,  if  otherwise,  they  may  admire,  but  they 
carefully  guard  against  ever  marrying  them." 

from  The  Science  of  a New  Life 
by  John  Cowan,  M.D.  1873 
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The  County  Officers  Conference 

The  annual  conference  of  county  medi- 
cal society  officers  and  other  interested 
members  was  held  in  Columbia  at  the 
Hotel  Wade  Hampton  February  18,  1968. 
Some  50  people  were  present.  Subjects  of 
general  interest  to  the  profession  were 
discussed  at  some  length  and  a very  suc- 
cessful program  was  presented. 

Dr.  Norman  Eaddy,  president  of  the 
Association,  made  a report  on  his  recent 
visit  of  inspection  to  an  osteopathic  school 
in  Philadelphia  and  described  the  situa- 
tion educationally  there  as  being  40  years 
behind  the  times  in  comparison  with  med- 
ical schools.  He  noted  that  other  members 
of  the  committee  appointed  by  the  state 
legislature  were  of  the  same  opinion  and 
that  the  committee  recommended  that  no 
change  be  made  in  state  law  concerning 
practice.  He  praised  Dr.  William  McCord, 
president  of  the  Medical  College  of  South 
Carolina,  highly  for  his  forthright  stand 
and  his  great  assistance  in  the  work  of 
the  committee. 

As  Dr.  Arthur  Rivers  was  unable  to  at- 
tend the  meeting,  Dr.  Frank  Owens  took 
over  his  part  of  the  program  and  dis- 
cussed Title  XIX,  saying  that  the  Asso- 
ciation had  wanted  to  have  Title  XIX  in 
effect  and  that  the  South  Carolina  plan 
as  it  is  proposed  by  the  Dept,  of  Public 
Welfare  had  received  verbal  approval  in 
Washington  and  presumably  would  go 
into  effect  on  March  4.  This  meant  that 
other  programs  such  as  OAA  and  MAA 
would  go  out  of  existence  and  that  Title 
XIX  would  cover  all  people  now  on  wel- 
fare rolls  and  new  approved  applicants. 
He  outlined  the  services  included  and 
mentioned  also  that  a drug  list  would 
probably  be  in  effect.  Charges  would  be 
“usual  and  customary”.  There  would  be 
free  choice  of  physician.  No  limitation  of 
the  time  spent  in  a nursing  home  was  set. 


Dr.  Kenneth  Aycock,  State  Health  Of- 
ficer, outlined  the  function  of  the  State 
Board  of  Health  under  the  present  desig- 
nation, saying  that  it  had  a contract  with 
the  Department  of  Public  Welfare  and 
acted  in  an  advisory  capacity.  He  noted 
that  referral  would  be  only  by  physicians 
to  the  State  Board  of  Health  Clinics  and 
dwelt  at  some  length  on  Home  Health 
Services  though  County  Health  Depart- 
ments. This  service  should  be  expanded 
and  referrals  from  physicians  are  needed. 
He  emphasized  that  all  the  procedures 
would  be  under  the  direction  of  the  pri- 
vate physician. 

Among  the  questions  asked  was  whe- 
ther under  Title  XIX  a patient  could  go 
directly  into  a nursing  home.  This  was 
answered  in  the  affirmative  and  the  dis- 
tinction betwen  a nursing  home  and  an 
extended  care  facility  was  emphasized, 
Admission  to  the  latter  type  of  institution 
would  depend  on  previous  hospital  stay 
under  the  regulations  of  Title  XVIII.  It 
was  also  brought  out  that  hospitals  must 
comply  with  Title  VI  (concerning  non- 
segregation) to  be  eligible  for  patients 
under  the  new  arrangements. 

Current  activities  in  Blue  Cross-Blue 
Shield  were  outlined  by  Mr.  Roy  Grady 
and  Mr.  Gene  English  who  spoke  of  the 
recent  legislative  trials  and  the  many 
distorted  reports  that  had  been  current. 
They  expected  to  have  increased  sale  of 
policies  carrying  higher  benefits.  Mr. 
English  gave  a summary  of  the  volume  of 
business  of  Medicare  handled  by  Blue 
Cross-Blue  Shield.  He  noticed  that  the 
rate  of  claim  made  by  assignment  was  the 
highest  in  the  country,  amounting  to  57 
per  cent.  (This  does  not  sound  much  like 
direct  billing  has  been  successful.  Ed.)  He 
stated  that  a new  manual  would  be  avail- 
able very  soon. 

Dr.  Willard  Mills  spoke  of  commercial 
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insurance  and  of  the  activities  of  the 
Health  Insurance  Council.  He  noted  that 
coverage  in  this  state  was  quite  extensive 
and  that  commercial  insurance  covered 
80  per  cent  of  hospital  costs.  He  also  an- 
nounced that  uniform  claim  forms  were  in 
the  process  of  development.  He  foresaw 
that  in  the  future  there  would  be  a 
growth  of  multiphasic  examinations  and 
examination  centers.  Research  by  the 
insurance  industry  would  continue  and 
it  was  not  unlikely  that  the  industry 
would  undertake  financing  of  some  hos- 
pitals. He  felt  sure  that  private  health 
insurance  would  be  very  much  needed  in 
spite  of  the  expansion  of  federal  pro- 
grams. 

In  answer  to  an  inquiry  about  identi- 
fication cards  for  insurance  patients  Dr. 
Mills  explained  that  the  companies  could 
not  guarantee  the  validity  of  coverage  at 
any  one  time.  He  also  emphasized  the 
need  for  publicising  the  standardized 
form. 

Mr.  Robert  M.  Mayne,  assistant  to  the 
director,  Bureau  of  Health  Insurance,  So- 
cial Security  Administration,  gave  an  ex- 
tended review  of  new  legislation  bearing 
on  the  federal  programs  and  of  recent 
amendments.  He  discussed  the  expansion 
of  the  original  provisions  and  the  rear- 
rangement of  confusing  regulations. 

Dr.  Charles  Summerall  outlined  the 
aims  of  the  program  for  heart  disease, 
cancer  and  stroke  and  emphasized  that  it 
was  a cooperative  project  for  which  the 
help  of  the  practitioner  was  essential. 


Its  objective  he  said  was  to  develop  proj- 
ects for  which  grants  for  specific  pur- 
poses might  be  obtained.  He  noted  that 
the  program  did  not  provide  for  federal 
treatment  of  patients  nor  for  the  con- 
struction of  buildings,  but  was  simply  to 
promote  widespread  effective  endeavors. 

Mr.  G.  W.  Blanchard,  field  represen- 
tative of  AMA,  gave  us  an  outline  of  the 
newest  activities  of  the  Association. 

Mr.  Meadors  gave  a summary  of  cur- 
rent legislative  concerns.  He  expressed 
the  belief  that  the  osteopathic  efforts 
would  be  ineffectual  this  year  and  that 
the  legislature  would  adopt  the  report  of 
the  investigative  committee.  A bill  to  al- 
low certain  privilege  to  optometrists  was 
not  opposed  by  the  S.  C.  Medical  Associa- 
tion nor  was  the  bill  to  direct  licensing 
of  nurses. 

He  noted  that  the  podiatrists  are  seek- 
ing new  privileges  and  want  to  be  allowed 
to  use  any  therapeutic  agent  and  to  ex- 
tend the  scope  of  their  surgical  treatment 
of  the  foot. 

He  spoke  of  two  measures  which  had 
been  inaugurated  by  the  association,  one 
of  which  was  a bill  to  prohibit  advertis- 
ing by  any  member  of  the  healing  arts. 
This  was  obviously  directed  at  the  chiro- 
practor. The  other  was  to  establish  a defi- 
nition of  transfusions  and  transplants  as 
services  rather  than  commodities  so  that 
the  usual  warranty  provision  would  not 
apply  to  them. 

Those  present  enjoyed  the  pleasant 
luncheon  that  was  given  by  the  Associa- 
tion. 


Letter  to  the  Editor 


Dear  Dr.  Waring, 

The  February  1968  issue  of  your  Jour 
nal  carried  an  editorial  raising  some  ques- 
tions about  the  efficacy  of  current  psy- 
chiatric practice.  The  editorial  offers  two 
areas  of  doubt — one  by  the  President  of 
the  American  Schizophrenia  Foundation 
and  the  other  by  the  editorial  writer.  As 
to  the  remarks  by  the  President  of  the 


Schizophrenia  Foundation,  one  must 
recognize  the  basic  philosophy  of  this 
group,  which  has  included  general  criti- 
cisms of  almost  every  current  endeavor 
in  the  treatment  of  schizophrenia.  The 
editorial  comments,  however,  seem  to  me 
a more  serious  indictment  of  current  psy- 
chiatric practice. 

Most  of  us  are  dissatisfied  with  the 
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current  state  of  knowledge  about  the 
etiology  and  treatment  of  mental  dis- 
orders. This  year,  the  U.  S.  Public  Health 
Service  will  fund  approximately  $70  mil- 
lions in  mental  health  research  in  quest  of 
more  information  about  cause  and  treat- 
ment. In  spite  of  our  present  state  of 
knowledge,  it  should  be  pointed  out  that 
tremendous  advances  have  occured  in  the 
past  few  years  as  a result  of  psychiatrists' 
efforts — for  example,  the  clinical  use  of 
phenothiazines  and  the  community  men- 
tal health  movement.  These  are  only  two 
examples  of  psychiatric  advances  which 
have  greatly  improved  the  treatment  of 
mental  disorders.  It  is  illogical  to  imply 
that  the  state  of  knowledge  of  a science 
is  only  a result  of  a lack  of  industrious- 
ness and  an  isolation  by  the  practitioners 
of  that  science. 

A few  words  about  the  activities  of  psy- 
chiatrists in  South  Carolina — there  are 
approximately  15,000  hospital  beds  in  our 
State,  of  which  more  than  40%  (6,400) 
are  filled  with  psychiatric  patients.  In 
South  Carolina,  there  are  65  members  of 
the  American  Psychiatric  Association  out 


of  approximately  2,000  physicians.  So  we 
quickly  see  that  3%  of  the  State’s  phy- 
sicians have  responsibility  for  40%  of 
the  hospitalized  patients.  That  is  where 
we  are,  Mr.  Editor,  not  hiding  behind  our 
couches  but  taking  care  of  patients. 

It  should  also  be  pointed  out  that  psy- 
chiatrists participate  in  our  State’s  medi- 
cal endeavors  more  than  the  editorial 
would  imply.  The  same  issue  of  the  Jour- 
nal contained  four  advertisements  from 
psychiatric  hospitals — I could  not  find 
one  from  other  hospitals.  Moreover,  there 
were  10  pages  of  advertisements  on  psy- 
chiatric drugs,  all  of  which  had  been  pro- 
cessed through  clinical  trials  by  psychia- 
trists. 

As  the  State’s  newest  psychiatrist,  I 
would  like  to  congratulate  our  editor  on 
the  many  opportunities  he  has  to  become 
better  informed  about  psychiatric  prac- 
tice in  South  Carolina. 

Sincerely  yours, 

R.  Layton  McCurdy,  M.D., 
Professor  and  Chairman 
Department  of  Psychiatry 
Medical  College  of  South  Carolina 


MINUTES  OF  COUNCIL 
SOUTH  CAROLINA  MEDICAL 
ASSOCIATION 


Wade  Hampton  Hotel 
Columbia,  South  Carolina 

Dr.  Perry  convened  a called  meeting  of 
the  South  Carolina  Medical  Association 
Council  immediately  following  the  Annual 
Conference  of  County  and  State  Medical 
Society  Officers,  sponsored  by  the  Com- 
mittee of  SCMA  on  Public  Relations,  Dr. 
J.  I.  Waring,  Chairman. 

The  following  members  were  present: 
Dr.  Norman  Eaddy,  President;  Dr.  Joel 
Wyman,  President-Elect;  Dr.  Harrison 
Peeples,  Vice  President;  Mr.  M.  L.  Mea- 
dors, Executive  Secretary;  Dr.  Joe  War- 
ing, Editor  of  The  Journal;  Councilors 
Dr.  Clay  Evatt;  Dr.  Harold  Hope;  Dr. 
William  L.  Perry  (Chairman  of  Council)  ; 
Dr.  Hal  Jameson,  President,  S.  C.  Medical 
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Sunday,  Feb.  18,  1968 
3 :30  p.m. 

Care  Plan;  and,  Dr.  Ben  Miller,  Secre- 
tary, SCMA.  Mr.  G.W.  Blanchard,  Field 
Representative,  A.M.A.,  Chicago,  Illinois, 
was  also  present. 

The  purpose  of  the  meeting  was  de- 
clared to  consider  recommendations  by  the 
Insurance  Committee  of  SCMA,  Chair- 
man, Dr.  Joe  Cain.  Dr.  Joe  Cain  was  not 
present.  A Membership  Retirement  Plan 
under  Law  HR-10  had  been  presented  to 
the  Insurance  Committee  and  had  the  ap- 
proval of  that  committee.  Mr.  John  D. 
Cappelmann,  Jr.  presented  this  proposal 
from  The  General  Agency,  12  Exchange 
Street,  Charleston,  South  Carolina,  to 
Council.  The  proposal  is  a very  flexible 
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plan  under  the  provisions  of  HR-10,  which 
allows  for  a combination  investment  and 
insurance  investment.  Proposal  follows. 

After  due  discussion  by  Council,  Dr. 
Eaddy  moved,  seconded  by  Dr.  Jameson, 
that  Council  regard  the  proposal  favor- 
ably. The  motion  was  put  and  carried. 

Dr.  Eaddy,  earlier  in  the  day,  had  re- 
ported to  the  members  attending  the  An- 
nual Conference  of  County  and  State  Med- 
ical Officers  the  outcome  of  the  Legisla- 
tive Committee  report  on  osteopaths.  The 
South  Carolina  State  Legislature  had  ap- 
pointed a committee  to  investigate  the  ed- 
ucational qualifications  of  osteopaths. 
This  committee  was  composed  of  members 
of  the  House  and  Senate,  Dr.  McCord  of 
the  Medical  College,  Dr.  Johnson  to  repre- 
sent the  osteopaths.  Dr.  Eaddy  was  the 
representative  of  the  South  Carolina  Med- 
ical Association. 

Dr.  Eaddy  had  reported  a favorable 
recommendation  coming  out  of  the  Legis- 
lative Committee  of  the  South  Carolina 
Legislature  as  a result  of  the  recommen- 
dations and  work  of  the  investigating 
committee.  It  was  Dr.  Eaddy’s  feeling 
that  Dr.  McCord’s  stand  in  the  matter 
was  a determining  factor  in  presenting  a 
report  unfavorable  to  the  osteopaths. 

Cognizance  was  taken  of  this  report  in 
the  Council  meeting,  and  Dr.  Joel  Wyman 
moved  that  Council  recognize  the  good 
work  done  by  Dr.  McCord  in  the  stand 
that  he  had  taken  before  the  Legislative 
Committee.  There  were  favorable  com- 
ments from  the  members  of  Council  and 
the  resolution  proposed  by  Dr.  Joel  Wy- 
man to  commend  Dr.  McCord  in  his  good 
work  was  put  and  carried. 

This  concluded  the  meeting  of  the  spe- 
cial meeting  of  Council. 

Ben  N.  Miller,  M.D. 
PROPOSED  “KEOGH” 

SOUTH  CAROLINA  MEDICAL 
ASSOCIATION  MEMBERS 
RETIREMENT  PLAN 
TRUSTEE : First  National  Bank  of 

South  Carolina 

INVESTMENT  ADVISOR:  T.  Rowe 

Price  and  Associates,  Inc. 


LIFE  UNDERWRITER:  Shenandoah 

Life  Insurance  Company 
Plan  Administrators:  The  General  Agen- 
cy, 12  Exchange  Street,  Charleston, 
South  Carolina. 

THE  ADVANTAGES  OF  A “KEOGH" 
RETIREMENT  PLAN 

1.  Each  member  may  qualify  for  as  much  as  a 
$2,500.00  Tax  deduction  for  each  year  in  the  plan. 

2.  Enjoy  earnings  on  these  funds  which  will  ac- 
cumulate tax-free  until  you  retire. 

3.  For  members  having  eligible  employees  you 
may  have  the  compounding  benefit  of  tax-shelter 
on  up  to  $5,000.00  per  year. 

4.  A Systematic  Program  of  savings  and  invest- 
ment which  will  build  into  a substantial  retire- 
ment fund. 

5.  Purchase  Life  Insurance  (Containing  guaranteed 
annuity  provisions  at  today’s  lower  cost)  at  a 
tax  advantage. 

6.  Increase  employee  loyalty  by  building  a bonus 
fund  for  their  retirement.  Also,  this  should  help 
in  hiring  the  better  employee  and  keeping  them 
after  they  are  really  an  asset  to  you.  It  also  eases 
a possible  costly  obligation  when  you  or  they 
finally  retire. 

For  each  member  the  order  of  relative  impor- 
tance of  these  advantages  is  different.  Often  No.  1 
is  the  reason  for  starting,  but  after  a few  years, 
Nos.,  2,  3,  4,  5,  or  6 may  prove  more  rewarding. 

To  gain  these  advantages  'that  corporation  em- 
ployees have  had  for  years)  your  money  must  be 
set  aside  for  retirement  in  a manner  that  qualifies 
with  Internal  Revenue  Requirements.  The  methods 
accepted  by  the  IRS  are  in  most  cases,  the  same 
as  any  prudent  man  would  use  to  prepare  for  re- 
tirement. This  plan  follows  those  guidelines  and 
will  meet  the  IRS  qualifications  for  tax  relief. 

KEY  PROVISIONS  OF  THE  LAW 
WHO  QUALIFIES 

Any  member  who  has  some  or  all  of  his  earn- 
ings as  self-employed  (ie:  sole  proprietor  and/or 
partner). 

All  full  time  employees  may  be  included;  those 
who  have  worked  for  the  member  or  partnership 
for  more  than  three  years  must  be  included;  em- 
ployees who  average  less  than  20  hours  a week  or 
5 months  per  year  are  considered  part-time  and 
do  not  have  to  be  included. 

CONTRIBUTIONS  (2  TYPES) 

Q.)  Regular 

Regular  contributions  may  be  any  percentage  of 
net  income  up  to  a maximum  of  10%.  This  per- 
centage figure  is  set  by  the  member  and  remains 
constant  unless  he  amends  the  plan  when  condi- 
tions change.  Regardless  or  percentage,  regular 
contributions  may  not  exceed  $2,500.00  per  year. 
Regular  contributions  are  100%  TAX  DEDUCTIBLE 
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and  enjoy  FULL  TAX  SHELTER  until  withdrawn. 

(2.)  Voluntary 

If  a member  has  at  least  one  participating  em- 
ployee; either  the  member,  the  employee,  or  both 
may  make  a voluntary  contribution  of  up  to  an  addi- 
tional 10%  of  income  < Max.  $2,500.  > per  year.  These 
contributions  are  not  deductible  but  compound 
tax  free  as  a result  of  the  tax  shelter  or  dividends 
and  capital  gains.  These  contributions  do  not 

require  a set  percentage  formula  and  they  do  not 
have  to  be  comparable  between  member  and 
employee. 

INVESTMENTS 

The  “Keogh  Act”  specifies  the  type  of  investments 
the  self-employed  may  make. 

Among  those  permitted  are:  Stocks  and  Bonds, 
Life  Insurance  and  Annuities. 

The  “Keogh  Act”  also  specifies  how  the  above 
mentioned  investments  may  be  acquired. 

THROUGH  THE  CREATION  OF  A SPECIAL 

TRUST.  YOUR  ASSOCIATION  PLAN  OFFERS  ALL 
OF  THESE  INVESTMENT  VEHICLES. 

HOW  THE  PLAN  WILL  WORK 

Once  you  approve  the  plan’s  availability  the  fol- 
lowing advantages  will  accrue  to  the  member 

choosing  to  participate. 

Only  through  a group  approach  could  we  create 
your  own  investment  trust.  The  use  of  this  trust 
enables  your  members  to  gain  some  important 
advantages  that  are  not  all  available  through 
individual  plans.  The  specifics  of  the  plan  are  as 
follows: 

TRUSTEE 

The  First  National  Bank  of  S.  C.  will  act  as  trustee 
of  your  plan,  custodian  of  your  securities,  clearing 
house  for  your  contributions  and  payouts  and  rec- 
ord keeper  for  each  account.  This  institution  will 
provide  local  service  to  the  members  through  their 
42  branches  located  throughout  South  Carolina  with 
resources  in  excess  of  two  hundred  and  ten  mil- 
lion dollars  to  guarantee  safety  and  continuity. 
INVESTMENT  ADVISOR 

T.  Rowe  Price  & Associates,  Inc.,  of  Baltimore 
and  New  York  provides  investment  research  and 
advice.  This  firm  provides  similar  service  to  a 
broad  list  of  clients  throughout  the  U.  S.  and  in 
foreign  countries.  They  have  become  well  known 
in  pioneering  “The  Growth  Stock  Theory  of  Invest- 
ing.” The  firm’s  overall  investment  philosphy 
stresses  growth  of  principal  and  income.  The  entire 
efforts  of  T.  Rowe  Price  & Associates,  Inc.,  are 
devoted  to  investments  research  and  counsel  and 
the  firm  is  in  no  way  engaged  in  brokerage  activi- 
ties nor  does  it  perform  the  duties  of  a trustee  or 
custodian.  Of  additional  interest  is  the  fact  that 
unlike  most  funds,  your  fund  will  not  be  subject  to 
taxation  and  can  be  managed  without  tax  considera- 
i tion,  a distinct  advantage  of  such  an  arrangement 
i over  general  funds. 

LIFE  UNDERWRITER 

Shenandoah  Life  Insurance  Company  of  Roanoke. 
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Virginia,  a mutual  Company  incorporated  in  1914 
with  an  excess  of  one  billion  of  insurance  in  force. 
Their  life  insurance  policies  will  contain  an  an- 
nuity feature  at  retirement  whereby  participants 
may  have  accumulated  investment  funds  placed 
under  the  life  insurance  contract  to  be  paid  out  at 
the  guaranteed  annuity  rates  of  today.  Also,  mem- 
bers and  their  employees  (who  are  under  age  60 
and  working  full-time > may  purchase  up  to  $25,000.00 
of  whole  life  insurance  without  a medical  examina- 
tion or  other  evidence  of  health.  Participation  in  the 
plan  means  automatic  acceptance. 

LOW  ADMINISTRATIVE  COSTS 

No  Sales  or  “Load”  commission  charged  to  the 
participant  on  acquiring  his  share  of  the  investment 
fund. 

Investment  advisory  fees  of  only  1/4%  (graded 
downward  as  fund  grows)  and  bank  trustee  fees  of 
only  1/5%. 

No  annual  bank  maintenance  fee;  only  a one 
time  start  up  bank  charge  of  $8.00  and  plan  ad- 
ministration charge  of  $10.00  on  each  participant’s 
account.  Therefore,  the  maximum  annual  fee 
after  the  initial  set  up  is  less  than  one-half  of  one 
percent  of  the  assets  of  the  investment  fund.  Note, 
there  are  never  any  charges  on  the  cash  value  of 
life  insurance  and/or  annuity  contracts). 

There  are  no  sales  or  promotion  fees  to  the  Plan 
Administrators  as  their  compensation  is  derived 
from  the  normal  brokerage  commission  on  the 
purchase  of  securities  and  insurance. 

Group  size  allows  a preferred  insurance  under- 
writing approach  not  available  on  an  individual  basis. 

FLEXIBILITY  AND  CONVENIENCE 

With  one  check  and  one  set  of  records  each  par- 
ticipant can  have  his  contribution  automatically  pay 
for  all  facets  of  the  plan. 

Your  member  has  the  option  of  choosing  his 
own  balance  between  equity  investment  (which 
may  be  as  much  as  100%)  and  insurance  (which 
cannot  exceed  40%). 

Your  member  may  choose  to  build  his  nest  egg 
primarily  through  investments  and  at  retirement 
convert  into  guaranteed  annuities  < which  he  or  he 
and  his  spouse  cannot  outlive)  for  his  payout,  all 
within  the  framework  of  the  same  plan  with  a con- 
tinuity of  service  and  records. 

Your  member  may  emphasize  life  insurance 
during  early  years  of  practice  when  protection  is 
paramount  and  later  shift  the  emphasis  into  in- 
vestments. 

Your  member  may  have  already  established  an 
individual  "HR-10"  Plan.  If  he  has  and  wishes  to 
transfer  he  may  do  so  as  our  program  will  permit 
this. 

HOW  IS  THE  PROGRAM  STARTED 

By  your  Insurance  Committee  and  subsequently 
Council  recommending  that  this  program  be  made 
available  to  the  membership  for  their  individual 
consideration  and  action. 

141 


I)r.  Dale  Groom  of  Charleston  has  been 
reappointed  a member  of  the  Council  on 
Scientific  Assembly  of  the  AMA.  Dr. 
William  S.  Hall  of  Columbia  has  been  re- 
appointed a member  of  the  Committee  on 
Nursing  of  the  AMA.  Dr.  ,1.  P.  Boat- 
wright, native  of  Darlington,  has  been 
appointed  director  of  professionl  services 
at  Crafts-Farrow  State  Hospital.  Dr.  John 
A.  Aycock  Jr.  has  announced  the  opening 
of  his  office  for  general  practice  at  85 
Vincent  Drive,  Mount  Pleasent,  S.  C. 
Allendale,  Hampton,  Colleton,  Jasper  and 
Beaufort  Counties  will  have  improved 
health  for  their  rural  citizens  following 
final  arrangement  of  a Health  Grant 
made  at  the  State  Board  of  Health.  Dr. 
H.  Parker  Jones,  Beaufort  County  Health 
Officer,  will  direct  the  program.  A build- 
ing on  North  Fant  Street,  Anderson  will 
house  the  offices  of  Dr.  R.  H.  Hand  and 
Dr.  Tom  Vestal.  It  is  expected  to  be  ready 
for  occupancy  soon.  Drs.  Hand  and  Vestal 
will  be  joined  by  Dr.  Charles  Iiauknight 
of  Walhalla  who  is  currently  completing 
a two-year  tour  of  military  duty.  Dr. 
Samuel  Dee  Campbell,  Piedmont  physi- 
cian, was  recently  honored  on  his  87th 
birthday  with  a party  given  by  employees 
of  J.  P.  Stevens  and  Co.,  Estes  Plant.  Dr. 
Kenneth  Aycock,  State  Health  Officer, 
presented  a talk  on  “Planning  a Prema- 
ture Care  Program  in  S.  C.”  to  the  first 
International  Conference  on  Prematurity 
at  Ft.  Lauderdale,  Fla.  in  January.  Dr. 
Susanne  G.  Black  of  Dillon  has  been 
named  health  clinician  in  the  Dillon 
County  Health  Department.  About  135,- 
000  measles  shots  were  given  in  S.  C.  in 
1967  in  mass  campaigns  and  county  health 
department  immunization  clinics,  accord- 
ing to  Frank  Lewis  of  the  Immunization 


Activities  office,  State  Board  of  Health. 
Dr.  William  E.  Fender  Jr.  of  Walterboro 
has  been  reelected  to  active  membership 
in  the  American  Academy  of  General 
Practice.  Dr.  Benton  Burns,  Sumter  pedia- 
trician, is  participating  in  the  Volunteer 
Physicians  for  Vietnam,  sponsored  by  the 
AMA.  Dr.  Burns  will  return  April  26.  Drs. 
James  A.  Harmon  and  Ezra  Marshall  of 
Pelzer  are  abandoning  their  practice  in 
Pelzer.  The  announcement  came  in  a 
joint  statement  by  the  two  who  have 
maintained  a partnership  at  the  Pelzer 
Clinic  since  Jan.,  1966.  Drs.  Laurie  L. 
Brown  and  John  I).  Thomas  of  Charles- 
ton ; Donald  E.  Saunders  Jr.  and  Bartlette 
M.  Cheatham  of  Columbia  spoke  at  the 
annual  meeting  of  the  S.  C.  Association 
of  Nurse  Anesthetists  in  February.  Dr. 
Theron  Otis  Walker  of  Greer,  S.  C.,  has 
been  elected  to  active  membership  in  the 
American  Academy  of  General  Practice. 
Dr.  Weston  Cook,  Columbia  orthopedic 
specialist,  is  at  the  base  camp  of  the 
“Plaisted  Polar  Expedition  1968”,  located 
on  the  northernmost  bit  of  land  of  the 
North  American  continent— a speck  on 
the  globe  called  Ward  Hunt  Island  at  the 
edge  of  the  Arctic  “icepack”.  A Pennsyl- 
vania native  and  Columbia  physician  since 
1943,  Dr.  Cook  heard  about  the  polar  ex- 
ploration through  a Medical  Amateur 
Radio  bulletin.  The  exploration  is  the  sec- 
ond attempt  at  tracing  Adm.  Robert  E. 
Peary’s  famous  Arctic  trek  to  the  North 
Pole  in  1909. 

Dr.  Robert  E.  Jackson  has  been  dis- 
charged from  the  U.  S.  Air  Force  and  has 
reopened  his  office  in  Manning,  S.  C.  He 
was  named  Flight  Surgeon  of  the  Year 
for  the  Tactical  Air  Command  in  1967. 
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Bids  for  two  newT  buildings  at  the  Med- 
ical College  of  South  Carolina  were  re- 
ceived by  the  Board  of  Trustees  on  Feb- 
ruary 15,  and  are  now  under  considera- 
tion. 

Low  bids  for  general  contractors  were 
J.  W.  Bateson  and  Company,  Inc.,  Dallas, 
Texas,  with  $11,279,000.00  and  Consoli- 
dated Engineering  Company  of  Baltimore 
with  $11,542,000.00. 

After  consideration  by  the  Board  of 
Trustees,  bids  were  submitted  to  the  U.  S. 
Public  Health  Service  office  in  Atlanta 
for  approval.  Final  awarding  of  the  con- 
tract is  expected  sometime  this  month. 

To  be  constructed  are  a Basic  Sciences- 
Dental  School  Building  and  a Student  Ac- 
tivities- Administration-Library  Building 
with  a total  combined  area  of  390,000 
square  feet  of  floor  space.  The  buildings 
will  be  located  north  of  the  Medical  Col- 
lege Hospital  and  will  be  connected  to  the 
Hospital  by  paved  walkways  and  elevated 
covered  walks. 

Construction  was  made  possible  by  a 
$8.25  million  grant  from  the  Department 
of  Health,  Education,  and  Welfare  and 
matching  funds  approved  by  the  South 
Carolina  Legislature. 

Architects  and  Engineers  for  the  proj- 
ect are  Lyles,  Bissett,  Carlisle  and  Wolff 
of  Columbia. 

The  South  Carolina  General  Assembly 
on  February  7,  elected  Neill  W.  Macaulay 
of  Columbia  to  the  Board  of  Trustees  of 
the  Medical  College  as  a lay  member. 

He  succeeds  Julian  T.  Buxton  of  Sum- 
ter, whose  county  has  been  moved  out  of 
the  second  Congressional  District  into  an- 
other. Macaulay  will  represent  the  second 
district. 


Dr.  Charles  D.  Graber  was  recently 
elected  to  Fellowship  in  the  American 
Academy  of  Microbiology. 

On  Feb.  11-12,  Dr.  Dale  Groom  was 
guest  speaker  at  the  annual  meeting  of 
the  Society  of  Air  Force  Physicians  held 
at  the  Wilford  Hall  USAF  Hospital,  San 
Antonio,  Tex.  Dr.  Groom,  a Consultant 
to  the  Surgeon  General,  discussed  “The 
Stress  Electrocardiogram’’  and  also  con- 
ducted a workshop  in  Clinical  Cardiology 
at  this  meeting,  held  as  a regional  meet- 
ing of  the  American  College  of  Physi- 
cians. 

He  attended  the  American  College  of 
Cardiology  17th  annual  Scientific  Session 
in  San  Francisco,  Feb.  28-March  3.  Dr. 
Groom  served  as  chairman  of  a panel  on 
“Congenital  Heart  Disease  in  the  Adult” 
and  also  participated  in  a conference  on 
the  topic  of  “Risk  Factors  in  Coronary 
Artery  Disease.” 

Dr.  R.  Layton  McCurdy  has  been  named 
Professor  and  Chairman  of  the  Dept,  of 
Psychiatry  at  the  Medical  College,  he  was 
Asst.  Prof,  of  Psychiatry  and  Director  of 
the  Psychiatry  Residency  Training  Pro- 
gram at  Emory  Univ.  School  of  Medicine 
in  Atlanta. 

He  succeeds  Dr.  J.  J.  Cleckley  as  Chair- 
man of  the  Department.  Dr.  Cleckley  will 
remain  a faculty  member  as  Professor  of 
Psychiatry. 

A native  of  Florence,  Dr.  McCurdy  re- 
ceived his  M.D.  from  the  Medical  College 
of  S.  C.  in  1960.  After  an  internship  at 
the  MCH,  he  took  residency  training  at 
the  Univ.  of  N.  C.  He  served  on  the  staff 
of  the  National  Institute  of  Mental 
Health  in  Bethesda  before  joining  the 
Emory  faculty  in  1966. 
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Newly  appointed  Asst.  Prof,  of  Micro- 
biology is  Dr.  Norman  L.  Goodman,  who 
received  his  M.S.  and  Ph.D.  degrees  from 
the  Univ.  of  Oklahoma.  He  has  served  as 
microbiologist  with  the  U.  S.  Public 
Health  Service  and  will  assume  his  du- 
ties at  the  Medical  College  on  May  1. 
Listed  in  American  Men  of  Science,  Dr. 
Goodman  has  published  many  scientific 
articles.  His  major  research  interest  is  in 
epidemiology  and  environmental  factors 
in  chronic  respiratory  diseases. 

Dr.  James  Isidor  Richer  has  been 
named  Associate  in  Anatomy  and  Dr. 
Lawrence  D.  Hanback,  Jr.,  Associate  in 
Surgery.  Both  appointments  are  effective 
Jan  .1.  Dr.  Bicher,  a native  of  Argentina, 
attended  the  Univ.  Medical  School,  Jeru- 
salem, Israel.  He  served  as  senior  scien- 
tist at  the  Rogoff  Medical  Research  In- 
stitute, Beilinson  Hospital. 

Dr.  Hanback  earned  his  B.S.  and  M.S. 


degrees  at  the  Univ.  of  Richmond,  Va., 
and  his  M.D.  degree  from  the  Medical 
College  of  Va.  He  received  his  surgical 
residency  training  at  the  Medical  College 
of  Va.  Dr.  Hanback’s  major  research  in- 
terests are  in  the  areas  of  trauma,  burns, 
liver  disease,  and  pancreatitis.  His  pri- 
mary duties  will  be  at  the  VA  Hospital 
here. 

Dr.  William  Steve  Lang,  Jr.,  a Green- 
ville physician,  has  been  named  Asst. 
Clinical  Prof,  of  Otolaryngology.  He  at- 
tended Duke  Univ.  and  received  his  M.D. 
degree  from  Duke’s  School  of  Medicine. 
He  took  his  residency  training  at  N.  C. 
Baptist  Hospital.  Dr.  Lang  has  previously 
served  on  the  full-time  faculty  of  the  Med- 
ical College  from  1962  to  1964. 

Dr.  C.  Thomas  Fitts,  professor  of  sur- 
gery, delivered  the  third  lecture  in  the 
bioengineering  series  at  the  University 
of  South  Carolina  on  “Lymph  Dialysis.” 


Apply 
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SPECIALTY  SOCIETIES  IN  SOUTH  CAROLINA 


For  some  reason  rather  obscure  the 
specialty  societies  of  the  state  get  very 
little  notice  in  our  Journal.  Indeed  there 
is  a rather  general  vagueness  even  among 
the  members  of  the  societies  as  to  the 
official  names  of  the  societies  and  the 
current  officers. 

In  an  effort  to  remedy  this  situation, 
we  have  attempted  to  secure  information 
from  their  secretaries  and  will  attempt  to 
keep  this  current. 

So  far  information  has  been  obtained 
from  the  following  societies. 

THE  SOUTH  CAROLINA  SURGICAL 
SOCIETY  will  hold  its  annual  meeting  at 
the  High  Hampton  Inn  and  Country  Club, 
Cashiers,  N.  C.  from  June  13-June  16. 
Guest  speaker  will  be  Dr.  Guy  Odom,  pro- 
fessor of  Neurosurgery  at  Duke  Univer- 
sity. 

Officers  include:  Dr.  John  K.  Webb  of 
Greenville,  president;  Dr.  G.  B.  Hodge  of 
Spartansburg,  vice  president  and  Dr. 
N.  I).  Ellis  of  Florence,  secretary-treas- 
urer. 

AMERICAN  COLLEGE  OF  SUR- 
GEONS, SOUTH  CAROLINA  CHAPTER 

will  hold  its  annual  meeting  in  conjunc- 
tion with  the  annual  meeting  of  SCMA 
in  May. 

Officers  include:  Dr.  Louie  B.  Jenkins, 
president;  Dr.  J.  K.  Owens,  vice  presi- 
dent and  Dr.  Richard  S.  Wilson,  secre- 
tary-treasurer. 

SOUTH  CAROLINA  SOCIETY  OF 
OPHTHALMOLOGY  AND  OTOLARYN- 
GOLOGY will  meet  jointly  with  the 
the  North  Carolina  Society  in  September, 
1968  in  Wilmington,  N.  C. 

Officers  include:  Dr.  Frank  W.  Nichol- 
son of  Spartanburg,  president;  Dr.  Frank 
Stanfield  of  Anderson,  president-elect; 
Dr.  Earl  Jones  of  Florence,  vice  president 
and  Dr.  Roderick  Macdonald  of  Rock  Hill, 
secretary-treasurer. 

SOUTH  CAROLINA  CHAPTER. 
AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE  will  hold  its  annual  meeting 


Nov.  13-15,  1968  in  Charleston,  S.  C.  at 
the  Francis  Marion  Hotel. 

Officers  include:  Dr.  Asbury  Bozard, 
president;  Dr.  H.  M.  Stone,  president- 
elect; Dr.  William  J.  Bannen  Jr.,  vice 
president;  Dr.  I.  B.  Horton,  secretary; 
Dr.  Rufus  H.  Cain,  treasurer. 

DISTRICT  BRANCH  OF  THE  AMER- 
ICAN PYSCHIATRIC  ASSOCIATION 
met  March  20  at  the  U.  S.  Naval  Base  Of- 
ficer’s Club.  Guest  speaker  was  Dr.  Henry 
Brosin. 

Officers  include:  Dr.  Ramsey  R.  Mel- 
lette Jr.,  president  and  Dr.  M.  E.  Bor- 
gstedt,  secretary-treasurer. 

SOUTH  CAROLINA  CHAPTER,  OB- 
STETRICAL AND  GYNECOLOGICAL 
SOCIETY  will  hold  its  annual  meeting 
September  27,  1968  at  Mount  Vernon 
Motel  in  Sumter,  S.  C.  A joint  meeting 
with  the  North  Carolina  Obstetrical  and 
Gynecological  Society  will  be  held  at  Mid- 
pines, N.  C.  in  May,  1968. 

Officers  include:  Dr.  James  E.  Bell, 
president,  Dr.  Richard  Sosnowski,  presi- 
dent-elect ; Dr.  Harwood  Beebe  Jr.,  secre- 
tary-treasurer. 

SOUTH  CAROLINA  SOCIETY  OF 
ANESTHESIOLOGISTS  will  meet  May 
14,  1968  at  Myrtle  Beach. 

Officers  include:  Dr.  John  Thomas, 
president;  Dr.  Roy  E.  Hudgens,  Jr.,  vice 
president;  Dr.  Thomas  T.  Galt,  president- 
elect and  Dr.  John  M.  Shingler,  Jr.,  secre- 
tary-treasurer. 

SOUTH  CAROLINA  CHAPTER. 
AMERICAN  ACADEMY  OF  PEDIA- 
TRICS officers  include:  Dr.  Henry  W. 
Moore,  chairman ; Dr.  John  W.  Rheney  Jr., 
vice  chairman;  Dr.  Casper  E.  Wiggins, 
secretary-treasurer  and  Dr.  W.  R.  de- 
Loache,  chairman  of  Committee  on  Pedia- 
tric Practice. 

SOUTH  CAROLINA  RADIOLOGICAL 
SOCIETY  will  hold  its  annual  business 
meeting  May  14  at  Myrtle  Beach  at  noon. 
Mr.  George  Hipp  of  Greenville,  South 
Carolina  representative  of  the  National 
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Health  Insurance  Council,  will  be  luncheon 
speaker. 

Officers  include:  Dr.  U.  Hoyt  Bodie, 
president;  Dr.  George  Irwin,  vice  presi- 
dent; Dr.  George  W.  Smith,  Councilor  to 
the  American  College  of  Radiology;  and 
Dr.  George  W.  Brunson,  secretary-treas- 
urer. 


SOUTH  CAROLINA  PEDIATRIC  SO- 
CIETY will  hold  a business  meeting  at  the 
time  of  the  SCMA  Annual  Meeting.  The 
members  will  meet  again  in  the  fall. 

Officers  incude:  Dr.  Charles  W.  Propst, 
president;  Dr.  Colquitt  Sims  Jr.,  vice 
president ; Dr.  Robert  Gibbes,  secretary- 
treasurer. 


DIAPULSE — A CORRECTION 


In  the  editorial  on  “Medical  Quackery 
Still  a Problem’  in  the  March  Journal, 
the  statement  was  made  that  the  Diapulse 
machine  had  been  forbidden  by  law.  The 
Diapulse  equipment  was  not  forbidden  by 
law,  and  the  statement  was  incorrect. 

The  government  brought  suit  alleging 
that  the  machine  was  misbranded  in  121 
particulars.  The  jury  did  not  find  in  favor 
of  the  government  with  respect  to  72  of 
the  government’s  claims,  but  rendered  a 


verdict  for  the  government  on  the  remain- 
ing claims.  However,  as  to  these  claims, 
the  decision  rendered  did  not  order  de- 
struction of  the  device,  nor  that  its  sale 
in  any  way  be  forbidden  by  law.  Rather, 
the  manufacturer  was  given  an  oppor- 
tunity to  relabel  the  Diapulse  unit. 

The  case  on  the  other  claims  is  in  the 
process  of  being  appealed  in  the  United 
States  Supreme  Court. 


MEETINGS 


The  American  College  of  Physicians  will 
present  Frontiers  in  Gastroenterology 
May  12-15  at  the  Bellevue-Stratford 
Hotel,  Philadelphia.  For  more  information 
write  Dr.  Edward  C.  Rosenow,  Jr.,  Ameri- 
can College  of  Physicians,  4200  Pine 
Street,  Philadelphia,  Pa.  19104. 


South  Carolina  Pediatric  Society  will 
hold  a business  meeting  at  the  time  of  the 
SC’MA  Annual  Meeting.  The  members 
will  meet  again  in  the  fall. 


South  Carolina  Society  of  Anesthesiol- 
ogists will  meet  May  14,  1968  at  Myrtle 
Beach. 


South  Carolina  Radiological  Society 
will  hold  its  annual  business  meeting 
May  14  at  Myrtle  Beach  at  noon.  Mr. 
George  Hipp  of  Greenville,  South  Caro- 
lina representative  of  the  National  Health 
Insurance  Council,  will  be  luncheon  speak- 
er. 


The  South  Carolina  Surgical  Society 


will  hold  its  annual  meeting  at  the  High 
Hampton  Inn  and  Country  Club,  Cash- 
iers, N.  C.  from  June  13-June  16.  Guest 
speaker  will  be  Dr.  Guy  Odom,  professor 
of  Neurosurgery  at  Duke  University. 


South  Carolina  Society  of  Ophthal- 
mology and  Otolaryngology  will  meet 
jointly  with  the  North  Carolina  Society 
in  September,  1968  in  Wilmington,  N.  C. 


American  College  of  Surgeons,  South 
Carolina  Chapter  will  hold  its  annual 
meeting  in  conjunction  with  the  annual 
meeting  of  SCMA  in  May. 


The  18th  Annual  Postgraduate  Obste- 
tric-Pediatric Seminar  which  is  sponsored 
by  the  Maternal  and  Child  Health  Divi- 
sions of  the  State  Health  Departments 
and  the  Maternal  Health  Committees  of 
the  state  medical  associations  of  Georgia, 
Florida,  Alabama,  Mississippi,  Tennessee, 
and  South  Carolina  is  scheduled  to  be  held 
August  15-17,  1968  at  the  Desert  Inn, 
Daytona  Beach,  Florida. 


146 


The  Journal  of  the  South  Carolina  Medical  Association 


South  Carolina  Chapter,  American 
Academy  of  General  Practice  will  hold  its 
annual  meeting  Nov.  13-15,  1968  in  Char- 
leston, S.  C.  at  the  Francis  Marion  Hotel. 


South  Carolina  Chapter,  Obstetrical 


and  Gynecological  Society  will  hold  its 
annual  meeting  September  27,  1968  at 
Mount  Vernon  Motel  in  Sumter,  S.  C.  A 
joint  meeting  with  the  North  Carolina 
Obstetrical  and  Gynecological  Society  will 
be  held  at  Midpines,  N.  C.  in  May,  1968. 


DEATH 


I)r.  Warren  Edward  Fulmer 

Dr.  Warren  Edward  Fulmer,  72,  retired 
physician  of  Columbia,  died  February  11 
at  his  residence  after  a long  illness. 

Dr.  Fulmer  was  born  in  Prosperity.  He 
was  graduated  from  Atlanta  College  of 
Physicians  and  Surgeons,  now  Emory 


University  and  had  practiced  medicine  in 
Columbia  more  than  50  years,  having  be- 
gun in  1908. 

Dr.  Fulmer  was  a member  of  the  Co- 
lumbia Medical  Society,  the  S.  C.  Medical 
Association  and  the  American  Medical 
Association. 


New  Pharmaceutical  Specialties 

by  Paul  De  Haen 


For  detailed  information  regarding  indications, 
dosage,  contraindications  and  adverse  reactions, 
refer  to  the  manufacturer’s  package  insert  or 
brochure. 

Single  Chemicals — Drugs  not  previously  known, 
including  new  salts. 

Duplicate  Single  Products — Drugs  marketed  by 
more  than  one  manufacturer. 

Combination  Products — Drugs  consisting  of  two 
or  more  active  ingredients. 

New  Dosage  Forms — Of  a previously  introduced 
product. 

NEW  SINGLE  CHEMICALS 
ALCOPARA 
Anthelmintic  Rx 

Manufacturer:  Burroughs  Wellcome  & Co. 
Nonproprietary  Name:  Bephenium  hydroxy  - 

naphthoate 

Indications:  Hookworm  infections,  and  roundworm 
infections  when  they  occur  concomitantly  with 
hookworm  infestations. 

Contraindications:  None  mentioned 
Dosage:  5 Gm.  twice  daily  for  1-3  days.  Children 
under  50  lbs.— one-half  above  dose. 

Supplied:  Foil  packets— 5 Gm:  envelopes  of  two. 

DUPLICATE  SINGLE  PRODUCTS 
LMD  10% 

Hospital  Solution  Rx 
Manufacturer:  Abbott  Laboratories 
Nonproprietary  Name:  Dextran  40 
Indications:  Priming  fluid  in  pump-oxygenators 
for  perfusion  during  extra-corporeal  circulation. 

Contraindications:  Thrombocytopenia,  hypofibrino- 
genemia,  and  renal  disease  with  severe  oliguria  or 
anuria. 


Dosage:  1 to  2 Gm./k.  body  weight  added  to  per- 
fusion circuit. 

Supplied:  Sterile  containers — 500  ml,  with  4.5  Gm 
sodium  chloride  or  25  Gm  dextrose. 

COMBINATION  PRODUCTS 
ARALEN  w/PRIMAQUINE 
Antimalarial  Rx 

Manufacturer:  Winthrop  Laboratories 
Composition:  Chloroquine  phosphate  500  mg 

Primaquine  phosphate  79  mg 

Indications:  Malaria  prophylaxis  only 
Contraindications:  Acutely  ill  patients  suffering 
from  systemic  disease  mainfested  by  tendency  to 
granulocytopenia  (e.g.  rheumatoid  arthritis,  lupus 
erythematosus).  Patients  receiving  concurrently 
other  potentially  hemolytic  drugs  or  depressants  of 
myeloid  elements  of  the  bone  marrow.  Patients  who 
have  received  quinacrine  recently. 

Dosage:  Adults— one  tablet  weekly,  starting  the 
day  before  entering  malarious  area  and  continuing 
for  six  weeks  after  leaving  it.  Children — dose  sche- 
dule formulated  on  basis  of  weight. 

Supplied:  Tablets — bottles  of  100. 

CORICIDIN  DEMILETS 

Cold  Preparation — General  o-t-c 
Manufacturer:  Schering  Corporation 
Composition:  Chlorpheniramine  maleate  0.5  mg 
Phenylephrine  HC1  2.5  mg 

Aspirin  80.0  mg 

Indications:  Symptomatic  relief  of  the  common 
cold  in  children. 

Contraindications:  None  mentioned 
Dosage : As  indicated 
Flavored;  packages  of  24. 
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CHERACOL  CAPSULES 


Cold  Preparation — General  o-t-c 
Manufacturer:  The  Upjohn  Co. 

Composition:  Chlorpheniramine  maleate  2.0  mg 

Methoxyphenamine  HC1  25.0  mg 

Aspirin  324.0  mg 

Caffeine  32.4  mg 

Indications:  Temporary  relief  of  symptoms  due 
to  the  common  cold. 

Contraindications:  None  mentioned 
Dosage:  One  capsule  q.4h.  Not  more  than  4 cap- 
sules/24 hours. 

Supplied:  Capsules — packages  of  24. 

NEW  DOSAGE  FORMS 

DECLOSTATIN 

Antibiotic— B & M Spectrum  Rx 
Manufacturer:  Lederle  Laboratories 
Composition: 

Demethylchlortetracycline  HC1  300  mg 

Nystatin  500.000  U. 

Indications:  Intestinal  moniliasis,  infections 

caused  by  organisms  sensitive  to  tetracyclines. 

Coantraindications:  History  of  hypersensitivity  to 
either  of  its  ingredients. 

Dosage:  1 tablet  twice  daily  for  up  to  15  days. 
Supplied:  Tablets — bottles  of  12  and  48. 

HEXADROL  CREAM 

Corticoid — Local  Rx 
Manufacturer:  Organon  Inc. 

Nonproprietary  Name:  Dexamethasone 
Indications:  Contact  dermatitis,  seborrheic  der- 
matitis, atopic  dermatitis,  and  neurodermatitis. 

Contraindications:  Tuberculosis  of  the  skin,  and 
most  viral  skin  infections. 

Dosage:  Apply  lightly  to  affected  area  three  or 
four  times  daily. 

Supplied:  Tubes — 0.04%;  10  or  30  Gm 


X-RAY  FILM  OF  THE  MONTH  (Font.) 

This  is  a case  of  post  convulsive  pul- 
monary edema.  The  convulsions  were 
caused  by  a subarachnoid  hemorrhage. 
Current  theory  holds  that  the  increased 
intracranial  pressure  brings  about  a 
lowered  cardiac  output  and  increased  pul- 
monary venous  and  atrial  pressure.  The 
edema  resolves  quickly  and  disappears 
with  in  four  to  five  days.  It  has  been  men- 
tioned that  the  upper  lung  fields  are  often 
the  primary  site  of  involvement,  which 
holds  true  in  this  case. 

Ref:  Chang.  C.  H.  and  Smith,  C.  A.,  Postictal 
pulmonary  edema.  Radiology,  89:1087-1089.  (1987). 

(More) 
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PROOF  POSITIVE 

Diet-Rite  Cola  ...  America ' s Number  One  low-calorie  cola... 
no  sugar  at  all . . . less  than  one  calorie  per  bottle . . . the 
one  with  the  wonderful  taste  of  cola  . . . pH  approximately 
2.6  to  2. 8... same  general  range  acidity  as  other  cola 
beverages  plus  number  of  fruit  juices. 

You  will  like  Diet-Rite  Cola.  So  will  your  patients. 
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It  won’t  do  the  job. 


Neither  will  protection  which  pays  for  only 
a small  portion  of  hospital  and/or  surgical 
costs. 

Blue  Cross  and  Blue  Shield  pre-payment 
plans  are  today’s  best  answer  for  surgical 
and  hospital  protection. 


Blue  Cross  -Blue  Shield. 


ONE  HUNDRED  AND  TWENTIETH  ANNUAL  MEETING  OF  THE 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
MYRTLE  BEACH,  MAY  13,  14  ANI)  15,  1968 

GENERAL  PROGRAM 
HOUSE  OF  DELEGATES 

NORMAN  0.  EADDY,  M.D.,  PRESIDING 
ORDER  OF  BUSINESS 
MONDAY,  MAY  13 

9:30  A.M.  Call  to  Order 
Invocation 

Report  of  Credentials  Committee 
Opening  Remarks  by  the  President 
Introduction  of  President-elect 
Announcement  of  Reference  Committee 
Presentation  of  Resolutions  and  Recommendations 
10:30  A.M.  Introduction  of  Officers  and  Guests  of  Woman's  Auxdiary 
Reports  of  Officers: 

The  President 
The  President-elect 
The  Executive  Secretary 
The  Secretary 
The  Treasurer 
The  Editor  of  the  Journal 
The  Chairman  of  Council 
The  Delegates  to  the  A.M. A. 

Reports  of  Committees: 

(The  reports  of  the  Committees  will  have  been  published  in  the  Journal  and  will  not  be 
read  before  the  House.  Any  supplementary  remarks  by  the  Chairmen  will  be  heard  at  this  time. 1 
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11:00  A M.  (SPECIAL  ORDER)  The  Annual  Meeting  of  the  Corporation,  The  South  Carolina  Medical  Care 
Plan 

Election  of  Directors: 

The  terms  of  the  following  expire  this  year: 

Mr.  Frank  S.  Adams 
Dr.  Joseph  P.  Cain,  Jr. 

Mr.  Wilton  F.  May 
Mr.  M.  L.  Meadors 
Dr.  W.  West  Simmons 
Dr.  Wendall  H.  Tiller 

Report  of  State  Board  of  Medical  Examiners 
Report  of  Executive  Committee  of  State  Board  of  Health 
New  Business 

3:00  P.M.  Meeting  of  Reference  Committees 

(All  members  of  the  Association  are  invited  to  appear  before  the  Committees  considering 
matters  in  which  they  are  interested.  Meeting  places  will  be  posted  and  announced.) 

TUESDAY,  MAY  14 


9:30  A.M.  Call  to  Order 

Reports  of  Reference  Committees 
11:30  A.M.  Annual  Elections 
Officers: 

President-elect 
Vice  President 
Secretary 
Treasurer 

Delegate  to  the  A.M. A.  (2-year  term):! 

The  term  of  Dr.  George  D.  Johnson  expires  December  31,  1968. 

Alternate  Delegate  to  the  A.M. A.  (2-year  term): 

The  term  of  Dr.  Thomas  Parker  expires  December  31,  1968. 

Councilors  (3-year  terms): 

Third  District — The  term  of  Dr.  Martin  M.  Teague  expires.  '1965) 

Sixth  District — The  term  of  Dr.  W.  L.  Perry  expires.  (1959* 

Ninth  District — The  term  of  Dr.  Harold  P.  Hope  expires.  <1965* 

Members  of  Mediation  Committe  (3-year  terms): 

Third  District — The  term  of  Dr.  Robert  S.  Clarke,  Jr.,  expires.  *1962* 

Sixth  District — The  term  of  Dr.  Swift  C.  Black  expires.  '1965* 

Ninth  District — The  term  of  Dr.  Francis  P.  Owings  expires.  (1962) 

Member  of  Benevolence  Fund  Committee  (3-year  term): 

The  term  of  Dr.  Harold  S.  Pettit  expires. 

Members  of  State  Board  of  Medical  Examiners  (4-year  terms): 

Sixth  Congressional  District — The  term  of  Dr.  Harold  S.  Gilmore  expires. 
Member-at-Large — The  term  of  Dr.  Harold  E.  Jervey,  Jr.,  expires. 

Member  of  State  Board  of  Nursing  Examiners  (5-year  terms): 

The  term  of  Dr.  Lawrence  V.  Flowers  expires. 

Member  of  Hospital  Advisory  Council  to  the  State  Board  of  Health  (4-year  term): 
The  term  of  Dr.  T.  C.  McFall  expires 
Selection  of  Place  for  1969  Annual  Meeting. 

Sine  Die  Adjournment. 
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SOUTH  CAROLINA  MEDICAL  ASSOCIATION  MEETING 
SCIENTIFIC  PROGRAM 
TUESDAY,  MAY  14,  1968 
Dr.  Norman  O.  Eaddy,  Presiding 
2:00 — Newer  Concepts  of  Muscle  Disease 
Dr.  Earl  H.  Godfrey,  Charleston 

2:20 — Resuscitation  and  Definitive  Treatment  of  the  Drowning  Victim 

Dr.  Joseph  S.  Redding,  Chief  of  Anesthesiology,  Baltimore  City 
Hospitals,  and  Professor  of  Anesthesiology,  U.  of  Md. 

3 :00 — Discussion 

3:10 — Break  to  visit  exhibits. 

3:30 — Immuno-Globulins  in  Health  and  Disease 
Dr.  W.  M.  Davis,  Charleston 

3 :50 — Computer  Science  as  Applied  to  Modern  Radiation  Therapy 
Dr.  Keene  M.  Wallace  and  James  O.  Fenn,  M.S.,  Charleston 
4:15 — Current  Problems  in  Cancer  Chemotherapy 

Dr.  John  Laszlo,  Associate  Professor  of  Medicine,  Duke  University 
4 :50 — Discussion 
5 :00 — Adjournment 

WEDNESDAY  MORNING,  MAY  15,  1968 
Dr.  Harrison  Peeples  Presiding 

AMERICAN  COLLEGE  OF  SURGEONS,  S.  C.  CHAPTER 
Dr.  Louie  B.  Jenkins,  President,  Moderator 
9:00 — Modern  Concepts  of  Cleft  Lip  and  Cleft  Palate  Therapy 
Dr.  Robert  F.  Hagerty,  Charleston 
9 :20 — Discussion 

9 :25 — Spontaneous  Perforations  of  the  Esophagus. 

Dr.  William  S.  Houck,  Jr.,  Florence 
9 :45 — Discussion 

9:50 — Newer  Drugs  in  Gastroenterology 

Dr.  Clarence  W.  Legerton,  Charleston 
10:10 — Discussion 
10:15 — Break  to  visit  exhibits 
10:35 — New  Antibiotics 

Dr.  Louis  P.  Jervey,  Charleston 
10:55 — Discussion 

11:00 — The  Fundamentals  of  Tissue  Transplantation 
Dr.  H.  Biemann  Othersen,  Jr.,  Charleston 
11 :20 — Discussion 

11 :25 — The  Properitoneal  Hernia  Repair 

Dr.  Henry  B.  Gregorie,  Jr.,  Charleston 
11 :45 — 11 :40 — Discussion 

11:50 — Newer  Aspects  of  Local  Treatment  of  Burns 
Dr.  C.  Thomas  Fitts,  Charleston 
12:10 — Discussion 
12:15 — Luncheon  Break 

WEDNESDAY  AFTERNOON,  MAY  15,  1968 

Dr.  Joel  W.  Wyman,  Presiding 
2:15 — Medical  Ethics  and  Morals  in  a New  Age 

Dr.  Paul  S.  Rhoads,  Professor  Emeritus  of  Medicine,  Northwestern 
University 

2:55 — Heart  Transplantation:  Past,  Present,  and  Future 
Dr.  Peter  Hairston,  Charleston. 

3:15 — Discussion  of  Dr.  Hairston’s  paper  to  be  opened  by  Dr.  Rhoads. 
3:25 — Break  to  visit  exhibits. 

3:45 — Panel  Discussion  on  Sex  Counselling. 

Dr.  J.  R.  Sosnowski,  Charleston 
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Rev.  Edwin  C.  Coleman,  Charleston 

Dr.  David  R.  Mace,  Professor  of  Family  Sociology,  Bowman-Gray 
School  of  Medicine,  Winston-Salem,  N.  C. 

5:00 — Adjournment  of  Scientific  Session 

COMMITTEE  ON  SCIENTIFIC  PROGRAM 


John  C.  Hawk,  Jr.,  Chairman 
Charleston 


James  S.  Garner,  Jr. 
Mullins 

Dana  C.  Mitchell,  Jr. 
Columbia 

Buford  S.  Chappell 
Columbia 


James  G.  Johnson 
Orangeburg 
B.  Owen  Ravenel 
Charleston 

Edwin  R.  Wallace  III 
Barnwell 


SPEAKERS  ON  THE  SCIENTIFIC  PROGRAM 
Dr.  Peter  Hairston 

Peter  Hairston,  M.D.  a native  of  North  Carolina,  graduated  from  Johns  Hopkins 
Medical  School  in  1957,  afterwards  serving  in  the  Johns  Hopkins  Hospital  and  at  the 
University  of  Virginia  Hospital  where  he  was  senior  resident  and  also  a resident  in 
Cardiovascular  and  Thoracic  Surgery.  For  two  years  he  was  Surgeon  in  Chief  of  Ramey 
AFB  and  is  now  Assistant  Professor,  Division  of  Thoracic  Surgery,  Medical  College 
of  South  Carolina.  Dr.  Hairston  is  a diplomate  of  the  American  Board  of  Surgery  and 
the  American  Board  of  Thoracic  Surgery  and  holds  membership  in  a number  of  medi- 
cal organizations. 


Dr.  Robert  F.  Hagerty 

Robert  F.  Hagerty,  M.D.  is  a native  of  Boston  and  was  educated  at  Harvard  and 
Johns  Hopkins  School  of  Medicine.  He  is  a diplomate  of  the  American  Board  of  Sur- 
gery and  the  American  Board  of  Plastic  Surgery,  and  a member  of  the  American  As- 
sociation of  Plastic  Surgeons.  His  major  interest  is  in  cleft  lip  and  cleft  palate  surgery, 
and  he  has  contributed  some  40  papers  to  medical  literature.  His  hospital  experience  was 
obtained  in  Johns  Hopkins,  Duke,  Memorial  Hospital,  and  Roosevelt  Hospital.  He  is 
Associate  Professor  of  Surgery  in  the  Medical  College  of  South  Carolina  and  is  director 
of  the  Cleft  Palate  Center  there. 
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Dr.  Joseph  S.  Redding 


Joseph  S.  Redding,  M.D.  of  Baltimore,  Maryland  is  a native  of  Macon,  Georgia. 
His  academic  degrees  were  taken  at  the  University  of  North  Carolina  and  his  M.D.  de- 
gree at  the  University  of  Maryland.  His  residency  in  anesthesiology  was  served  at  the 
University  of  North  Carolina.  He  is  a diplomate  of  the  American  Board  of  Anesthesio- 
logy and  a Fellow  of  the  American  College  of  Anesthesiology.  He  is  currently  president 
of  both  the  Southern  Society  of  Anesthesiologists  and  the  Maryland — District  of  Co- 
lumbia Anesthesiologists.  He  holds  several  academic  positions  in  Baltimore.  Dr.  Red- 
ding practiced  medicine  in  Chester,  S.  C.  from  1951  until  1956. 


Dr.  William  Stokes  Houck  Jr. 

William  S.  Houck,  M.D.  is  a native  of  Florence.  He  received  his  B.S.  degree  at 
Davidson  College  and  his  M.D.  degree  at  the  Medical  College  of  South  Carolina.  He  served 
his  internship  at  St.  Louis  City  Hospital  and  his  residency  at  Duke  Hospital.  He  is  cer- 
tified by  the  Boards  of  General  Surgery  and  Thoracic  Surgery.  He  served  two  years  in 
the  Army  and  was  Chief  of  the  Section  of  Surgery  at  Fort  Leavenworth.  He  was  on  the 
staff  of  a number  of  Richmond  hospitals  and  is  now  in  the  practice  of  general  surgery 
in  Florence,  S.  C. 


Dr.  Paul  Spottswood  Rhoads 

Paul  S.  Rhoads,  M.D.,  a native  of  Indiana,  is  a professor  emeritus  of  medicine  at 
Northwestern  University  Medical  School  in  Chicago,  where  he  has  been  associated  with 
many  major  hospitals.  He  was  associated  at  one  time  with  Rush  Medical  College.  He  has 
been  on  the  editorial  board  of  the  Archives  of  Internal  Medicine,  and  chief  editor  from 
1950  to  1961.  He  has  been  very  active  in  the  American  Medical  Association.  He  has 
numerous  affiliations  with  medical  organizations,  and  is  a member  of  Sigma  Xi.  He  is  the 
author  of  about  100  papers  dealing  with  infectious  disease  or  Medicine  and  Religion. 


Dr.  Henry  Biemann  Othersen  Jr. 

Dr.  Henry  Biemann  Othersen  is  a graduate  of  the  College  of  Charleston  and  the 
Medical  College  of  South  Carolina.  He  has  done  internships  and  residencies  at  the  Medi- 
cal College  Hospital,  the  Philadelphia  General  Hospital,  the  Children’s  Hospital  of  Co- 
lumbus, Ohio,  and  the  Massachusetts  General  Hospital.  He  is  a diplomate  of  the  Ameri- 
can Board  of  Surgery  and  the  American  Board  of  Thoracic  Surgery.  He  is  currently 
Assistant  Professor  of  Surgery  at  the  Medical  College  of  South  Carolina. 


Jimmy  O’Niel  Fenn 

Jimmy  O’Niel  Fenn  is  a native  of  Brunswick,  Georgia.  He  received  his  B.S.  degree 
at  Lincoln  Memorial  University  in  Harrogate,  Tenn.  and  his  M.S.  from  Emory  Uni- 
versity. From  1965  to  1967  Mr.  Fenn  was  an  assistant  Radiation  Physicist  in  the  Mam- 
mography Section  at  Emory  and  later  an  instructor  in  the  Department  of  Radiology 
ihere.  At  present  he  is  a Radiation  physicist  in  the  Medical  College  of  South  Carolina. 
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Dr.  Keene  Manning  Wallace 


Keene  M.  Wallace,  M.D.  received  his  M.D.  degree  from  George  Washington  Uni- 
versity School  of  Medicine.  He  served  his  internship  at  the  hospital  there,  and  his  sur- 
gical residency  at  Doctor’s  Hospital  in  Washington.  Dr.  Wallace  received  radiology  train- 
ing at  Walter  Reed  General  Hospital  and  became  an  associate  in  Radiology  at  George 
Washington  University.  He  has  held  positions  at  District  of  Columbia  General  Hos- 
pital, Hurley  Hospital  and  Harrisburg  Polyclinic  Hospital.  At  present  Dr.  Wallace  is 
professor  of  Department  of  Radiology  and  head  of  Radiotherapy  section  at  the  Medical 
College  of  South  Carolina. 


Dr.  Charles  T.  Fitts 

Charles  T.  Fitts,  M.D.  is  a native  of  Jackson,  Tenn.  He  was  graduated  from 
Princeton  University  and  received  his  M.D.  degree  at  the  University  of  Pennsylvania. 
He  interned  at  the  Hospital  of  the  University  of  Pennsylvania  and  was  surgical  resident 
at  the  University  of  Mississippi  Medical  Center.  Dr.  Fitts  served  as  captain  in  the  Medi- 
cal Corps  of  the  U.  S.  Army.  In  1961  he  received  a gold  medal  from  the  Southeastern 
Surgical  Congress.  He  was  chief,  Trauma  Study  Branch,  U.  S.  Army  Surgical  Research 
Unit,  Brooke  Army  Medical  Center,  Ft.  Sam  Houston,  Tex.  Dr.  Fitts  is  on  the  full  time 
faculty  of  the  Medical  College  of  S.  C.  where  he  is  Assistant  Professor  of  Surgery.  He 
is  atending  surgeon  at  the  Medical  College  Hospital  and  the  Veterans  Administration 
Hospital  and  chief  of  surgery  at  Charleston  County  Hospital.  He  is  also  a surgery  con- 
sultant at  the  U.  S.  Naval  Hospital. 


Dr.  Clarence  W.  Legerton 

Clarence  W.  Legerton,  M.D.  is  a native  of  Charleston  and  was  graduated  from 
Davidson  College  and  received  his  M.D.  degree  from  the  Medical  College  of  South  Caro- 
lina. He  served  his  internship  and  residency  at  the  University  of  Maryland  Hospital. 
He  served  as  captain  in  the  U.  S.  Army  Medical  Corps.  He  held  a fellowship  in  gastroen- 
terology at  Duke  Hospital  and  was  instructor  in  medicine  in  Duke  University  School 
of  Medicine.  He  is  a diplomate  of  the  American  Board  of  Internal  Medicine  and  Ameri- 
can Board  of  Gastroenterology.  At  present  he  is  Associate  Professor  of  internal  medi- 
cine and  Chief,  Division  of  Gastroenterology  at  the  Medical  College  of  South  Carolina. 
Dr.  Legerton  is  active  in  city  government  in  Charleston  and  in  many  local  community 
organizations. 


Dr.  John  Laszlo 

John  Laszlo  M.D.  is  a native  of  Cologne,  Germany.  He  was  graduated  from  Columbia 
University  and  received  his  M.D.  degree  from  Harvard  University.  He  has  held  posi- 
tions at  the  University  of  Chicago  Clinics,  the  National  Cancer  Institute,  and  Duke 
Hospital,  where  he  was  assistant  professor  of  Medicine.  At  present  he  is  Chief,  Hema- 
tology Section,  Durham  Veterans  Administration  Hospital  and  Associate  Professor  of 
Medicine  at  Duke  University. 


The  Rev.  Edwin  C.  Coleman 

The  Rev.  Edwin  C.  Coleman,  a native  of  Jackson,  Miss.,  is  rector  of  St.  Michael’s 
Episcopal  Church,  Charleston.  He  received  his  A.B.  degree  from  Louisiana  State  Uni- 
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versity  and  a Bachelor  of  Divinity  from  the  University  of  the  South,  Sawanee,  Tenn. 
He  was  ordained  Deacon  in  1953.  Mr.  Coleman  was  curate  in  a Louisiana  Mission  Field ; 
rector  of  Mt.  Olivet  Church  in  Pineville,  La.,  Chaplain  Central  Louisiana  State  Mental 
Hospital;  rector  of  St.  John’s  Church,  College  Park,  Ga. ; served  on  the  Board  of  Ex- 
amining Chaplains,  Dioceses  of  Atlanta  and  South  Carolina  and  Provincial  Chaplain 
of  the  Daughters  of  the  King.  Mr.  Coleman  is  chairman  of  the  Department  of  Christian 
Education  of  the  Diocese  of  South  Carolina  and  a member  of  the  diocesan  Executive 
Board. 


l)r.  J.  Richard  Sosnowski 

J.  Richard  Sosnowski,  M.D.  is  a native  of  Charleston.  He  was  graduated  from  Clem- 
son  College  and  received  his  M.D.  degree  from  the  Medical  College  of  South  Carolina. 
He  interned  at  Roper  Hospital,  Charleston,  where  he  was  also  assistant  resident  OB- 
GYN  and  later  resident  and  teaching  fellow  OB-GYN  at  Roper  and  the  Medical  College. 
He  served  as  an  obstetrician-gynecologist  during  the  Korean  Conflict.  He  is  on  the 
staff  of  St.  Francis  Hospital,  Medical  College  Hospital,  and  Roper  Hospital,  he  is  also 
on  the  Board  of  Commissioners  of  Roper  Hospital. 


Dr.  Louis  Preston  Jervey 

Louis  Preston  Jervey,  M.D.  is  a native  Charlestonian.  He  was  graduated  from  The 
Citadel  and  the  Medical  College  of  South  Carolina.  He  served  his  internship  and  resi- 
dency at  Cincinnati  Genera!  Hospital.  Dr.  Jervey  served  with  the  U.  S.  Navy  from  1950- 
52.  He  has  had  academic  appointments  at  the  University  of  Cincinnati  College  of 
Medicine,  the  Medical  College  of  South  Carolina,  where  he  was  appointed  Associate 
Dean  in  1967.  He  is  a member  of  many  medical  organizations.  He  is  associate  professor 
of  Medicine  at  the  Medical  College  of  South  Carolina. 


Dr.  David  R.  Mace 

David  R.  Mace,  M.D.,  is  a native  of  Scotland,  holds  degrees  from  London,  Cambridge, 
Bristol  and  Mancester  Universities.  He  was  Methodist  minister  in  England  from  1939 
to  1944  and  resigned  to  specialize  in  marriage  counseling.  He  is  one  of  the  founders 
of  the  National  Marriage  Guidance  Council  of  Great  Britian.  He  has  held  positions  at 
Drew  University,  New  Jersey;  University  of  Pennsylvania  School  of  Medicine  and  staff 
consultant  of  Marriage  Council  of  Philadelphia.  He  has  been  an  executive  director  of 
the  American  Association  of  Marriage  Counselors  since  1960,  was  president  of  the  Na- 
tional Council  on  Family  Relations  and  president  of  Sex  Information  and  Education 
Council  of  the  U.  S.  He  has  also  held  positions  with  the  Internationa!  Union  of  Family 
Organizations.  Dr.  Mace  has  traveled  and  worked  extensively  abroad,  and  is  author  of 
many  books  and  articles.  He  is  at  present  professor  of  Family  Sociology,  Behavioral 
Sciences  Center,  Bowman  Gray  School  of  Medicine,  Wake  Forest  University  in  Win- 
ston-Salem. 


Dr.  Henry  B.  Gregorie,  Jr. 

H.  B.  Gregorie  Jr.,  M.D.,  A South  Carolinian,  was  graduated  from  the  Medical  Col- 
lege of  South  Carolina.  He  served  his  internship  at  Roper  Hospital  and  residencies  at 
Roper  Hospital  and  the  Medical  College.  Dr.  Gregorie  served  as  captain  in  the  U.  S.  Air 
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Force.  He  holds  memberships  in  many  societies  including  the  American  College  of  Sur- 
geons and  the  Society  for  Surgery  of  the  Alimentary  Tract.  He  is  on  the  staff  of  the 
Charleston  hospitals  and  is  visiting  lecturer  at  the  U.  S.  Naval  Hospital.  He  is  clinical 
assistant  professor  at  the  Medical  College  of  South  Carolina.  He  is  in  the  private  prac- 
tice of  surgery  in  Charleston.  Dr.  Gregorie  is  author  of  many  papers. 


Dr.  Earl  H.  Godfrey 

Earl  H.  Godfrey,  M.D.  is  a native  of  Florence,  S.  C.  He  was  graduated  from  the 
University  of  South  Carolina  and  received  his  M.D.  degree  from  the  Medical  College  of 
South  Carolina,  where  he  also  served  his  internship  and  residency.  He  has  held  a posi- 
tion at  the  University  of  Pennsylvania,  department  of  Neurology.  Dr.  Godfrey  served  in 
the  U.  S.  Navy.  He  is  a consultant  at  the  Veterans  Administration  Hospital,  Roper  Hos- 
pital and  St.  Francis  Hospital.  He  is  associate  in  Neurology  at  the  Medical  College  of 
South  Carolina  and  hold  memberships  in  many  medical  organizations. 


Dr.  William  McAlhany  Davis 

William  McAlhany  Davis,  M.D.  is  a native  of  Columbia.  He  was  graduated  from  the 
University  of  South  Carolina  and  the  Medical  College  of  South  Carolina,  where  he  also 
served  his  internship.  He  served  his  residency  at  the  University  of  Florida  Medical 
School  and  the  Medical  College  of  South  Carolina.  At  present  he  is  an  instructor  in 
Pathology  at  the  Medical  College  of  South  Carolina  and  is  a member  of  the  American 
Society  of  Clinical  Pathology. 


“He  wants  to  ask  about  some  sort  of  cheek  up.  Doctor.” 
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GOV.  ROBERT  E.  McNAIR 


BANQUET  SPEAKER 

Gov.  Robert  E.  McNair,  a native  of  Cades,  S.  C.,  was  graduated  from  the  Univer- 
sity of  South  Carolina,  where  he  received  A.B.  and  LL.B.  degrees.  In  1948  Gov.  McNair 
moved  to  Allendale,  where  he  engaged  in  the  practice  of  law  with  the  firm  McNair  & 
Lawton.  He  served  in  World  War  II  in  the  U.  S.  Navy.  He  was  a member  of  the  S.  C. 
House  of  Representatives  from  Allendale  County  from  1951  to  1960.  He  was  chairman 
of  the  Judiciary  Committee,  a member  of  the  Judicial  Council  of  S.  C.,  a member  of  the 
Legislative  Council  of  S.  C. ; vice  chairman  of  the  Statutory  Laws  Committee,  Develop- 
i ment  Board  Study  Committee  and  Insurance  Laws  Study  Committee.  He  was  elected  lieu- 
tenant governor  in  1962,  later  becoming  governor. 
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Dr.  Hoyt  D.  Gardner  was  born  in  Paragould,  Arkansas  and  served  in  the  U.  S.  Navy 
in  World  War  II  and  the  U.  S.  Air  Force  during  the  Korean  Conflict.  He  was  grad- 
uated from  the  University  of  Louisville.  Dr.  Gardner  served  his  internship  at  Receiving 
Hospital  in  Detroit  and  his  surgical  residency  at  Henry  Ford  Hospital.  He  has  been  in 
the  private  practice  of  general  surgery  since  1958  in  Louisville,  Kentucky. 

Dr.  Gardner  is  a diplomate  of  the  American  Board  of  Surgery  and  a fellow  of  the 
American  College  of  Surgeons.  He  is  a past  chairman  of  Kentucky  Educational  Medical 
Political  Action  Committee  and  past  president  of  the  Jefferson  County  Medical  So- 
ciety. Dr.  Gardner  is  a member  of  City-County  Board  of  Health  for  Louisville  and  Jef- 
ferson County  and  secretary-treasurer  of  AMPAC. 


I)R.  HOYT  I).  GARDNER 
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WOMAN’S  AUXILIARY 


Mrs.  William  Strohecker,  President 


TO  THE 


SOUTH  C AROLINA 


MEDICAL  ASSOCIATION 


CONVENTION 

The  45th  annual  convention  of  the  Woman’s  Auxiliary  to  the  South  Carolina  Medical  Association  will 
be  held  at  Myrtle  Beach.  S.  C.  on  May  13,  14.  15,  1968.  A most  cordial  invitation  is  extended  to  all  mem- 
bers and  to  each  doctor's  wife  who  is  not  a member  to  attend  the  general  meeting  and  the  social  func- 
tions. 

Registration  will  begin  at  2:00  p.m.  on  Monday,  May  13  and  continue  until  10:00  Wednesday  May  15 
in  the  lobby  of  the  Ocean  Forest  Hotel  for  the  convenience  of  members  and  guests.  Tickets  for  the  lunch- 
eons on  Wednesday  may  be  obtained  at  the  Registration  Desk. 


MONDAY,  MAY  13,  1968 

10:30  A.M. — President  and  President-elect  present 
report  to  the  House  of  Delegates,  South 
Carolina  Medical  Association. 

12:30  P.M. — Finance  Committee  meeting — Presi- 

dent's suite  . . . Mrs.  George  Smith,  pre- 
siding. 

2:00  P.M. — Student  Loan  Fund  Committee  meet- 
ing—President's  suite  . . . Mrs.  Walter 
Bonner,  presiding. 

2:15  P.M. — Health  Careers  Committee  meeting — 
President’s  suite  . . . Mrs.  W.  P.  Tur- 
ner, presiding. 

P.M. — Scalpel  Banquet,  Ocean  Forest  Hotel 
TUESDAY,  MAY  14,  1968 

10:30  A.M. — Executive  Board  meeting — Pine  Lakes 
International  Country  Club  . . . Mrs. 
William  J.  Strohecker,  presiding. 

12:30  P.M. — Executive  Board  Luncheon — Pine  Lakes 
International  Country  Club. 

2:00  P.M.— Round  Table  Conference  of  County 
President's  and  President-elects — Presi- 


dent’s suite  . . . Mrs.  Peter  Gazes, 
President-elect,  presiding. 

3:00  “Special  Treat  for  the  Ladies’’ 

P.M. — Annual  Banquet,  Ocean  Forest  Hotel, 
Dr.  Norman  Eaddy,  presiding. 

WEDNESDAY,  MAY  15.  1968 
10:00  A. M— House  of  Delegates  and  General  Meet- 
ing-Ocean Forest  Hotel  . . . Mrs.  Wil- 
liam J.  Strohecker,  presiding. 

1:00  P.M. —Membership  Luncheon— Pine  Lakes  In- 
ternational Country  Club  . . . 

Guest  Speaker — Mrs.  Erie  E.  Wilkinson, 
Constitutional  Secretary.  Woman’s  Aux- 
iliary to  the  American  Medical  Asso- 
ciation. 

2:30  P.M. — Post  Convention  Board  Meeting — Mrs. 
Peter  Gazes,  President,  presiding. 

We  do  hope  you  will  participate  in  and  enjoy 
the  activities  that  have  been  planned  for  you  and 
that  you  will  help  make  this  convention  an  out- 
standing success.  We  are  looking  forward  to  seeting 
you  in  Myrtle  Beach  in  May. 

Mrs.  William  J.  Strohecker,  President 
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REPORTS 


Norman  Eadd.v,  M.D.,  President 


Report  of  the 

Executive  Committee  of  the 
State  Board  of  Health 

With  much  regret  the  Executive  Committee  ac- 
cepted the  resignation  of  Dr.  W.  R.  Wallace  as  its 
chairman,  a post  in  which  he  had  served  with 
dedication  since  1944.  He  is  continuing  to  serve  as 
a member  of  this  Committee  to  which  he  was  first 
elected  in  1922. 

The  Committee  elected  me  as  its  chairman,  Dr. 
John  B.  Martin,  Jr.,  as  its  vice-chairman,  and 
Dr.  0.  B.  Mayer  to  serve  the  unexpired  term  of 
Dr.  Frank  C.  Owens  who  resigned  upon  his  elec- 
tion as  senator.  Dr.  E.  Kenneth  Aycock  began 
serving  as  state  health  officer  on  January  1,  1967. 

Increasing  responsibilities  have  been  placed  upon 
the  State  Board  of  Health  during  the  year.  Among 
the  chief  of  these  is  the  designation  of  the  State 
Board  of  Health  by  the  Governor  as  the  official  state 
agency  for  comprehensive  health  planning  (under 
P.  L.  89-749  as  amended  by  P.  L.  90-174)  with  the 
purpose  of  promoting  and  assuring  the  highest 
level  of  health  attainable  for  every  person,  in  an 
environment  which  contributes  positively  to  health- 
ful individual  and  family  living,  and  with  the 
purpose  of  assuring  comprehensive  health  serv- 
ices of  high  quality  for  every  person,  but  without 
interference  with  existing  patterns  of  private  pro- 
fessional practice  of  medicine,  dentistry,  and  re- 


OF 

COMMITTEES 


lated  healing  arts.  The  Governor  has  appointed 
a 25-member  Advisory  Council  for  Comprehensive 
Health  Planning  to  assist  the  State  Board  of  Health 
in  this  undertaking,  and  the  State  Board  of  Health 
has  appointed  a director  and  an  assistant.  It  is 
anticipated  that  there  will  be  comprehensive  health 
planning  on  a local  level,  and  local  physicians  are 
urged  to  become  involved,  along  with  all  health 
and  health-related  professions,  institutions,  and 
agencies,  in  the  planning  for  improved  health  serv- 
ices within  their  community. 

A number  of  established  programs  are  being 
expanded.  Special  emphasis  is  being  given  to 
family  planning,  and  our  program  is  recognized 
as  one  of  the  best  in  the  nation.  South  Carolina  is 
one  of  the  few  states  to  provide  family  planning 
clinics  for  the  entire  State,  with  a clinic  in  every 
county.  Efforts  are  being  made  for  closer  coopera- 
tion with  the  State  and  local  Departments  of  Pub- 
lic Welafre  in  this  activity.  The  success  of  this 
program  has  been  due  largely  to  the  pronounced 
assistance  of  practicing  physicians  over  the  en- 
tire State. 

Since  Title  XIX  is  a health  program,  the  State 
Board  of  Health  has  signed  a contract  with  the 
Department  of  Public  Welfare  (which  the  Gov- 
ernor designated  as  the  principal  agency  for  its 
administration)  to  cooperate  in  carrying  out  the 
medical  aspects  of  the  program  and  to  make  its 
services  available  to  the  greatest  extent  possible. 
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The  State  Department  of  Public  Welfare  shall  re- 
tain its  requisite  ultimate  authority  for  exercising 
administrative  judgment  in  the  statewide  adminis- 
tration of  the  Title  XIX  plan.  The  State  Board  of 
Health  is  not  authorized  to  change,  disapprove, 
or  delay  action  on  any  administrative  decision  of 
the  State  Department  of  Public  Welfare,  or  to  other- 
wise substitute  its  judgment  for  that  of  the  State 
Department  of  Public  Welfare  as  to  the  applica- 
tion of  policies,  rules,  and  regulations  promulgated 
by  the  State  Department  of  Public  Welfare.  The 
responsibiilty  of  the  State  Board  of  Health  is  to 
assist  with  this  program  and  to  give  assurance  to 
the  Department  of  Public  Welfare  as  to  the  stand- 
ards, quality,  and  continuity  of  health  care  ren- 
dered. 

In  carrying  out  this  role,  it  is  the  intention  of  the 
State  Board  of  Health  to  request  the  S.  C.  Medical 
Association  to  appoint  a committee  of  practicing 
physicians,  representatives  of  various  areas  of  the 
State,  to  assist  in  programming  and  carrying  out 
this  responsibility. 

The  contract  also  states  that  the  Board  of  Health 
shall  provide,  when  needed  by  the  Department  of 
Public  Welfare,  consultation  as  to  the  development 
and  implementation  of  standards  for  medical  and 
remedial  care,  assistance  in  gathering  data  for 
planning  and  content  of  the  State  Plan  for  Title  XIX. 
and  assistance  in  broadening  the  scope  of  medical 
service  offered  under  the  plan. 

South  Carolina  was  one  of  three  states  selected 
for  a rural  health  pilot  project  sponsored  by  nine 
federal  agencies  and  designed  “to  identify  and 
solve  problems  of  comprehensive  health  care  in 
rural  areas.”  Governor  McNair  designated  the  area 
including  the  counties  of  Allendale,  Hampton,  Colle- 
ton, Jasper,  and  Beaufort  and  assigned  to  the 
State  Board  of  Health  the  responsibility  for  develop- 
ing and  coordinating  the  program.  A local  health 
advisory  planning  council  has  been  elected  con- 
sisting of  the  following  physicians,  hospital  adminis- 
trators, and  public  health  representatives:  Doctors 
T.  B.  Warren,  Jr.,  representing  Allendale  County, 
B.  H.  Keyserling  representing  Beaufort  County, 
W.  P.  McDaniel  representing  Colleton  County, J.  A. 
Hayne  representing  Hampton  County,  and  C.  P. 
Ryan,  Jr.,  representing  Jasper  County.  Hospital 
Administrators:  W.  J.  Wicker  representing  Allen- 
dale County  Hospital,  A.  R.  Nicholson,  Jr.,  repre- 
senting Beaufort  County  Hospital,  R.  A.  Sineath 
representing  Colleton  County  Hospital,  J.  A.  Mc- 
Nab  representing  Hampton  General  Hospital,  and 
J.  W.  Exley  representing  Ridgeland  Hospital.  Pub- 
lic health  administrators:  Dr.  H.  Parker  Jones  of 
Beaufort  County  Health  Department,  Mrs.  Frankie 
Rainey  of  Colleton  County  Health  Department,  and 
Mr.  Somers  B.  Pringle  of  Beaufort  County  Health 
Department.  It  is  expected  that  the  local  prac- 
ticing physicians  will  spear-head  the  leadership 
necessary  for  the  success  of  this  project. 


Harrison  Peeples,  M.D..  Vice-President 


Since  the  Home  Health  Services  Subdivision  of 
the  State  Board  of  Health  was  certified  as  the 
home  health  agency  for  South  Carolina  on  July  1, 
1966,  with  plans  for  the  services  to  be  rendered  by 
personnel  of  the  local  county  health  department,  35 
county  health  departments  have  been  certified  to 
provide  home  health  services  under  the  health 
insurance  progra.  All  of  these  35  counties  provide 
skilled  nursing  service  and  at  least  one  addi- 
tional service,  with  12  counties  having  physical 
therapy,  one  having  medical  social  service,  and 
24  having  home  health  aide  services  available.  It 
is  anticipated  that  the  remaining  11  counties  will 
be  certified  to  provide  home  health  services  during 
1968. 

Ten  requests  by  the  Department  of  Mental  Health 
for  sexual  sterilization  were  approved  by  the  Execu- 
tive Committee.  The  present  sterilization  law  in 
South  Carolina  is  out-dated,  and  there  is  need  for 
changes.  The  Executive  Committee  requested  the 
Maternal  Health  Committee  of  the  State  Medical 
Association  to  recommend  some  legislation  with 
regard  to  both  sterilization  and  abortion.  After  a 
committee  discussion  of  these  subjects,  the  com- 
mittee reported  that  there  are  too  many  ramifica- 
tions for  it  to  make  proper  recommendations  for 
revision.  It  proposed  that  an  advisory  body  be 
constituted  to  investigate  these  subjects  with  the 
idea  of  changing  both  laws.  A committee  has  been 
appointed  u'hich  includes  Dr.  0.  B.  Mayer,  as  mem- 
ber of  this  Executive  Committee:  Doctors  Mar- 
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garet  Q.  Jenkins,  E.  J .Dennis,  and  Ramsey  Mellette 
of  the  Medical  College  of  South  Carolina;  Doctors 
Alexander  Donald  and  Charles  Still  of  the  South 
Carolina  State  Hospital;  Dr.  Richard  Sosnowski 
representing  the  South  Carolina  Obstetrics-Gyne- 
cology Society;  Dr.  Charles  James  representing  the 
South  Carolina  Chapter  American  Academy  of 
Pediatrics;  Doctors  Hilla  Sheriff  and  Judith  Hood 
of  the  South  Carolina  State  Board  of  Health;  Dr. 
Donald  Kilgore  representing  the  Legislative  Com- 
mittee of  the  South  Carolina  Medical  Asociation; 
Dr.  Marion  Waters  representing  the  Committee  on 
Maternal  Health  of  the  South  Carolina  Medical  As- 
sociation, and  the  following  consultants:  The  Hon- 
orable Daniel  R.  McLeod,  Attorney  General;  Sena- 
tors Rembert  Dennis  and  Frank  C.  Owens;  Repre- 
sentative Robert  Turner,  Mr.  Jack  Meadors,  Execu- 
tive Secretary  of  the  South  Carolina  Medical  Asso- 
ciation: Mrs.  Ruth  Townsend.  Child  Welfare  Con- 
sultant with  the  South  Carolina  Department  of 
Public  Welfare,  and  Mrs.  Josephine  Cannon,  Di- 
rector, South  Carolina  Children’s  Bureau.  It  was 
estimated  that  a period  of  up  to  one  year  would 
be  needed  to  study  these  subjects  in  depth  in  order 
to  make  proper  recommendations  to  the  Executive 
Committee  or  the  Legislature  for  changing  the 
law. 

The  State  Board  of  Health  has  requested  the 
State  Association’s  Committee  on  Industrial  Medi- 
cine, composed  of  Doctors  Hal  Jameson,  Chairman; 
Rufus  K.  Nimmons,  Jr.,  H.  Leon  Poole.  George  V. 
Rosenberg,  Joseph  L.  Goodman.  Allen  R.  Slone,  and 
Dexter  M.  Evans,  to  serve  as  a nucleus  for  an 
Advisory  Committee  on  Occupational  Health  to  the 
State  Board  of  Health,  along  with  a representative 
of  the  textile  industry  (James  McAden),  and 
others,  including  representatives  from  the  Indus- 
trial Commission,  the  Departments  of  Labor,  Agri- 
culture. and  Vocational  Rehabilitation.  This  Com- 
mittee recognized  the  need  for  a Division  of  Occu- 
pational Health  within  the  State  Board  of  Health 
and  pledged  support  toward  this  endeavor.  The 
State  Board  of  Health  now  has  a physician  trained 
in  occupational  health  and  industrial  medicine  on 
its  staff. 

A Laboratory  Advisory  Committee  has  been  ap- 
pointed by  the  Executive  Committee  to  act  as  an 
advisory  group  to  the  State  Health  Officer  and 
the  Laboratory  Division  of  the  State  Board  of 
Health.  This  Committee  is  composed  of  Doctors 
Albert  Cannon,  Claude  W.  Delia,  DuBose  Dent, 
E.  A.  Dreskin,  D.  W.  Ellis,  D.  J.  Grainer,  John 
Manos,  Forde  Mclver,  and  H.  R.  Pratt-Thomas. 
These  members  have  provided  much  guidance  to 
the  State  Board  of  Health  in  the  expanding  activi- 
ties in  the  laboratory  health  field. 

The  Executive  Committee  also  established  a 
Dental  Health  Advisory  Committee  to  advise  the 
State  Board  of  Health  in  all  matters  pertaining  to 
dental  health,  with  Dr.  Howard  B.  Higgins,  Dental 


Ben  Miller,  M.D..  Secretary 

Association  representative  on  the  Executive  Com- 
mittee, as  chairman;  Dr.  Fred  D.  Lewis,  director 
of  Dental  Health  of  the  State  Board  of  Health,  as 
executive  secretary;  Dr.  Hilla  Sheriff,  director  of 
Maternal  and  Child  Health;  Dr.  R.  W.  Ball,  direc- 
tor of  Crippled  Children;  four  dentists  (one  from 
each  dental  district  in  the  State'  who  are  engaged 
in  the  practice  of  dentistry  in  South  Carolina,  to  be 
appointed  by  the  president  of  the  State  Dental 
Association;  and,  ex  officio,  the  State  Health  Of- 
ficer and  the  President  of  the  State  Dental  Asso- 
ciation. The  four  dentists  named  by  the  president 
of  the  Dental  Association  are  Doctors  William  Draf- 
fin,  Gordon  Stine,  Townsend  Holt,  and  James  T. 
Atkins.  This  group  will  prove  to  be  a valuable  ad- 
junct to  the  dental,  maternal  and  child  health,  and 
crippled  children’s  programs. 

It  is  believed  that  these  newly  created  advisory 
committees  in  the  areas  of  occupational  health, 
laboratory  services,  and  dental  health,  along  with 
the  long-established  advisory  groups  to  such  pro- 
grams as  maternal  and  child  health,  crippled  chil- 
dren, hospital  licensing  and  construction  'Hill-  Bur- 
ton), heart,  cancer  and  tuberculosis,  will  enhance 
the  activities  of  the  State  Board  of  Health,  will 
permit  a wider  interpretation  of  its  functions,  and 
will  improve  the  efficiency  of  the  Executive  Com- 
mittee. 

The  1967  Legislature  enacted  the  Atomic  Energy 
and  Radiation  Control  Act  and  assigned  to  the 
State  Board  of  Health  responsibility  for  regulation 
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and  control  of  ionizing  radiation  sources.  The  act 
provides  for  a Technical  Advisory  Council  to  be 
appointed  by  the  Governor,  who  has  appointed  the 
following  members:  Dr.  George  Brunson,  repre- 
senting the  South  Carolina  Medical  Association; 
Dr.  Henry  T.  Little,  representing  the  South  Caro- 
lina Dental  Association;  Dr.  U.  Hoyt  Bodie,  repre- 
senting the  South  Carolina  Radiological  Society; 
Mr.  Robert  R.  Wilkie  of  the  W.  R.  Grace  Com- 
pany, representing  the  Associated  Industries  of 
South  Carolina;  and  Dr.  Lyle  W.  Sherman,  repre- 
sentative of  the  State  at  large  “having  recognized 
knowledge  in  the  field  of  ionizing  radiation  and 
its  biological  effects.”  The  duty  of  this  council 
is  de'ined  as  that  “of  advising  the  Department 
( State  Board  of  Health)  on  matters  pertaining  to 
ionizing  radiation  and  standards,  rules  and  regu- 
lations to  be  adopted,  modified,  promulgated  or 
repealed.” 

No  cases  of  poliomyelitis  occurred  in  the  State 
during  the  year  1967.  In  colaboration  with  the 
South  Carolina  Medical  Association  and  the  South 
Carolina  Pediatric  Society,  the  State  Board  of 
Health  has  given  major  emphasis  to  measles  im- 
munization. A mass  measles  eradication  program 
was  begun,  and  it  is  believed  that  this  disease  has 
been  practically  eliminated  from  the  epidemic 
diseases  in  this  State.  It  is  estimated  that  more 
than  80%  of  all  susceptible  school-aged  children 
have  been  immunized  through  this  joint  statewide 
program  and  that,  if  during  1968  continued  emphasis 
is  given  to  immunizing  the  children  of  preschool 
(|  age,  measles  wall  actually  become  another  disease 
r the  past. 

A special  committee  appointed  by  the  Governor 
to  consider  the  future  role  of  the  South  Carolina 
Sanatorium  recommended  that  it  be  placed  under 
the  administration  of  the  State  Board  of  Health 
and  converted  into  a chronic  respiratory  disease 
(including  tuberculosis)  center,  providing  acute, 
extended,  and  nursing  home  care,  with  extensive 
rehabilitation  services  integrated,  interwoven,  and 
coordinated  into  the  total  treatment  program  of 
the  hospital. 

The  State  Board  of  Health  is  actively  participat- 
j ing  with  the  Medical  College  and  the  statewide  can- 
I:  cer  and  heart  clinics  in  the  development  of  the 
I regional  program  aimed  at  cancer,  heart  disease. 

| and  stroke.  Application  has  been  made  for  an  op- 
erational grant  through  this  program  to  develop  a 
> cervical  cancer  screening  program  in  cooperation 
i|  with  the  local  health  departments  in  Florence, 
Darlington,  and  Marlboro  counties. 

Continued  efforts  are  being  made  to  safe-guard  the 
i!  health  of  our  people  through  improving  and  ex- 
panding environmental  sanitation  activities  in  our 
State.  The  State  Board  of  Health  is  attempting  to 
provide  uniform  qualitative  and  quantitative  in- 
| spection  of  restaurants  and  dairies  throughout  the 
ij  State.  Samples  of  drinking  water  from  cities  and 
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towns  in  the  State  are  being  collected  and  brought 
to  the  State  Board  of  Health  Laboratory  for  ex- 
amination. This  is  the  first  time  that  the  State 
Board  of  Health  has  been  able  to  perform  bacterio- 
logical and  chemical  analyses  on  municipal  water 
supplies. 

Under  a grant  from  the  U.  S.  Public  Health  Serv- 
ice, the  State  Board  of  Health  is  surveying  the 
State  to  determine  the  extent  of  the  solid  waste 
problem.  In  conjunction  with  the  Public  Health 
Service,  a statewide  campaign  to  eradicate  the 
Aedes  aegypti  mosquito  is  being  continued  through 
control  of  the  breeding  places  and  through  aerial 
and  ground  applications  of  insecticides. 

The  State  Board  of  Health  has  experienced  de- 
lays in  receiving  reports  of  births  and  deaths  be- 
cause of  a serious  lack  of  cooperation  of  physicians 
in  certain  areas  of  the  State.  Laxity  in  filing  these 
certificates  affects  the  quality  of  the  statistical 
data.  The  law'  requires  that  the  birth  certificate  be 
filed  by  the  attending  physician  within  ten  days 
after  birth,  and  that  the  medical  certification  in 
filing  these  records  in  compliance  with  the  law  is 
urgently  requested. 

Some  internal  reorganization  of  the  State  Board 
of  Health  is  being  attempted.  This  is  designed  to 
allow  for  expansion  or  change  within  designated 
programs,  and  for  the  addition  of  new7  programs 
as  they  are  developed.  It  is  planned  that  even- 
tually there  will  be  seven  bureaus,  headed  by  a 
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bureau  chief,  with  divisions  as  they  now  exist 
placed  under  the  proper  bureau  and  headed  by 
division  directors;  and  with  sections,  placed  under 
appropriate  divisions  where  necessary.  This  plan 
has  been  approved  in  principle  by  the  Executive 
Committee  and  some  of  the  background  work  to- 
ward implementation  has  begun.  Nine  well-qualified 
physicians  have  been  recruited  and  employed  for 
the  central  office  and  county  health  departments. 
They  are  Dr.  Donald  Robinson,  Dr.  Judith  Hood, 
Dr.  James  E.  Padgett,  and  Dr.  Harriet  E.  Pinner 
of  the  Central  Office,  and  Dr.  Ronald  W.  Penick, 
Greenville,  Dr.  Susanne  G.  Black,  Marlboro,  Dr. 
Cecil  Jacobs  who  replaced  Dr.  L.  P.  Varn  in 
Charleston,  Dr.  Bessie  Mae  Beach,  M.  & I. 
Clinic  in  Greenville,  and  Dr.  Arthur  Di  Salvo,  em- 
ployed at  the  Communicable  Disease  Center,  who 
will  be  the  replacement  for  Dr.  Eleanor  Townsend 
who  has  retired  as  director  of  the  Laboratory. 

The  State  Board  of  Health  in  cooperation  with  the 
Medical  College  of  South  Carolina  is  developing 
a program  of  preceptor  training  in  preventive  medi- 
cine and  public  health  for  medical  students.  It  is 
anticipated  that  approximately  three  to  four  ex- 
ternship awards  a year  can  be  given  medical  stu- 
dents for  a three-month  period. 

The  new  and  modern  J.  Marion  Sims  Building, 
in  which  the  administrative  offices  and  Laboratory 
of  the  State  Board  of  Health  are  located,  has  a 
300-seat  auditorium  and  seven  conference  rooms, 
seating  from  15  to  80  persons,  which  we  wish  to 
make  available  to  medical  and  other  groups  for 
meetings,  conferences,  seminars,  and  committees. 

Respectfully  submitted, 

W.  Wyman  King,  M.D.,  Chairman 


Cooperative  Activities  Committee 

Dr.  Benton  Burns  of  Sumter,  chairman  of  the 
Advisory  Committee  to  the  Woman's  Auxiliary,  is 
out  of  the  country  in  Vietnam  and  no  report  is 
available,  however  he  has  been  in  active  contact 
with  the  auxiliary’s  executive  board  throughout  the 
year  in  connection  with  this  work. 

There  is  no  report  from  the  chairman  of  the 
AMA-ERF  Committee.  I decided  to  submit  this 
report  briefly  as  chairman  of  the  Cooperative  Ac- 
tivities Committee.  The  AMA-ERF  collected  $4,445.00 
from  members  of  the  S.  C.  Medical  Association  dur- 
ing the  year  1967.  You  will  probably  recognize  that 
this  is  a favorable  report  compared  to  the  other 
years.  This  is  also  as  you  know  a voluntary  con- 
tribution on  the  part  of  the  members  of  the  Associa- 
tion. 

The  work  of  the  Cooperative  Activities  Committee 
during  the  year  1967-68  was  done  chiefly  by  the 
Sub-committees.  All  of  our  Sub-committees  are 
Chaired  by  men  who  are  interested  in  organized 
medicine  in  our  state  Association  and  they  have 
each  done  an  outstanding  job.  Several  of  these 
committees  have  had  excellent  programs  namely 
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the  Committee  on  Medical  Aspects  of  Sports,  Chair- 
maned by  Dr.  Judson  Hair  of  Clemson  and  the 
Committee  on  Religion  and  Medicine,  Chairmaned 
by  Dr.  N.  B.  Baroody  of  Florence.  These  public 
meetings  have  brought  much  favorable  comment 
from  the  laymen  of  our  state  and  these  two  gentle- 
men are  to  be  congratulated  along  with  the  mem- 
bers of  their  committee  on  this  excellent  report 
for  the  year.  The  Committee  on  Public  Welfare, 
Vocational  Rehabilitation  and  Crippled  Children’s 
Society  are  well  established  committees  headed  by 
men  of  great  experience  and  dedicated  to  organ- 
ized medicine.  These  committees  naturally  do  not 
have  public  meetings  but  are  the  real  foundation  of 
organized  medicine  in  this  state.  Dr.  Clay  Evatt 
of  Charleston,  Dr.  Ben  Miller  of  Columbia,  and  Dr. 
Joe  Waring  of  Charleston  and  their  committees 
have  again  functioned  well  for  our  state  Associa- 
tion. 

Cooperative  Activities  Committee 

Harold  P.  Hope.  M.D.,  Chairman 


Subcommittee  on  Alcohol  and  Drug 
Addiction  of  the  Cooperative 
Activities  Committee 

The  Committee  on  Alcohol  and  Drug  Addiction 
has  been  quite  active  during  the  past  year.  We 
have  had  numerous  meetings.  The  Committee  has 
been  active  in  spearheading  an  involuntary  com- 
mitment law  for  the  alcoholic.  Through  the  efforts 
of  this  Committee  after  consultation  with  Council 
and  a poll  of  the  House  of  Delegates,  we  sponsored 
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an  involuntary  commitment  law  which  is  to  come  be- 
fore the  Legislature  in  the  Spring  of  1968.  The  var- 
ious members  of  this  Committee  participated  in 
two  state-wide  programs  on  the  lay  education  of 
alcohol  problems.  The  Committee  has  also  been 
active  in  consultation  with  another  bill  for  a “crown 
tax”  on  the  sale  of  alcoholic  beverages,  the  money 
to  be  used  for  treatment  centers  around  the  State. 

The  Committee  is  also  drafting  a statement  of 
policy  for  ratification  by  the  House  of  Delegates  at 
the  May  Convention  as  well  as  other  treatment 
and  education  programs. 

Robert  S.  Solomon,  Chairman 


Mental  Health  Committee 

No  formal  meeting  of  this  committee  was  held 
during  this  year.  There  were  several  informal  dis- 
cussions between  several  of  the  members  at  var- 
ious times  during  the  year,  particularly  at  meetings 
of  the  South  Carolina  District  Branch  of  the  Ameri- 
can Psychiatric  Association.  There  were  several 
informal  discussions  concerning  the  bill  for  the 
licensing  of  psychologists.  This  bill  has  passed  the 
State  Legislature  and  is  expected  to  be  signed  into 
law  by  the  governor.  Most  of  the  controvesial  fea- 
tures in  previously  proposed  bills  appear  to  have 
been  resolved,  and  the  provisions  of  the  bill  do 
not  seem  to  significantly  weaken  the  Medical  Prac- 
tices Act  in  regard  to  diagnosis  and  treatment  of 
the  mentally  ill. 

There  has  been  a slow,  gradual  improvement  and 
extension  in  the  coverage  of  mental  illness  by 
various  insurance  carriers.  We  regret  to  report 
that  the  South  Carolina  Medical  Care  Plan  has  been 
the  least  progressive  in  improving  insurance  cover- 
age for  emotional  and  mental  disorders.  It  is  hoped 
and  recommended  by  this  committe  that  the  South 
Carolina  Medical  Care  Plan  be  urged  to  extend 
their  coverage  in  this  area. 

James  B.  Galloway,  M.D.,  Chairman 


Committee  on  Maternal  Mortality 

The  report  of  this  committee  was  published  as  an 
article  in  the  Journal  in  the  February  issue  (Vol- 
ume 64,  page  41). 


Mental  Retardation  Committee 

No  meeting  of  the  Mental  Retardation  Committee 
was  held  during  the  past  year  since  no  business 
of  any  consequence  was  brought  to  my  attention. 

B.  Owen  Ravenel,  M.D.,  Chairman 


Report  of  the  Committee  on 
Public  Relations 

This  committee  has  carried  on  a number  of 
varied  activities  during  the  year.  One  was  the 
staging  of  the  annual  conference  of  County  Medi- 
cal Society  Officers  in  Columbia.  This  year’s  meet- 
ing was  better  attended,  with  some  50  persons 
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on  hand.  It  is  felt  that  this  meeting  is  a valuable 
one  and  it  is  regretted  that  more  members  of  the 
Association  do  not  take  advantage  of  hearing  dis- 
cussion of  affairs  which  are  very  pertinent  to  all 
of  us.  The  programs  have  included  discussion  of 
such  things  as  Medicare,  Title  XIX,  Blue  Cross- 
Blue  Shield,  commercial  insurance,  and  other  mat- 
ters of  a similar  nature. 

The  committee  has  furnished  to  the  senior  medi- 
cal students  at  the  Medical  College  of  South  Caro- 
lina a leaflet  detailing  the  types  of  insurance  avail- 
able to  members  of  the  Association  and  has  also 
distributed  to  them  the  introductory  pamphlet 
which  is  sent  to  new  members  of  the  Association. 

The  subcommittee  on  Public  Information  con- 
tinues to  function.  It  now  supplies  a weekly  article 
to  12  newspapers  of  the  state.  Reception  of  the 
material  has  been  good,  though  not  all  the  papers 
publish  all  the  articles.  It  is  believed  that  this  is 
a very  useful  activity.  In  a recent  poll  of  reader- 
interest  in  the  Charleston  News  and  Courier,  this 
column  received  a very  favorable  rating.  This 
newspaper  publishes  the  column  regularly  every 
week  and  the  others  with  some  less  regularity. 

Dr.  Winston  Godwin  of  our  committee  attended 
the  AMA  Communications  Conference  in  Chicago 
and  brought  back  many  impressions  of  value  to  the 
committee. 

The  chairman  has  served  on  several  committees 
of  the  South  Carolina  Hospital  Association,  assist- 
ing in  preparation  of  pamphlets  on  cost  of  medical 
care  and  news  codes.  The  first  item  has  been 
distributed  through  our  executive  secretary’s  News- 
letter to  all  the  members  of  the  Association  and  the 
second  item  has  been  sent  to  all  county  medical 
societies. 

Your  chairman  has  also  worked  with  Mr.  Elliott 
Taylor  of  the  Greenville  General  Hospital  in  the 
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preparation  of  exhibits  of  medical  interest  for  the 
Greenville  Health  and  Science  Fair. 

Jospeh  I.  Waring,  M.D.,  Chairman 

Report  of  the  Advisory  Committe  to  the 
Crippled  Children  Society 

This  committee  has  had  no  active  problems  this 
year  but  keeps  in  touch  with  the  activities  of  the 
Society.  It  is  recommended  that  this  committee  be 
continued.  It  meets  regularly  at  the  time  of  the 
annual  meeting  of  the  South  Carolina  Medical  As- 
sociation. 

Joseph  I.  Waring,  M.D.,  Chariman 


Report  of  the  Committee  on 
Historical  Medicine 

For  some  years  past  the  only  activity  of  this 
committee  has  been  in  the  matter  of  the  produc- 
tion of  the  first  and  second  volumes  of  the  history 
of  medicine  in  South  Carolina.  The  second  volume 
covering  the  span  from  1825-1900  appeared  in  the 
latter  part  of  the  year  and  has  been  well  received. 

When  the  first  volume  was  produced,  it  was 
sent  free  to  all  members  of  the  Association  who 
applied  for  it.  Since  additional  funds  were  needed 
for  the  publication  of  Vol.  2 it  was  decided  to  make 
a charge  of  $3.25  for  this  second  volume.  The  As- 
sociation undertook  to  underwrite  the  total  cost  and 
much  of  the  obligation  has  already  been  discharged 
through  the  sale  of  the  two  volumes. 

It  is  recommended  that  this  committee  continue 
to  function,  perhaps  in  producing  a third  volume 
of  history  to  cover  the  period  from  1900  to  nearly 
the  present  time. 

Joseph  I.  Waring,  M.D.,  Chairman 


Report  of  Eve-Bank  Committee 

The  South  Carolina  Eye-Bank  is  a non-profit 


organization  whose  function  is  to  provide  eye  tissue 
for  physicians  needing  it  for  patients  with  certain 
types  of  eye  disorders.  It  performs  this  service 
without  charge  to  the  physician  or  the  patient.  In 
South  Carolina  7,402  persons  have  donated  their 
eyes  for  use  after  death  by  the  Eye-Bank.  In 
order  to  meet  the  increasing  need  for  eye  tissue, 
there  should  be  many  times  this  number  of  donors. 
Since  January  1,  1967,  the  Eye-Bank  has  handled 
a total  of  69  eyes,  48  of  which  came  from  S.  C. 
donors.  The  remaining  number  were  obtained  from 
other  eye-banks  for  use  by  South  Carolina  physi- 
cians. Sixty  of  these  eyes  were  used  in  corneal 
transplant  operations  and  the  remaining  nine 
were  used  for  research.  The  S.  C.  Eye-Bank  is  a 
member  of  the  Eye-Bank  Association  of  America. 
This  organization  is  under  the  sponsorship  of  the 
American  Academy  of  Ophthalmology  and  Otolaryn- 
gology. Its  purpose  is  to  coordinate  and  control  the 
standards  of  practice  and  ethics  of  its  member 
eye-banks  and  to  keep  the  public  informed.  At  its 
Annual  Meeting  held  in  Chicago  in  October  of 
1967,  the  S.  C.  Eye-Bank  was  represented  by  Dr. 
Clay  Evatt,  Jr.,  Medical  Director,  Mrs.  R.  F. 
Neidhardt,  Executive  Secretary,  and  R.  F.  Nied- 
hardt,  Delegate. 

John  H.  Young,  M.D.,  Chairman 


Advisory  Committee  to  Dept,  of 
Public  Welfare 

The  Advisory  Committee  to  the  Department  of 
Public  Welfare  has  not  been  called  upon  for  any 
work  during  the  year.  This  completes  our  report. 

Clay  W.  Evatt,  M.D.,  Chairman 


Medical  Advisory  Committe  to  the 
South  Carolina  Vocational 
Rehabilitation  Department 

(Subcommittee  of  the  Committee  on 
Cooperative  Activities) 

A mutual,  beneficial,  and  cordial  relationship 
exists  betwen  the  SCMA  Medical  Advisory  Com- 
mittee and  the  Vocational  Rehabilitation  Agency. 
The  Chairman  is  directly  involved  in  the  agency, 
and,  thus  is  able  to  use  the  resources  of  the  com- 
mittee as  a whole  as  well  as  individual  members  of 
the  group  in  relating  organized  medicine  to  the 
actions  of  the  agency. 

A formal  meeting  of  the  committee  with  the 
agency  was  held  January  18,  1968.  Source  infor- 
mation was  furnished  the  committee  by  key  mem- 
bers of  the  agency,  including  Dr.  Dill  D.  Beckman. 
Director:  Mr.  J.  E.  Hammett,  Deputy  Director; 
Dr.  Richard  E.  Hardy,  Chief  Psychologist  and 
Training  Officer;  Dr.  M.  E.  Borgstedt,  Psychiatric 
Consultant;  and,  others. 

The  role  of  the  agency  in  its  work  with  the 
South  Carolina  Sanatorium  was  discussed  by  Dr. 
Beckman.  The  Governor  appointed  a committee 
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to  study  the  future  potentials  of  the  Sanatorium. 
Dr.  Beckman  served  on  the  committee  along  with 
Dr.  E.  Kenneth  Aycock,  Dr.  William  M.  McCord, 
Mr.  Burnell  Sloan,  and  Mr.  William  M.  Wilson.  Dr. 
Aycock  served  as  Chairman  of  the  committee.  The 
final  recommendations  of  the  committee  after  ex- 
tensive study  were  as  follows:  It  was  recom- 
mended that  the  Sanatorium  be  expanded  to  in- 
clude evaluation  and  care  of  chronic  respiratory 
diseases  and  that  the  Sanatorium  be  put  under  the 
direction  of  the  State  Board  of  Health.  The  Voca- 
tional Rehabilitation  Agency  is  to  continue  in  its 
role  of  rehabilitation  assistance  to  patients.  The 
Medical  Advisory  Committee  to  Vocational  Rehabil- 
itation went  on  record  as  approving  the  recom- 
mendations of  the  Governor’s  Committee. 

Dr.  Ben  Miller  discussed  the  role  of  Vocational 
Rehabilitation  Agency  and  other  State  and  Private 
Agencies  dealing  with  health  as  such  activities  re- 
late to  Title  XVIII,  Title  XIX,  and  Title  V.  The 
contractual  relationship  between  various  agencies 
in  implementing  the  Titles  was  discussed.  Since 
the  committee  recognized  that  this  was  an  active 
developing  field  the  summarized  material  was 
taken  as  information. 

Dr.  Peter  Gazes  reported  on  the  Regional  Med- 
ical Program,  directed  by  Dr.  Charles  P.  Sum- 
merall.  The  purpose  of  the  Regional  Medical 
Program  was  stated  “to  improve  the  care  of  pa- 
tients with  heart  disease,  stroke  and  cancer  through 
continued  education  and  training”.  Dr.  Beckman 
and  other  members  of  the  agency  discussed  this 
program  and  it’s  relation  to  the  State  Agency.  Dr. 
Kenneth  Aycock,  State  Health  Officer  and  member 
of  the  committee,  discussed  federal  programs  as 
this  relates  to  the  Department  of  Health  as  well 
as  the  State  Rehabilitation  Agency.  He  stated  that 
efforts  were  being  made  to  have  the  South  Caro- 
lina Sanatorium  certified  so  that  it  could  partici- 
pate in  federal  funds  available  under  Title  XVIII, 
and  Title  XIX. 

Mr.  Hammett,  Deputy  Director  of  the  agency, 
discussed  hospital  costs  and  methods  of  reimburse- 
ment to  hospitals  as  worked  out  by  the  State  Hos- 
pital Association  and  the  various  State  Agencies 
participating  in  health  care. 

The  committee  offers  this  report  as  information 
to  the  over-all  committee,  SCMA  Committee  on 
Cooperative  Activities,  to  Council,  and  to  the  House 
of  Delegates.  It  is  the  feeling  of  the  commitee  that 
it  is  playing  an  important  role  in  relating  organ- 
ized medicine  to  State  Agencies  dealing  in  health 
and  it  is  felt  that  this  activity  should  be  continued. 

Ben  N.  Miller,  M.D.,  Chairman 


Legislative  Committee  Meeting 
October  12,  1967  at  2:00  p.m. 

Present  were  Dr.  Michael  F.  Patton,  Mr.  M.  L. 
Meadors,  Donald  G.  Kilgore,  Jr.,  M.D.,  Chairman. 
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The  following  items  of  business  were  considered. 
It  was  felt  that  another  Osteopathic  Bill  would 
undoubtedly  be  offered  this  year  and  that  we 
should  wait  for  the  report  of  the  Committee  of  the 
Legislature  appointed  to  study  the  osteopathic  sit- 
uation before  taking  any  definite  action.  It  was 
mentioned  that  this  committee  contemplated  visit- 
ing a school  of  osteopathy.  Our  Committee  suggests 
that  Council  might  recommend  that  the  President 
of  USC  or  some  other  professional  non-physician 
educator  accompany  this  committe  to  assess  teach- 
ing standards  so  that  no  charge  of  bias  could  be 
leveled  against  the  Committee  when  its  report  is 
submitted. 

A special  committee  headed  by  Dr.  Hilla  Sheriff 
is  studying  the  needs  of  a new  Abortion-Steriliza- 
tion Law.  It  was  felt  that  her  committee  should 
make  its  report  before  any  action  by  the  Legisla- 
tive Committee  is  taken. 

Sample  bills  were  studied  concerning  making 
blood  transfusion  a medical  service  rather  a com- 
modity with  an  implied  warranty.  It  was  felt  that 
the  recently  passed  Tennessee  Law  which  in- 
cludes not  only  blood  and  blood  products  but  also 
all  human  tissue  (bone,  corneas,  etc.)  would  be 
more  desirable  for  South  Carolina.  The  Commit- 
tee urged  that  the  Coroner-Medical  Examiner  Bill 
previously  approved  by  the  Council  and  House  of 
Delegates  be  actively  supported  and  passed  this 
year.  A law  concerning  advertising  by  members 
of  the  healing  arts  from  Kentucky  was  felt  to  have 
many  desirable  features.  The  Committee  felt  this 
act  should  be  examined  by  Council  and  if  they 
also  favored  it,  it  should  be  introduced  into  the 
next  Legislature.  The  Chairman  asked  Mr.  Meadors 
to  supply  him  with  a list  of  the  County  Medical 
Society  Officers  in  order  to  revise  the  list  of  key 
men  to  contact  the  Legislature  this  year  when  it 
became  necessary. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Donald  G.  Kilgore,  Jr  ..M.D..  Chairman 
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Supplementary  Report 

No  more  formal  meetings  of  the  committee  have 
been  held.  Apparently  no  new  osteopathic  legisla- 
tion will  be  brought  up  this  year  because  of  the 
recommendation  of  the  Osteopathic  Investigation 
Committee  appointed  by  the  legislature  last  year. 

S754  introduced  by  Senator  Frank  C.  Owens  at  the 
request  of  the  Association  would  dispense  with  the 
legally  “implied  warranties  of  merchantability  and 
fitness”  in  connection  with  a contract  for  the  sale, 
procurement,  distribution,  etc.  of  blood  and  its  de- 
rivatives and  other  human  tissues  and  define  the 
transplanting,  transfusion,  and  other  transfer  of 
such  substances  as  “a  medical  service”.  This  bill 
would  protect  the  physician  from  being  liable  be- 
cause of  inadvertent  transfer  of  organisms  or  dis- 
ease existent  in  the  blood  or  tissue  transfused  or 
transplanted.  This  bill  has  passed  the  Senate  and 
awaits  action  by  the  House  of  Representatives  at 
the  present  time. 

S737  preventing  advertising  by  professional  men 
was  introduced  into  the  Senate  but  has  met  strong 
opposition  from  the  chiropractors.  At  this  time  a 
public  hearing  has  been  requested  before  the  Judi- 
ciary Committee. 

Other  bills  of  interest  in  the  medical  profession 
are  a provision  for  a licensing  board  for  psycholo- 
gists and  a redefinition  of  the  practice  of  podiatry. 

These  bills  are  presently  under  study  in  the  medical 
affairs  committee  of  the  Senate. 

Donald  K.  Kilgore,  Jr.,  M.D.,  Chairman  ,0,ln  Hawk,  M.D. 

Alternate  Delegate  to  AMA 


Mediation  Committee 

An  organizational  meeting  was  held  in  May  1967 
following  the  meeting  of  the  South  Carolina  Med- 
ical Association.  Dr  .Swift  C.  Black  was  elected 
President,  Dr.  Francis  P.  Owings  was  elected 
Vice  President,  Dr.  Donald  G.  Kilgore,  Jr.  was 
elected  Secretary.  No  further  business  was  trans- 
acted at  this  meeting. 

On  November  1,  1967  a meeting  of  the  Mediation 
Committee  was  held  following  the  joint  meeting  with 
the  Medical  Specialty  Consultants.  At  this  meeting 
five  cases  were  discussed,  and  appropriate  action 
was  taken.  No  further  meetings  were  planned 
until  the  annual  meeting  of  the  South  Carolina 
Medical  Association  in  May,  1968. 

Donald  G.  Kilgore,  Jr.,  M.D.,  Secretary 


Minutes  of 

SCMA  Mediation  Committee 
and 

Medical  Specialty  Consultants  Meeting 

A meeting  of  the  SCMA  Mediation  Committee 
and  Medical  Specialty  Consultants  was  held  in  the 
Board  Room  of  the  Blue  Cross — Blue  Shield  Build- 
ing on  November  1,  1967  at  1:30  P.M.  The  following 
physicians  were  present: 

Mediation  Committee 


W .A.  Black,  M.D. 

R.  G.  Latimer,  M.D. 

Donald  G.  Kilgore,  Jr.,  M.D. 
Max  A.  Culp,  M.D. 

Swift  C.  Black,  M.D. 

John  W.  Rheney,  Jr.,  M.D. 
Francis  P.  Owings,  M.D. 
Medical  Specialty  Consultants 
Erwin  C.  Nolte,  M.D. 

Leon  S.  Bryan,  M.D. 

C.  H.  Peebles,  M.D. 

• for  Edward  D.  Hopkins,  M.D.) 
R.  L.  Crawford,  M.D. 

W.  W.  Ledyard,  M.D. 

Rodney  Fitzgibbons,  M.D. 

J.  B.  Galloway,  M.D. 

George  W.  Brunson,  M.D. 

Daniel  W.  Davis,  M.D. 

Richard  C.  Slocum,  M.D. 

Plan  personnel  present: 

William  Sandow 
Gene  Porter 
Gene  English 
Linwood  Davidson 
Margaret  Fewell 
Leslie  Patterson 
Jack  Henley 
Dorothy  Reeder 
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Bil  Medlin 
Willene  Varnadoe 
Pat  Brazell 
Karl  Yager 

Also  present  were  Dr.  C.  J.  Lemmon,  Jr.,  Medi- 
cal Director  of  Blue  Shield  of  South  Carolina  and 
Dr.  J.  Hal  Jameson,  President  of  Blue  Shield  Board 
of  Directors. 

Dr.  Swift  C.  Black,  Chairman  of  the  Mediation 
Committee,  called  the  meeting  to  order  and  asked 
Dr.  Wells  to  lead  in  prayer.  Inasmuch  as  no  ob- 
jections were  voiced,  Dr.  Black  dispensed  with  the 
reading  of  the  minutes  to  conserve  time.  He  men- 
tioned that  the  pertinent  points  in  the  minutes 
would  be  brought  up  in  this  meeting.  He  then 
turned  the  meeting  over  to  Mr.  Jack  Henley,  Man- 
ager of  Professional  Relations  Department  of  Blue 
Shield  of  South  Carolina. 

Mr.  Henley  stated  that  Blue  Shield  of  South  Caro- 
lina, acting  as  Carrier  for  Part  B of  Medicare,  has 
been  given  the  responsibility  of  determining  reason- 
able charges  under  the  Program  and  that  certain 
guidelines  to  establish  the  “reasonable  charge”  are 
set  by  SSA.  In  its  first  efforts  to  establish  the 
reasonable  charge,  the  Underwriting  Department 
had  very  little  charge  data  available.  The  PSI 
(Professional  Service  Index)  was  used  to  calculate 
payments  for  Part  B of  Medicare  at  that  time, 
setting  the  unit  value  to  correspond  with  the  ex- 
pected charge  of  South  Carolina  physicians.  Ninety- 
seven  percent  of  the  procedures  were  found  to  be 
reasonable  under  the  reasonable  charge  estab- 
lished by  this  method.  At  a meeting  of  the  Media- 
tion Committee  eight  months  later,  it  was  found 
that  there  was  still  insufficient  data  to  base  the 
calculations  on  the  actual  charges  submitted  by 
physicians  throughout  the  state,  and  another  meet- 
ing was  scheduled  for  September  of  this  year, 
which  was  postponed  until  today’s  date. 

Mr.  Henley  then  explained  the  procedure  now 
being  used  to  make  payment  under  Part  B,  which 
has  been  approved  by  SSA.  This  involves  two 
criteria:  No.  1— Customary  charge.  This  is  the 
charge  the  physician  most  frequently  charges  all 
his  patients.  Criteria  No.  2 — Prevailing  fee.  This 
fee  is  the  usual  rate  charged  for  similar  services 
by  physicians  of  one  specialty  in  one  locality.  The 
customary  charge  will  be  paid  for  a procedure 
unless  the  customary  charge  exceeds  the  prevail- 
| ing  fee. 

Dr.  Dan  Davis  asked  how  often  the  customary 
charge  wras  changed,  or  if  it  was  kept  current, 
i Mr.  Henley  answered  that  if  Medicare  is  notified  of 
I a change  in  charge  by  a physician,  the  change 
t*,  would  be  made  effective  thirty  days  following  date 
f)  of  notification. 

The  matter  of  “areas”  was  discussed.  Mr.  Henley 
ij  stated  that  population  is  the  determining  factor 
j involved  as  the  law  requires  a geographic  area  dis- 


William  Perry,  M.D. 
Chairman  of  Council 


tinction.  South  Carolina  is  divided  into  three  areas; 
metropolitan,  urban  and  rural.  Mr.  Henley  read 
a list  of  the  counties  which  composed  each  of  the 
three  areas.  It  was  noted  that  the  area  in  which 
a physician  provided  services  is  irrelevant  since 
the  physician  is  paid  according  to  his  charge,  unless 
this  charge  exceeds  the  prevailing  fee.  The  pre- 
vailing fee  schedules  will  be  reviewed  annually. 

Dr.  Dan  Davis  asked  what  method  is  used  to 
establish  a charge  for  a rare  procedure  which  has 
not  been  coded.  Mr.  Henley  answered  that  queries 
would  be  sent  to  those  physicians  who  would  most 
likely  have  performed  the  same  procedure  to  ob- 
tain their  charge.  From  all  information  available, 
proper  steps  would  be  taken  to  insure  the  correct- 
ness of  a reasonable  charge  for  the  procedure.  Dr. 
Davis  also  inquired  if  charges  of  physicians  at  the 
Medical  College  were  included  in  the  calculations, 
to  which  Mr.  Henley  replied  that  charges  of  all 
hospital-based  physicians  are  excluded. 

Mr.  Henley  asked  that  the  physicians  refer  to  the 
packet  each  had  received  and  look  at  the  letter  and 
individual  profiles  included.  He  explained  that  these 
packets  would  be  sent  to  all  physicans  requesting 
that  any  discrepancies  be  corrected,  and  a copy 
was  to  be  retained  in  the  physician’s  office  and  a 
copy  returned  to  Medicare.  Dr.  Black  inquired  if 
Blue  Shield  as  Carrier  for  Part  B of  Medicare  in- 
tended to  assign  a procedure  code  when  these  pro- 
files were  returned  by  the  doctors.  Mr.  Henley  re- 
plied that  procedure  codes  would  be  assigned  and 
a manual  distributed  to  South  Carolina  physicians 
Dr.  Davis  observed  that  this  would  be  of  value  since 
it  appeared  to  be  evident  that  many  of  the  prob- 
lems have  been  created  by  misunderstanding  and 
misinterpretation  of  terminology.  At  this  point  there 
was  a general  discussion  regarding  the  proper 
method  of  filing  claims  for  procedures  done  in  a 
doctor’s  office,  and  those  done  in  a hospital.  Mrs. 
Pat  Brazell  responded  to  questions  from  the  floor 
in  this  regard. 

Mr.  Sandow  mentioned  that  one  of  the  issues  be- 
fore the  Legislature  now  has  to  do  with  filing  of 
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outpatient  claims,  but  would  probably  not  be  re- 
solved before  19(58. 

Dr.  Dan  Davis  inquired  about  I be  possibility  of 
I he  physician  being  sent  a statement  of  the  amount 
paid  the  beneficiary  by  Medicare  in  non-assign- 
ment cases.  Dr.  Black  asked  how  much  additional 
paper  work  would  be  involved  in  sending  this  in- 
formation to  the  doctors.  Mr.  Sandow  injected  the 
thought  that  this  would  be  a question  of  whether 
Medicare  would  consider  this  as  an  allowable 
operating  cost.  Mr.  English  stated  that  this  was 
not  an  allowable  cost  under  our  present  cost  ap- 
portionment, and  clearance  would  be  necessary 
from  SSA.  He  added  that  from  past  experience,  he 
did  not  feel  this  would  be  granted.  Dr.  Black  asked 
about  the  regularity  of  meetings  between  SSA  and 
Medicare  Carriers.  Mr.  English  stated  that  Reg- 
ional Meetings  were  held  and  that  SSA  could  be 
reached  by  telephone  at  any  time. 

Dr.  Davis  commented  that  he  felt  one  particular 
problem  area  in  which  physicians  could  be  of  tre- 
mendous help  is  the  proper  itemization  of  receipts 
given  to  patients.  He  pointed  out  that  if  lack  of 
information  is  given,  the  possibility  of  this  pro- 
cedure falling  into  another  category  would  be 
quite  possible,  and  in  some  cases  the  patient  would 
not  receive  the  correct  reimbursement.  Dr.  Davis 
questioned  how  he  could  inform  his  patients  on 
the  proper  method  of  filing  Medicare  claims.  Mr. 
Henley  mentioned  the  workshops  that  have  been 
held  to  assist  doctors  and  medical  assistants  in 
claims  filing,  and  the  Medicare  Manual  which  is 
available.  He  emphasized  that  in  addition,  all 
personnel  would  be  glad  to  help  at  anytime  re- 
quested. 

Dr.  Ledyard  asked  where  the  refund  should  be 
sent  if  a patient  is  covered  by  Medicare  and  Blue 
Shield  and  the  payment  to  the  doctor  exceeds  the 
bill.  The  answer  given  by  Mr.  Henley  was  that 
the  patient  should  receive  the  refund  as  Blue  Shield 
pays  without  regard  to  Medicare  and  the  over- 
payment belongs  to  the  patient.  Dr.  Black  asked 
how  Medicare  would  reimburse  when  a patient 
had  other  coverage.  Mr.  English  advised  that  the 
Medicare  Law  states  that  Medicare  is  primary. 
Therefore,  Medicare  would  pay  regardless  of  other 
coverage.  Mr.  Patterson  noted  that  there  would  be 
cases  where  there  would  be  no  overpayment  in- 
volved, for  example,  subscribers  who  carry  Blue 
Shield  FEP.  Dr.  Wells  inquired  how  payment  could 
be  expedited  in  such  instances.  Mr.  Patterson  re- 
plied that  both  claims  should  be  submitted  at  the 
same  time,  since  the  amount  of  payment  under 
Blue  Shield  FEP  is  dependent  upon  the  amount 
Medicare  pays. 

Dr.  Davis  stated  that  he  is  not  being  paid  the 
same  way  he  was  a few  months  ago,  and  added 
that  if  Medicare  is  going  to  downgrade  payments, 
he  felt  the  doctors  should  be  notified.  Mr.  English 
stated  that  no  payments  had  been  downgraded, 
and  that  the  difference  in  payment  might  be  due 


to  the  fact  that  some  claims  were  filed  by  procedure 
while  others  were  filed  by  time.  Mr.  English  em- 
phasized if  the  claims  had  been  filed  in  the  same 
manner,  the  payments  would  have  been  the  same. 

Dr.  Slocum  reiterated  Dr.  Davis’s  comment  with 
regard  to  accurate  itemization  of  receipts  for 
paid  bills  by  the  physician’s  office,  stating  that 
he  felt  this  would  obviate  many  problems. 

Dr.  Davis  asked  if  adjustments  in  charges  were 
to  be  made  retroactive.  Mr.  English  said  they  would 
make  adjustments  in  charges  retroactive  on  re- 
quest for  the  interim  period  only.  Adjustments  will 
not  be  made  on  a continuing  basis. 

Dr.  Slocum  inquired  if  it  would  be  possible  for 
the  $50.00  deductible  for  Part  B of  Medicare  to  be 
spread  over  several  physicians  and  Mr.  English 
commented  that  we  have  no  control  over  this. 
Mr.  Sandow  commented  that  the  deductible  has 
caused  a great  deal  of  worry  and  confusion  and 
that  many  suggestions  have  been  made  in  the  leg- 
islative sessions  in  this  regard,  mainly  that  the 
deductible  be  completely  done  away  with  and  that 
Medicare  operate  on  an  across  the  board  co-in- 
surance. No  final  action  has  taken  place  in  this 
regard. 

Dr.  Black  adjourned  the  meeting  after  asking  if 
anyone  had  any  further  questions  or  comments 
lo  make. 

Donald  G.  Kilgore,  Jr.,  M.D.,  Secretary 


Medical  Services  Committee 

This  is  a new  committee,  having  been  formed 
by  Council  a year  and  a half  ago.  Its  duties  and 
functions  were  quite  broad,  comprehensive  and 
overlapping  with  other  previous  standing  commit- 
tees, making  it  difficult  to  formulate  any  specific 
assigned  tasks.  At  the  time  of  the  Medical  Services 
Committee’s  first  report  in  May,  1967,  certain 
recommendations  of  a broad  nature  were  made. 
This  year  the  committee  has  undertaken  to  ob- 
serve the  changes  that  are  occurring  in  the  prac- 
tice of  medicine  as  it  is  being  affected  by  the 
changing  positions  of  the  physician,  patient  and 
the  third  parties  such  as  private  insurance  car- 
riers, government  insurance  organizations,  Blue 
Shield  and  Medicare.  The  chairman  and  com- 
mittee members  have  tried  to  observe  and  in- 
fluence such  operations.  Recently  the  committee 
itself  has  been  enlarged  to  further  this  effort  and 
also  in  hopes  of  obtaining  a quorum  at  called  meet- 
ings. We  wish  to  report  a closer  cooperation  be- 
tween the  above  groups  mentioned  and  an  effort 
toward  a better  understanding  between  the  various 
parties  involved.  It  is  to  be  noted  that  Blue  Shield 
in  its  own  operations  and  as  the  fiscal  agent  for 
Medicare  is  attempting  in  every  way  possible  to 
cooperate  with  the  medical  profession.  The  South 
Carolina  Industrial  Commission  have  raised  their 
fees  to  a realistic  level.  The  OSIA  and  Vocational 
Rehabilitation  Department  are  making  an  effort 
to  do  the  same  and  their  fees  compare  favorable 
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with  those  in  other  states.  We  have  to  report  that 
unfortunately  the  State  Board  of  Health  at  present 
will  play  only  a secondary  role  in  the  administra- 
tion of  Medicaid  under  Title  19.  Much  work  remains 
to  be  done  in  the  field  of  Medicaid  before  we  think 
it  will  become  a satisfactory,  workable  program 
in  this  state. 

At  the  present  time  this  committee  is  in  the  pro- 
cess of  trying  to  determine  the  various  methods  by 
which  the  charity  patient  is  being  handled  under 
the  varied  conditions  in  the  forty-six  counties  of  the 
state.  We  also  are  obtaining  information  as  to  the 
present  status  of  the  organization  and  promulgation 
of  emergency  medical  care  in  the  individual  coun- 
ties of  the  state.  A further  report  will  be  made 
after  the  informaion  we  are  presently  obtaining 
can  be  analyzed. 

A.  Izard  Josey,  M.D.,  Chairman 


Committee  on  Industrial  Medicine 

The  Industrial  Fee  Schedule  which  occupied  most 
of  the  time  of  this  Committee  during  1966-67  went 
into  effect  January  1st.  of  this  year.  While  it  is 
too  soon  to  tell  the  full  impact  of  the  schedule 
at  this  early  date  it  is  felt  by  the  Committee  that 
it  will  result  in  a considerable  increase  in  fees 
to  those  doctors  handling  industrial  cases  in  this 
state. 


Committee  on  Infant  and  Child  Health 

The  committee  on  Infant  and  Child  Health  held 
no  formal  meeting  during  the  past  year.  However, 
at  different  times  there  were  conferences  between 
some  of  its  members  and  a project  seems  to  be 
taking  shape. 

One  of  the  statutory  requirements  of  The  Social 
Security  Act,  as  amended  Section  505(a)  requires 
each  state  to  have  a plan  which  provides  for  early 
identification  of  handicapping  conditions  of  children, 
especially  in  the  low  income  families. 

The  support  and  active  assistance  of  this  com- 
mittee will  be  essential  in  developing  a plan  with 
the  state  and  local  health  departments  for  carrying 
out  this  mandate  and  in  suggesting  methds  for 
referrals  and  appropriate  treatment  for  these  chil- 
dren. 

One  problem  with  which  this  committee  has 
been  concerned  during  the  past  couple  of  years  is 
that  of  implementing  the  state  law  for  mandatory 
PKU  testing  of  newborns.  During  the  past  year 
rules  and  regulations  regarding  PKU  testing  have 
been  completed  and  distributed. 

Respectfully  submitted, 

Casper  E.  Wiggins,  M.D.. 

Chairman 


COMMERCIAL  EXHIBITORS 


At  the  request  of  Dr.  Kenneth  Aycock,  State 
Health  Officer,  this  Committee  met  with  represen- 
tatives of  the  State  Health  Department  October  4, 
1967.  The  purpose  of  this  meeting  was  a discussion 
of  the  feasibility  of  establishing  a division  in  the 
department  for  occupational  health  and  injury  con- 
trol. It  was  pointed  out  that  rules  and  regulations 
relating  to  industries  in  South  Carolina  were  last 
published  in  1958.  Many  of  these  are  now  found 
to  be  obsolete  and  incomplete  and  there  is  need  for 
updating  these  and  a program  of  enforcement  to  be 
instituted.  Further  meetings  between  the  Com- 
mittee on  Industrial  Medicine  and  the  State 
Health  Department  will  be  scheduled  this  year. 


There  will  be  a meeting  of  the  Committee  on 
Industrial  Medicine  with  the  South  Carolina  In- 
dustiral  Commisison  on  March  27,  1968.  The  pur- 
pose of  this  meeting  is  to  review  the  Industrial  Fee 
Schedule  as  it  has  functioned  so  far  this  year; 
to  relate  to  the  Commission  some  of  the  problems 
concerning  compensation  cases,  and,  in  general 
| to  establish  a better  rapport  between  the  doctors 
| of  the  state  and  the  Industrial  Commission. 


I The  selection  of  an  advisory  committee  to  work 

(with  Dr.  Harold  Jervey  is  about  complete  and  it 
is  hoped  that  this  can  be  functioning  before  the 
year  is  out. 

J.  H.  Jameson,  M.D..  Chairman 
Respectfully  submitted, 

I 
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COMPANY  SPACE  NO. 

Geigy  Pharmaceuticals  1 

Columbia  Brace  Shop  2 

Parke  Davis  & Company  3 

Palmedico,  Inc.  6 

Floyd  Brace  Company  7 

Eli  Lilly  & Company  9 

Sandoz  Pharmaceuticals  10 

Ayerst  Laboratories  11 

Mallinkrodt  Pharmaceuticals  12 

Mead  Johnson  & Company  13 

Endo  Laboratories,  Inc.  14 

Ortho  Pharmaceutical  Corporation  15 

General  Electric  Company  17 

Acta-Fax  Busines  Machines  18 

Smith,  Miller  & Patch,  Inc.  19 

Warner-Chilcott  Laboratories,  Division  of 
Warner-Lambert  Company  20 

Lakeside  Laboratories  21 

Wachtel’s  Physician  Supply  Company  22 

Sealy  of  the  Carolinas,  Inc.  23 

G.  H.  Crawford  & Company  24 

Powers  and  Anderson  of  South  Carolina  25 
Astra  Pharmaceutical  Products.  Inc.  26 

William  P.  Poythress  & Company.  Inc. 

The  Stuart  Company  30 

Pfizer  Laboratories,  Division  of  Charles 
Pfizer  & Company,  Inc.  31 

Pepsi-Cola  Bottling  Company  32 
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Winchester  Surgical  Supply  Company  33 

A.  H.  Robins  Company  34 

Merck  Sharp  & Dohme,  Division  of 
Merck  & Company,  Inc.  35 

G.  D.  Searle  & Company  36 


Schering  Corporation  37 

Breon  Laboratories  Inc.  38 

Smith,  Kline  & French  Laboratories  39 

Ciba  Pharmaceutical  Company  40 

Arnar-Stone  Laboratories,  Inc.  41 


EXHIBITORS 


Geigy 

Space  No.  1 

Geigy  Pharmaceuticals  cordially  invites  mem- 
bers and  guests  of  the  association  to  visit  its  ex- 
hibit. The  exhibit  features  important  new  thera- 
peutic developments  in  the  management  of  cardio- 
vascular disease  as  well  as  current  concepts  in  the 
control  of  inflammation,  hypertension  and  edema, 
depression,  obesity,  and  other  disorders,  which 
may  be  discussed  with  representatives  in  attend- 
ance. 


Columbia  Brace  Shop 
Space  No.  2 

The  Columbia  Brace  Shop  will  display  Scientific 
Comfort  shoes  and  orthopedic  braces  and  supports. 


S.  E.  Massengill  Company 
Space  No.  8 

The  S.  E.  Massengill  Co.  of  Bristol,  Tenn.  will 
have  a display. 


Pepsi-Cola 
Space  No.  32 

Pepsi-Cola  Bottling  Company  invites  all  doctors 
and  their  wives  to  stop  by  booth  No.  32  for  a cold 
Pepsi-Cola. 


CIBA 

Space  No.  40 

Esimil  (R)  (10  mg.  guanethidine  monosulfate  and 
25  mg.  hydrochlorothiazide  CIBA)  is  a new  anti- 
hypertensive indicated  for  almost  all  forms  of  fixed 
and  progressive  hypertensive  disease,  and  for  sus- 
tained hypertension  which  cannot  be  controlled  with 
simpler  agents. 


Lakeside  Laboratories 

Exhibit  features  the  theme  “early  recognition 
and  rapid  improvement  of  depression”  and  shows 
how  to  save  valuable  case  history  taking  time 
by  way  of  an  easy  to  use  depression  rating  scale 
and  Lakesides  rapid  acting  antidepressant— Nor- 
pramin. 


Parke- Davis 
Space  No.  3 

Medical  service  members  of  our  staff  will  be  in 
attendance  at  the  Parke-Davis  booth  to  discuss  two 


new  products — Norlestrin(R)  1 mg.,  an  oral  con- 
traceptive and  Ponstel  <R)  <mefenamic  acid),  an 
oral  analgesic. 


Palmedico,  Inc..  Ethical  Pharmaceuticals 
Space  No.  6 

PALMEDICO  invites  you  to  visit  space  No.  6 
where  we  will  feature: 

AMPHAPLEX— the  "DIFFERENT”  anti-obesity 
product,  BESTA— Therapeutic  Multivitamin,  PALO- 
HIST— Antihistamine-decongestant. 


Floyd  Brace  Company 
Space  No.  7 

Floyd  Brace  Co.  of  Charleston,  S.  C.  will  display 
the  latest  line  in  lumbosacral  supports,  dorsolum- 
bar  supports,  hip  abduction  splints,  mastectomy 
sleeves  and  prosthesis  and  traction  equipment. 


Powers  and  Anderson 
Space  No.  25 

Will  exhibit:  W.  A.  Fiber  Optics  Sigmoidoscope, 
Pocket  Set  Ophthalmoscope,  Otoscope  set,  baby 
scales,  Pelton  Autoclave,  Sklar  stethoscope,  Hope 
Resuscitator,  Adjustable  Stool.  Wall  Mounted  Sphyg- 
momanometer, Hyfrecator,  Ames  Diagnostic 
Products  and  Handi  Vent.  Salesmen  in  charge  of 
exhibit  will  be  Robert  Ritter  and  Hampton  Howard. 


Winchester  Surgical  Supply  Company 
Space  No.  33 

WINCHESTER  SURGICAL  SUPPLY  COMPANY 
“Carolinas’  House  of  Service” 
Distributors  of  KNOWN  BRANDS  of  PROVEN 
QUALITY 
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WE  SERVICE  WHAT  WE  SELL 
Serving  the  Medical  Profession  of  South  Carolina 
since  1919.  This  will  be  our  48th  consecutive  meet- 
ing to  attend  and  exhibit. 

We  invite  you  to  visit  our  booth  No.  33  where 
you  can  see  and  examine  the  latest  in  Instruments 
and  Scientific  Apparatus.  Emory  Floyd,  Ray  Jack- 
son  and  R.  Murphy  Conder  will  be  there  to  greet 
you. 


AYERST  Laboratories 
Space  No.  11 

AYERST  Laboratories  extends  an  invitation  to 
visit  our  exhibit  where  ATROMID-S  and  PRE- 
MARIN  are  being  featured.  Our  representatives 
will  be  pleased  to  discuss  these  or  other  AYERST 
products  with  you. 


Mallinckrodt  Pharmaceuticals 
Sapec  No.  12 

SONILYNR — sulfachlorpyridazinet— A short-act- 
ing sulfonamide  specifically  designed  to  treat  acute 
and  chronic  urinary  tract  infections. 

BARBIDONNAR—  Phenobarbital  & Natural  Bel- 
ladonna Alkaloids — for  spasmolysis  and  sedation. 


Mead  Johnson  Laboratories 
Space  No.  13 

The  Mead  Johnson  Laboratories’  exhibit  has  been 
arranged  to  give  you  the  optimum  in  quick  service 
and  product  information.  To  make  your  visit  pro- 
ductive, specially  trained  representatives  will  be 
on  duty  to  tell  you  about  their  products  . 


Endo  Laboratories  Inc. 

Space  No.  14 

Endo  Laboratories  will  present  the  latest  clinical 
information  relating  to  our  products,  COUMADIN 
SODIUM  WARFARIN  i,  NUMORPHAN  OXYMOR- 
PHONE— HCL),  PERCORAN,  PERCODAN— DEMI, 
HYCOMINE.  HYCOMINE-COMPOUND,  HYCO- 
DAN.  VALPIN  ‘ ANISOTROPINE  METHYLBRO- 
MIDEj,  VALPIN-PB  ANISOTROPINE  METHYL- 
BROMIDE  with  PHENOBARBITAL),  PERCOGE- 
SIC,  PERCOGESIC-C. 


ORTHO  Pharmaceutical  Corporation 
Space  No.  15 

ORTHO*  is  proud  to  present  the  most  complete 
line  of  medically  accepted  products  for  control  of 
conception  and  the  treatment  of  vaginitis. 


General  Electric 
Space  No.  17 

We  will  have  on  display  our  Cardiac  and  Gen- 
eral Intensive  Care  Systems. 


AC'TA-FAX  Business  Machines 
Space  No.  18 

Acta-Fax  Business  Machines  will  feature  again 
this  year  the  fabulous  Savin  “Sahara  200",  the 
machine  that  "Copies  to  Size”.  Also,  a new  low 
price  compact  electro-static  copier,  the  Electrocopy 
400,  will  be  on  display  for  physicians  who  have 
a small  copy  volume. 

All  these  machines  make  permanent  copies  and 
no  color  of  ink  is  restrictive.  The  machines  are  ex- 
cellent for  copying  statements,  insurance  claims, 
laboratory  reports  and  ECG’s  etc. 


Smith.  Miller  & Patch,  Inc. 

Space  No.  19 

Smith,  Miller  & Patch,  Inc.  will  appreciate  an 
opportunity  to  discuss  with  you  our  recently  en- 
larged line  of  hematinic  tablets  including  Vitron, 
Vitron-C  and  Vitron-C  plus;  and  many  of  our  oph- 
thalmic products  for  ocular  conditions  encountered 
in  General  Practice,  our  new,  fast-acting,  well 
tolerated  NASOCON  NASAL  SPRAY;  and  a new’ 
non-barbiturate  hypnotic,  SOMNAFAC  Capsules. 


Warner-Chilcott 
Space  No.  20 

The  following  products  are  to  be  featured  at  the 
South  Carolina  Medical  Association  meeting. 
Coly-MycinM  Injectable 
Mandelamine 
Pre-Sate 


Sealy  of  the  Carolinas.  Inc. 

Space  No.  23 

Sealy  of  the  Carolinas  will  display  the  brand  new 
S89.95  version  of  Posturepedic  Innerspring  at  the 
annual  convention  in  May.  This  merchandise  is 
available  in  both  EXTRA  FIRM  and  GENTLY 
FIRM  grades,  and  is  offered,  as  in  the  past,  to 
members  of  the  medical  profession,  for  their  own 
use,  and  for  that  of  members  of  their  families, 
at  the  same  basis  of  special  pricing  that  has  been 
in  effect  for  at  least  twenty  years. 

Sealy  merchandise  is  accepted  for  advertising  in 
Journals  of  the  American  Medical  Association. 


ASTRA  Pharmaceutical  Products,  Inc. 

Space  No.  26 

“Information  and  descriptive  literature  pertaining 
to  Xylocaine  lidocaine1  and  Citanest  prilocaine 
local  and  topical  anesthetics,  and  iron  preparations 
Astrafer  dextriferron)  for  intravenous  use  and 
Jectofer  iron  sorbitex  for  intramuscular  adminis- 
tration will  be  available  at  the  Astra  booth 


William  P.  Poythress  & Company,  Inc. 
Space  No.  29 

The  Poythress  exhibit  will  feature  Trocinate,  a 
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unique,  direct-acting  <musculotropic)  antispasmodic 
drug,  and  the  Mudrane  combinations,  established 
Poythress  products  for  relief  of  bronchial  asthma. 
Solfoton,  Solfo-Serpine,  Panalgesic  and  Synirin  will 
also  be  featured.  Your  requests  for  literature  and 
professional  trial  quantities  are  cordially  invited. 


The  Stuart  Company 
Space  No.  30 

The  Stuart  Company  will  be  featuring  our  new 
anti-anginal  product,  SORBITRATE,  at  the  1968 
SCMA  convention.  We  will  also  have  a display  of 
MYLANTA,  D1ADOSE,  and  DIALOSE-PLUS.  Com- 
plete information  and  sample  request  cards  will 
be  available  throughout  the  meeting. 


A.  H.  Robins  Company 
Space  No.  34 

You  are  cordially  invited  to  visit  the  Robins  dis- 
play and  meet  our  representatives  who  will  welcome 
the  opportunity  to  discuss  products  of  interest  with 
you. 


Merck  Sharp  & I)ohme 
Space  No.  35 

The  Merck  Sharp  & Dohme  exhibit  has  been 
designed  to  supplement  the  physicians  therapeutic 
armamentarium.  Technically  trained  personnel  are 
present  to  discuss  the  scope  and  variety  of  serv- 
ices offered. 


G.  D.  Searle  & Co. 

Space  No.  36 

You  are  cordially  invited  to  visit  the  SEARLE 
booth  where  our  representatives  will  be  happy  to 
answer  any  questions  regarding  Searle  Products 
of  Research. 

Featured  will  be  information  on  Ovulen-21,  En- 
ovid,  Aldactazide,  Flagyl,  Lomotil,  Pro-Banthine 
and  other  drugs  of  interest. 


Schering  Laboratories 
Space  No.  37 

Schering  Laboratories  invites  you  to  visit  their 
exhibit,  Booth  Space  No.  37,  where  their  repre- 
sentatives will  be  available  to  discuss  with  you 
any  questions  you  may  have  on  TINACTIN  <R), 
AFRIN  (R),  ETRAFON  (R),  GARAMYCIN  iR>, 
VALISONE  (R),  GITALIGIN  'Rj,  CELESTONE 
'Ri  SOLUSPAN  (R)  Injection  or  any  other  Scher- 
ing' product. 


Jireon  Laboratories 
Space  No.  38 

Breon  Laboratories  Inc.  presents  a full  line  of 
products  for  the  care  of  patients  with  chronic  ob- 
structive pulmonary  diseases.  Included  are  ALE- 
VAIRE,  BRONKOMETER,  BRONKOSOL,  BRON- 
KOTABS,  BRONKOLIXIR  and  BRONKEPHRINE. 
Supplying  a variety  of  formulas,  dosage  forms  and 
actions;  these  products  offer  both  prophylaxis  and 
therapy,  in  chronic  or  acute  conditions,  to  all 
ages.  Breon  personnel  will  gladly  discuss  specific 
products  and  therapies  with  you. 


Smith  Kline  & French  Laboratories 
Space  No.  39 

Representatives  will  be  on  hand  to  answer  your 
specific  questions  and  provide  information  on  their 
products  and  services. 


Arnar-Stone  Laboratories,  Inc. 
Space  No.  41 

AMERICAN  TOPICAL  ANESTHETIC— 20%  dis- 
solved benzocaine  in  a water-soluble  base — oint- 
ment, suppositories  and  aerosol  forms. 

SOPOR— Non-barbituate  hynotic  sedative  for 
gentle  untroubled  sleep.  Particularly  useful  with 
geriatric  patients. 

ISOCLOR— oral  nasal  decongestant  and  broncho- 
dilator — tablet,  liquid  and  timesule  forms,  also  the 
anti-tussive  Isoclor  expectorant. 


Foreign  body  perforation  of  Meckel’s  Diverticu- 
lum—Harry  Gregorie,  M.D.,  Kenneth  H.  Herbert, 
M.D.  (Charleston)  Amer  Surg  33:231-233  May  1967. 

Foreign  body  perforation  is  one  of  the  rarest 
complications  involving  Meckel’s  diverticulum.  Less 
than  40  cases  have  been  reported.  The  6th  case  of 
perforation  by  wooden  splinter  is  described.  It  is 
unique  and  interesting  because  of  the  chief  pain 
radiating  to  the  penis  caused  by  irritation  of  the 
base  of  the  urinary  bladder.  Important  aspects  of 
the  clinical  features  of  perforated  Meckel’s  diverti- 
culum are  presented  from  review  of  the  literature. 
Exploration  of  the  ileum  for  complicated  Meckel’s 
diverticulum  is  advised  at  operation  for  suspected 
appendicitis  when  only  peri-appendicitis  is  found. 
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it’s  be  specific  about  Campbell’s  Soups... 


and  Aechcmc^ 

There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


Conventional  Radiography 

The  restless  duodenum  makes 
radiographic  diagnosis  diffi- 
cult, uncertain  and  often  un- 
productive: Is  this  duodenum 
abnormal? 


Hypotonic  Duodenography 

Pro-BanthTne-induced  duode- 
nal calm  permits  full  anatomic 
appraisal:  Same  patient.  Duo- 
denal normality  is  now  evident. 


in  diagnosis 
in  treatment 


Pro-Banthine„,lu 

propantheline  bromide 


calms  the  gastrointestinal  tract 


fifteen  years  Pro-Banthine  has  been  the 
|st  widely  used  anticholinergic  agent  in 
irders  of  gastrointestinal  motility  and 
|tric  hypersecretion.  More  recently  Pro- 
ithlne  has  reestablished  its  pharmaco- 
^c  effectiveness  in  diagnostic  procedures 
ig  intragastric  fibroscopy  and  hypotonic 
itgenography. 

the  X-rays  were  taken 

|(;he  hypotonic  duodenograph1-2  repro- 
d above,  the  gastrointestinal  tract  was 
xed  with  Pro-Banthine.  The  duodenum 
intubated.  Pro-Banthine  in  a dose  of  60 
intramuscularly  was  used  to  assure 
•jnpt  aperistalsis  and  double-contrast  vis- 
■ zation  was  achieved  with  ordinary  bar- 
Jt  and  air. 

■fjhe  same  pharmacologic  efficiency  has 

tsd  of  pronounced  value  in  such  condi- 
as:  peptic  ulcer,  pylorospasm,  biliary 
'Minesia , functional  hypermotility  and  ir- 
im'le  colon. 

tmraindications:  Glaucoma  or  severe  cardiac 

islse. 

utions:  Since  varying  degrees  of  urinary  hesi- 


tancy may  occur  in  elderly  males  with  prostatic 
hypertrophy,  this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects,  in  or- 
der of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usually 
the  most  effective.  For  most  adult  patients  this  will 
be  four  to  six  15-mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two  tablets  four  to 
six  times  daily  maybe  required.  Pro-Banthine  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30  mg.  and, for 
parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 

(1)  Bilbao,  M.  K.;  Frische,  L.  H.;  Rosch,  J.,  and  Dotter, 
C.  T.:  Hypotonic  Duodenography,  Scientific  Exhibit, 
Radiological  Society  of  North  America,  Chicago, 
Nov.  27— Dec.  2,  1966. 

(2)  Bilbao,  M.  K.:  Frische,  L.  H.;  Dotter,  C.  T.,  and 
Rosch,  J.:  Hypotonic  Duodenography,  Radiology 
89: 438-443  (Sept.)  1967. 


SEARLE 


Research  in  the  Service  of  Medicine 


“Breathing’s 
a snap  agai 
he  said 
gingerly. 

(COMPLIMENTS  OK 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications : Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


in  sinusitis,  colds,  U.R.I. 

llimeta|i|i  Exteiitalis 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


to  patients  with  cardiac  or  periphe 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  throm 
cytopenia,  have  been  reported  on 
rare  occasions.  Drowsiness,  lassiti 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
he  encountered. 

Dosage:  1 Extentab  morning an< 
evening. 

Supplied:  Bottles  of  100  and  501 

A.H.  ROBINS  COMP* 
RICHMOND,  VA.  23 


/4-H-pOBIt 


each  tablet,  capsule  or  eaehDonnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


3cj mine  sulfate  0.1037  nig. 
■Pi ' sulfate  0.0194  mg. 

5C>  ■ hydrobromide  0.0065  mg. 
lolrbital  (!4  gr.)  16.2  mg. 
g:  may  be  habit  forming) 


0.1037  mg.  0.3111  mg. 

0.0194  mg.  0.0582  mg. 

0.0065  mg.  0.0195  mg. 

(%  gr.)  32.4  mg.  (%  gr.)  48.6  mg. 


Brief  summary.  Blurring  of  vision,  dry  : - -h- 

urination,  and  flushing  or  dryness  of  tn 
occur  on  higher  dosage  levels,  rarely  on  ia-  c- 
Administer  with  caution  to  patients  wuh  ir 
glaucoma  or  urinary  bladder  neck  obstruction.  Conti a- 
indicated  in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


the  spasm 
reactors 
[|rour  practice 
deserve 


A.  H.  ROBINS  COMPANY,  RICHMOND.  VIRGINIA  23220 


/l-H-POBINS 


TWO  WAYS 
TO  GIVE 

YOUR  PATIENTS 
A MONTH’S 
SUPPLY  OF 
THERAPEUTIC 
VITAMIN  C: 

45  CABBAGES  OR 
30  ALLBEE  WITH  C 


Your  patient  would  have  to  eat  45  cabbages  a month 
(1-1/2  a day)  to  get  as  much  vitamin  C as  is  contained  in 
just  one  bottle  of  30  Allbee  with  C capsules  (taken  one 
capsule  daily).  In  addition,  each  capsule  provides  full 
therapeutic  amounts  of  the  B-complex  vitamins.  For 
example,  as  much  niacin  as  2 pounds  of  sirloin  steak. 
Write  30  for  B and  C deficiencies.  This  handy  bottle  of 
30  Allbee  with  C capsules  gives  your  patient  a month's 
supply  at  a very  reasonable  cost  Also  the  economy  size 
of  100  Available  at  pharmacies  on  your  prescription  or 
recommendation 

A H Robins  Company,  Richmond,  Va.  23220. 
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era  ora  era  era  era  ora 


A simplified  approach 
to  the  practica  management 
of  hypertension 


VARGYUm 


DESERPIDIXE 


MOHYCLOlHimM 


1’ARGYLIXE 


PIRIXE 


DESERPIMNE 


M El Hlf LOTH  I AZI  PI 


PAltCYIJX! 


THIAZIDE 


PARRYLINE 


METHYOjUTHIAZHIE 


PARGflBI 


DESIUPIDIM 


1 ■ 
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__ _ 

Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient'.' 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosag 
without  skimping  your  patients  on  day-long  thiazide  effectiveness 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiur 
should  also  be  considered. 

Else  Enduron  as  a basic  therapy  in  patients  with  mild  to  moc 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample  i 
most  cases. 


Once  a day,  every  day 

ENDURON 


METHYCLOTHIAZIDE 


MILD  TO  MODERATE  TO  SEVEF 


HRPIDIN1 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


MILD 


MODERATE 


jpUice  a day,  every  day 

DURONYL 

MIHYCLOTHIAZIDE  5 mg.  with 

■ RPIDINE  0.25  m[![.  Of  ( FORTE)  0.5  m^.  See  Brief  Summary  on  final  page  of  advertisement 


SEVERE 


801094 


Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


Once  a day,  every  day 

EUTRON 


PARGYLINE  HYDROCHLORIDE  25  mg. 
with  METHYCLOTHIAZIDE  5 mg. 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  yoi 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  wei 
reduced  from  1 12  pre-treatment  to  90  post-treatment;  sitting  fro 
1 15  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  near 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  1 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffic 


MILD  TO  MODERATE  TO  SEVE 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 

MITHYCLOIHIAZIOE 


ENDURONYl! 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e  g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson's  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications—  Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 
TM-TRADEMARK 


itors;  methyldopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations"  and  antihistamines  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions—  Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  arid  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impoience,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  apiastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  8M438R 


*** 


Chances  are  she’ll  be  fever-free 
in  less  than  48  hours... 


with 

Erythrocin-Sulfas 

ERYTHROMYCIN- 

TRISULFAPYRIMIDINES, 

ABBOTT 

FOR  RAPID  CLINICAL  RESPONSE 

In  a recent  series  of  clinical  studies,  Erythrocin-Sulfas 
was  used  to  treat  516  febrile  cases  of  suspected 
bacterial  infection.  Of  these,  85.5%  were  completely 
afebrile  within  J+8  hours. 

FOR  WIDE  BACTERIAL  COVERAGE 

I Among  the  total  of  661  patients  ( febrile 
and  afebrile)  who  could  be  evaluated,  the 
dinical  cure  rate * was  92.2% 

-OR  OPTIMAL  PATIENT  ACCEPTANCE 

Three  forms  were  used  in  the  studies,  prescribed 
iccording  to  the  age  and  personal  preferences  of 
ndividual  patients: 

?rythrocin®  ethyl  succinate- Sulfas  Granules 
rythromycin  ethyl  succinate-trisulfapyrimidines 
ar  oral  suspension 

Irythrocin  ethyl  succinate- Sulfas  Chewable 
rythromycin  ethyl  succinate-trisulfapyrimidines 
hewable  tablets 


xythrocin  stearate-Sulfas  Filmtab® 

* rythromycin  stearate-trisulfapyrimidines  tablets 


inically  cured  included  patients  with  complete 
mptomatic  relief  and  those  who  had  partial 
mptomatic  relief  within  72  hours  with  subsequent 
mical  cure.  803446 


Please  see 
Brief  Summary 
on  next  page. 
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BRIEF  SUMMARY  FOR 

Erythrocin-Sulfas 

Indications  For  mixed  infections  which  are 
more  susceptible  to  the  combination  than  to 
either  agent  alone.  These  may  include  sus- 
ceptible gram-positive  and/or  gram-negative 
mixed  infections.  Not  recommended  in  the 
treatment  of  infections  expected  to  respond 
to  full  therapeutic  doses  of  the  antibiotic  or 
sulfonamide  alone. 

Contraindications  Known  hypersensitivity  to 
erythromycin  or  sulfonamides.  Because  of  the 
possibility  of  kernicterus  with  sulfonamides, 
do  not  use  in  pregnancy  at  term,  in  premature 
or  in  newborn  infants  during  first  week  of  life. 

Warnings  As  with  other  forms  of  sulfonamide 
therapy,  use  only  after  critical  appraisal  in 
patients  with  liver  or  kidney  damage,  urinary 
obstruction,  or  blood  dyscrasias.  Deaths  have 
been  reported  from  hypersensitivity  reactions 
and  blood  dyscrasias  following  use  of  sulfon- 
amides. Perform  blood  counts  and  liver  and 
kidney  function  tests  when  used  inter- 
mittently or  for  long  periods. 

Precautions,  Side  Effects  Use  sulfonamides 
with  caution  in  patients  with  a history  of 
allergy,  including  asthma.  Mild  allergic  reac- 
tions (such  as  urticaria  and  other  skin  rashes) 
may  occur.  Serious  allergic  reactions  have 
been  extremely  infrequent;  if  encountered 
appropriate  countermeasures  (e.g.  epine- 
phrine, steroids,  etc.)  should  be  administered 
and  the  drug  withdrawn.  Assure  adequate 
fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  In  pro- 
longed therapy,  or  when  high  dosage  is  used, 
maintain  an  alkaline  urine.  If  oliguria  occurs, 
discontinue  therapy.  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting 
may  occur  with  erythromycin;  generally 
improved  by  reduction  of  dosage. 

If  overgrowth  of  nonsusceptible  organism 
occurs,  withdraw  the  drug  and  institute 
appropriate  treatment. 

Adverse  Reactions  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomit- 
ing, diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash, 
urticaria,  injection  of  the  conjunc- 
tiva  and  sclera,  petechiae,  purpura,  CUT?1, 1 
hematuria  and  crystalluria.  eosoe  vaiav 


anticostive* 

hematinic 


PERITINIC 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate)  . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bh 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

• Bottles  of  60 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 

+/JJhr»  LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 

488-7-6062 


The  muscle  relaxant 
that  works 

before  you  write  a prescription 


Norflex 

(orphenadrine  citrate) 


Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 
Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,  1 tablet  b.i.d. 


CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon*)  concurrently. 


WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 


SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 


DOSAGE:  INJECTABLE  — Average  adult  dose: 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 
I.M.  or  I.V.  May  be  repeated  every  12  hours. 
Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS  - Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 

For  lull  information,  see  Package  Insert 
or  P.  D R 

Riker  Laboratories 
Northridge,  California  91324 


Synirin  provides  prompt  barbiturate  potentia- 
tion of  aspirin  without  limiting  the  therapeutic 
usage  of  aspirin.  Both  pentobarbital  and  aspirin 
begin  their  action  together  promptly  and  last 
4 or  5 hours.  There  is  no  accumulation. 
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Full  speed  ahead, 
Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6 to 
8 hours. 


Cotta  make  a 
pit  stop  to  take 
my  cough  syrup. 


Each  Cough  Calmer'  ‘ contains  the  same  active  ingredients 
as  a hall-teaspoonful  ol  Robitussin-DM*:  Glyceryl  guaiaco- 
late,  50  mg  , Dextromethorphan  hydrobromide,  7.5  mg. 
A H Robins  Company,  Richmond,  Virginia  23220 


d-Hj^OBINS 


removes  the  mental  blur 


that  clouds  vision 


SOLFOTON 

© 

Each  tablet  or  capsule  contains 

l’HI. NOBARBITAL  16  mg. 

(Warning:  may  be  habit  forming) 
BENSULFOI D ® (See  FDR)  65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Co n s tructi ve  Thera p y 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 
Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAILABLE  

Solfoton  ( yellow , uncoated  tablets  “P") 

!00s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1000s 

Solfoton  S/C  ( sugar-coated  beige  tablets) 

100s,  500s,  4000s 

I 


WM.  I’.  POYTHRESS  & CO„  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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...can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity1  or  side  effects"  and  will  not  mask  symptoms  of 


serious  organic  disorders 


1.  Bradley,  J.  E.,  et  al.:  J.  Pediat.  38  41  (Jan.)  1951. 

2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst. 
& Gynec.  6.5:311  (Feb.)  1953. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


EmetroF 

phosphorated  carbohydrate 
solution 

emesis  control 


RORER 
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QAQ^Tablets  Elixir  '/7'J Vc) 

cpor  c 'Jron  CJ^)c  ficicncy  Qydnemia 


breon  laboratories  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N Y.  1 001  6 


DISPOSABLE  UNIT 

OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


3DMSULPHALEIN® 
'I  A COMPLETE. 
TERILE, 
ISPOSABLE, 
ECONOMICAL 
ATI  ENT- UN  IT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg. /kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


IYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


BSP® 

HW&D  BRAND 


Weariness 
“without  cause” 

Psychic  tension  with 
d i’P ressi ve  symptomatology  ? 

"For  weeks  I've  done  practically  nothing  and  I'm  al- 
ways tired.  1 wake  up  tired  and  I go  to  bed  tired.  It's 
absurd.  It's  realty  absurd." 

When  the  patient  complains  of  fatigue,  and  you  can 
find  no  organic  cause,  you  recognize  that  it  may  serve 
her  as  a means  of  avoiding  responsibilities  or  facing 
an  emotional  problem.  It  is,  in  effect,  a psychological 
retreat  behind  a somatic  cover  of  continuous  fatigue 
—one  of  the  many  depressive  symptoms  often  asso- 
ciated with  psychic  tension. 

She  needs  counsel  and  reassurance,  and  perhaps  a 
tranquilizer  to  attenuate  excessive  tension  and  help 
restore  the  capacity  to  cope.  As  an  aid  to  successful 
management,  consider  the  value  of  Valium®  (diaze- 
pam). As  psychic  tension  is  eased  by  Valium  therapy, 
secondary  depressive  symptoms  too  may  subside. 
The  patient  feels  more  capable,  therefore  more  hope- 
ful; better  able  to  handle  situations  of  intense  stress. 


Refore  prescribing  Valium  (diazepam),  consult  com- 
plete product  information;  a summary  follows: 
Indications : Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in:  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor  neu- 
ron disorders;  athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindications : Known  hypersensitivity  to  drug; 
children  under  6 months  of  age;  acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings :Not  of  value  in  treatment  of  psychotic  pa- 
tients, and  should  not  be  employed  in  lieu  of  appropri- 
ate treatment.  As  with  most  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driv- 
ing). When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increase  in  dosage  of 
standard  anticonvulsant  medication;  abrupt  withdrawal 
in  such  cases  may  also  be  associated  with  temporary 
increase  in  frequency  and/or  severity  of  seizures.  Advise 
patients  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar 
to  those  with  barbiturates  and  alcohol)  have  occurred 
following  abrupt  discontinuance.  Keep  addiction-prone 
individuals  (such  as  drug  addicts  or  alcoholics)  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  Use  of  any  drug  in  preg- 
nancy, lactation  or  in  women  of  childbearing  age  re- 
quires that  potential  benefit  be  weighed  against  possible 
hazard. 

Precautions : If  combined  with  other  psychotropics  or 
anticonvulsants,  carefully  consider  individual  pharma- 
cologic effects  — particularly  with  known  compounds 
which  may  potentiate  action  of  Valium,  such  as  pheno- 


thiazines,  narcotics,  barbiturates,  MAO  inhibitors  and 
other  antidepressants.  Employ  usual  precautions  in  the 
severely  depressed  or  in  those  with  latent  depression; 
suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to  smallest  effec- 
tive amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation  (initially  2 to  2 Zi  mg  once  or 
twice  daily,  increasing  gradually  as  needed  or  tolerated) . 
Adverse  Reactions:  Side  effects  most  commonly  re- 
ported: drowsiness,  fatigue  and  ataxia.  Infrequently 
encountered:  confusion,  constipation,  depression,  diplo- 
pia, dysarthria,  headache,  hypotension,  incontinence, 
jaundice,  changes  in  libido,  nausea,  changes  in  saliva- 
tion, skin  rash,  slurred  speech,  tremor,  urinary  reten- 
tion, vertigo  and  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances  and  stimulation  have  been  reported;  should 
these  occur,  use  of  the  drug  should  be  discontinued.  Be- 
cause of  isolated  reports  of  neutropenia  and  jaundice, 
periodic  blood  counts  and  liver  function  tests  are  ad- 
visable during  long-term  therapy.  Minor  changes  in 
EEG  patterns  (low-voltage  fast  activity)  observed  dur- 
ing and  after  therapy  and  are  of  no  known  significance. 
Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 
to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d. 
in  first  24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10 
mg  b.i.d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to 
2 Zi  mg,  1 or  2 times  daily  initially,  increasing  as  needed 
and  tolerated. ( See  Precautions.)  Children:  1 to  2 Vi  mg 
t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and  toler- 
ated (not  for  use  under  

6 months) . 

Supplied : Valium®  (di- 
azepam) Tablets,  2 mg, 

5 mg,  and  10  mg;  bottles 
of  50,  100  and  500. 


Roche 


LABORATORIES 

Divisional  Hoffmann-la  Roche  Inc. 
Nutley.  New  Jersey  07110 


Valium9  (diazepam) 


helps  relieve  psychic  tension  with  associated  depressive  symptoms 
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X-RAY  FILM  OF  THE  MONTH 
CONTINUITY  OF  HEALTH  CARE 
BLUE  CROSS -BLUE  SHIELD 
RELATIONS  BETWEEN  GOVERNMENT 
AND  STATE  MEDICAL  ORGANIZATIONS 


CREAM 


CAM; 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  4620S. 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 


PARKE-DAVIS 
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In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


Hay,  1968 
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A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 


Psychotherapy,  analytic  or  directive,  individually  or  group  oriented ; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 


Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 


Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director 


Phone  Pinebluff 
Butler  1-3700 
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PROOF  POSITIVE 

Diet-Rite  Cola  ...  America ' s Number  One  low-calorie  cola... 
no  sugar  at  all . . . less  than  one  calorie  per  bottle . . . the 
one  with  the  wonderful  taste  of  cola  . . . pH  approximately 
2.6  to  2. 8...  same  general  range  acidity  as  other  cola 
beverages  plus  number  of  fruit  juices. 

You  will  like  Diet-Rite  Cola.  So  will  your  patients. 
Royal  Crown,  Cola  Co  . Columbus,  Georgia 


effective  single-dose  oxyuricide 

Over  the  years,  POVAN  has  won  a wide  circle  of 


1 guest*  with  pinworms... 
12  potential  candidates  for 


(pyrvinium  pamoate) 

PARKE- DAVIS 


prescribers  because  of  its  unusual  efficacy— 
usually  one  dose  can  eradicate  pinworm  infec- 
tion. This  well-tolerated  agent  can  also  help  to 
control  the  spread  of  pinworm  infection  if  pre- 
scribed for  all  individuals  exposed.  Because  of  its 
efficacy,  POVAN  has  proved  both  convenient  and 
economical  to  use  on  an  individual  or  group  basis. 
PRECAUTIONS:  Tablets  should  be  swallowed  whole 
to  avoid  staining  teeth.  Pyrvinium  pamoate  will 
stain  most  materials.  Stools  may  be  colored  red. 
ADVERSE  REACTIONS:  Nausea,  vomiting,  cramp- 
ing, and  diarrhea  have  been  reported. 


POVAN  is  available  in  suspension  or  tablet  form. 
The  pleasant-tasting,  strawberry-flavored  sus- 
pension contains  the  pamoate  equivalent  of 
10  mg.  of  pyrvinium  base  per  cc.,  in  2-oz.  bottles. 
The  sugar-coated  tablets  each  contain  the 
pamoate  equivalent  of  50  mg.  of  pyrvinium  base 
bottles  of  25. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 
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EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


When  eating  fads 
of  teens  or  tots 


Lead  to  a sudden 
case  of  “trots” 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 


Each  tablet  contains: 

Potassium  Iodide 19-)  nig. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  Habit  forming.  21  Hlg. 

Ephedrine  HOI 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
■water,  3 or  4 times  daily. 

Dispensed  in  bottles  oj  100  and  1000  tablets. 

MUDRANE  GG  — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR— Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 


RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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and  protects  intestinal  mucosa 

In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy  nec- 
essary. 


Parepectoliri 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

^Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (Vi  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 
Pectin  . (2%  grains)  162  mg. 

Kaolin  (specially  purified)  . (85  grains)  5.5  Gm. 
( alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  she’s  getting  better 


Achrocidin 

Tetracycline  HCI— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  bacterial/allergic  u.r.i.,  ACHROCIDIN  brings  the  treatment  together  in  a single  prescription 
—prompt  relief  of  headache  and  congestion  together  with  effective  control  of  the  tetracycline- 
sensitive  organisms  frequently  responsible  for  complications  leading  to  prolonged  disability 
in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  AC  FI  HOC  I DIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCI  125  mg.:  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Average  adult  dosage:  2 tablets  four  times  daily,  given  at 
least  one  hour  before,  or  two  hours  after  meals. 
Contraindications:  History  of  hypersensitivity  to  any 
component. 

Warning:  If  renal  impairment  exists,  even  usual  doses 
may  lead  to  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy  is  pro- 
longed, serum  level  determinations  may  be  advisable. 
Hypersensitive  individuals  may  develop  a photodynamic 
reaction  to  natural  or  artificial  sunlight  during  use. 
Individuals  with  a history  of  photosensitivity  reactions 
should  avoid  direct  exposure  while  under  treatment, 
which  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions:  Some  individuals  may  experience  drowsi- 
ness, anorexia,  and  slight  gastric  distress.  If  excessive 
drowsiness  occurs,  it  may  be  necessary  to  increase  the 
interval  between  doses.  Persons  on  full  dosage  should 
not  operate  any  vehicle.  Use  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  infections  appear  during 
therapy,  appropriate  measures  should  be  taken.  Infec- 
tions caused  by  beta-hemolytic  streptococci  should  be 
treated  for  at  least  10  full  days  to  help  prevent  rheumatic 


fever  or  acute  glomerulonephritis.  Use  of  tetracycline 
during  tooth  development  may  cause  discoloration  of 
teeth. 

Adverse  Reactions:  Gastrointestinal -anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin  - maculopapular  and  erythematous 
rashes  (a  case  of  exfoliative  dermatitis  has  been  re- 
ported); photosensitivity;  onycholysis  and  discoloration 
of  nails  (rare).  Kidney- rise  in  BUN,  apparently  dose 
related.  Hypersensitivity  reactions-urticaria,  angioneu- 
rotic edema,  anaphylaxis.  In  young  infants,  bulging 
fontanels  following  full  therapeutic  dosage  has  been 
reported.  This  has  disappeared  rapidly  when  drug  was 
discontinued.  Teeth -dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline  during  the  latter 
half  of  pregnancy  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy,  and  early  childhood.  En- 
amel hypoplasia  has  been  seen  in  a few  children.  Blood  — 
anemia,  thrombocytopenic  purpura,  neutropenia,  eosin- 
ophilia.  Liver-cholestasis  (rare),  usually  at  high  dos- 
age. If  adverse  reaction  or  idiosyncrasy 
occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy. 


EMmmM: 


The  muscle  relaxant 
that  works 

before  you  write  a prescription 


Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 
Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,  1 tablet  b.i.d. 


CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon11)  concurrently. 


WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 


SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 


DOSAGE:  INJECTABLE  — Average  adult  dose 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 
I.M.  or  I.V.  May  be  repeated  every  12  hours. 
Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS  - Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 


For  lull  information,  see  Package  Insert 
or  P.D  R 


Riker  Laboratories 
Northridge,  California  91324 


Norflex 


(orphenadrine  citrate) 


A simplified  approach 
to  the  practica  management 
of  hypertension 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Once  a day,  every  day 

ENDURON 


METHYCLOTHIAZIDE 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient': 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosag1 
without  skimping  your  patients  on  day-long  thiazide  effectiveness 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiur 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  moc 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample  i 
most  cases. 


MILD  TO  MODERATE  TO  SEVER 


induronyl:  Its  deserpidine  component 
idds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


ice  a day,  every  day 


NDURONYt 

I HYCLOTHIAZIDE  5 mg.  with 
IjERPIDINE  0.25  mg.  or  (FORTE)  0.5  mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  you 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  wer 
reduced  from  1 12  pre-treatment  to  90  post-treatment;  sitting  fror 
1 15  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  near! 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  It 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice  t 


Once  a day,  every  day 

EUTRON 


PARGYUNE  HYDROCHLORIDE  25  rag. 
with  METHVGLOTHIAZIDE  5 mg. 


hi 
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MILD  TO  MODERATE  TO  SEVER 


See  Brief  Summary  on  final  page  of  advertisement 


ENDURON 

MEIHVCLOIHIAZIDE 


ENDURONYL 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 
Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications—  Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with;  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 

TM-TRADEMARK 


itors;  methyldopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs:  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions— Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug. 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  190 U 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF 
DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified 

for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric 
patients,  including  individual  psychotherapy,  group  therapy,  psychodrama, 
electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social 
service  work  with  families,  family  therapy,  and  an  extensive  and  well  or- 
gainzed  activities  program,  including  occupational  therapy,  art  therapy, 
athletic  activities  and  games,  recreational  activities  and  outings.  The 
treatment  program  of  each  patient  is  carefully  supervised  in  order  that 
the  therapeutic  need  sof  each  patient  may  be  realized. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded 
grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 

Contact:  Mrs.  Elizabeth  Harkins,  ASCW,  Coordinator  of  Admissions 

or 

Area  Code  704  253-2761 
Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
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FAMOUS 


8RE0N  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


brand  of  FERROUS 
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To  fight  TB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

7 (Rosenthal) 

7 ide  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  act’ve 
tuberculosis.  Available  in  5's  and  25's. 
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WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator 
and  cerebral  stimulation  for  th 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 


i 


i 


absent-minded  patients) 


1 1- 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed,  i See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness  or  senile  confusion.  Therapy  can  be  con 
tinuous  on  a daily  dose  of  only  one  Geroniazol  TT  tab 
let  every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazoj 
TT  will  provide  the  well-known  peripheral  vasodilata 
tion  needed  in  patients  with  deficient  circulation  anc 
with  a minimum  amount  (if  any)  of  “flushing.”  Alsc! 
cerebrovascular  circulation  is  complemented  by  pei)| 
tylenetetrazol,  long-established  as  a cerebral  and  res ; ) 
piratory  stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate 
signs  of  senile  confusion.  Patients  become  more  aler  ! 


le  confused  and  moody.  Personal  care,  memory, 
er|)tional  stability,  social  attention  improve.  Fatigue, 
a]  thy  and  irritability  are  reduced. 

L prescription  for  100  tablets  of  Geroniazol  TT  will 
pcmit  your  patients  to  enjoy  the  benefits  of  time- 
pr  onged  nicotinic  acid./pentylenetetrazol  therapy, 
at  n economical  price.  Dosage  is  only  one  tablet  every 
12iours. 

Celt  rain  dications : There  are  no  known  contraindica- 
tes. 

Pr  nations : Exercise  caution  when  treating  patients 
wi  i a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 
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Geroniazol  TT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 
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This  time  it’ll  be  different.  Emetrol  taken  before  the 
trip  begins  will  usually  prevent  nausea  and  vomiting. 
Emetrol  is  effective  and  safe... most  helpful  where  safe- 
ty is  most  important.  It  acts  locally— not  systemically. 
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Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN*  V Capsules 

Tetracycline  HC1  250  mg  /Nystatin  250,000  units 


. ■ 


The  lowest  priced 

tetracycline-nystatin 

combination 


329-8/6094 


achrostatin*  v 

' raJtACYUlMJ  MCI  2*0 

•N  nysiatin  0*0 1 


b.i.d. 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  consider 

DECLOMYCIN  300  mg  b.i.d. 

The  maintenance  dosage  of  DECLOMYCIN 
300  mg  can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

In  clinical  practice,  blood  levels  produced  by  a 
therapeutic  dose  of  DECLOMYCIN  are  high, 
prolonged,  and  effective,  because  of  high  serum 
binding  and  slow  renal  clearance. 

DECLOMYCIN 

DEMBTHYLCHLOKTETRACYCUNE 


Prescribing  information  on  next  page. 


I )I  X I.OMYCIN 

DEM  ETI I YI/'I  I MRTETKACYCEINE 

b.i.d. 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  maybe 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should, 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occur.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effec  ts— Gastrointestinal  system— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney— rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare).  Hyper- 
sensitivity reactions— urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth— dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue 
medication  and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  tbe  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18 
Cm  given  in  equally  divided  doses  over  a period  of  10  to  15  days 
should  be  followed.  Close  follow-up  observation  of  the  patient  is 
recommended,  including  appropriate  laboratory  tests,  since  demethyl- 
chlortetracycline has  not  had  adequate  evaluation  in  all  stages  of 
syphilis.  Spinal  fluid  examination  should  be  included  as  part  of  this 
follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  ef- 
fectively with  a single  dose  of  600-900  mg  of  DECLOMYCIN  De- 
methylchlortetracycline. Individuals  unable  to  tolerate  large  single 
doses  due  to  gastrointestinal  side  effects  may  be  treated  with  150  mg 
every  6 hours  for  a minimum  of  4 doses  or  300  mg  every  12  hours  for 
a minimum  of  2 doses.  Females  should  be  treated  with  a dosage  of 
150  mg  every  6 hours  or  300  mg  every  12  hours  until  a cure  is  effected. 
Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 
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Serous  otitis  media  is  probably  the  most  common 
ear  problem  in  children,  especially  in  the  winter- 
time. Diagnosis  is  usually  easy  in  adults,  but  may  be 
quite  difficult  in  children,  especially  the  very  young 
child  where  one  has  to  depend  almost  entirely  on 
the  physical  findings. 

The  symptoms  of  serous  otitis  are  a fullness  in  the 
ear,  a mild  hearing  loss  and  mild  earache.  The  ear- 
ache can  best  be  described  as  a "complaining  ear- 
ache’’ instead  of  a "screaming  earache”  as  found  in 
purulent  otitis  media.  A young  child  may  be  irritable 
and  pull  at  the  ear.  In  milder  cases,  and  as  the  ear 
recovers,  gurgling  and  popping  noises  can  be  heard 
in  the  ear. 

On  examination  one  may  see  a yellow  tympanic 
membrane  and  if  a fluid  level  is  present  the  diag- 
nosis becomes  easy.  However,  the  eardrum  may  be 
dull  gray,  or  slightly  pink,  or  even  perfectly  normal. 
Pneumomassage  using  a Siegle  otoscope  or  a closed- 
head  electric  otoscope  must  be  done  on  both  ears, 
otherwise  the  diagnosis  will  be  frequently  missed. 
Attempted  movement  of  the  drum  with  the  pneu- 
matic otoscope  produces  either  a sluggish  motion 
of  the  drum  or  no  motion  at  all  instead  of  the  easily 
movable  normal  drum.  The  Rinne  test  is  negative 
and  there  is  a 15-20  decibel  conductive  hearing  loss. 
The  bone  conduction  may  be  better  than  normal  and 
an  air-bone  gap  may  exist  even  with  the  air  conduc- 
tion within  normal  limits.  Occasionally  one  finds  a 


false  nerve  deafness  on  the  audiogram  when  thick 
glue-like  fluid  causes  immobility  of  both  the  oval 
and  round  window.  Both  conditions  return  to  nor- 
mal  when  the  fluid  is  removed,  but  they  make  the 
interpretation  of  screeningaudiograms  very  difficult. 

There  is  no  single  cause  for  serous  otitis.  One  fac- 
tor always  present  is  blockage  of  the  eustachian 
tube,  but  this  alone  is  not  enough  to  produce  fluid. 
There  must  also  be  an  inflammatory  reaction.  Block- 
age of  the  eustachian  tube  may  be  caused  by  many 
conditions.  In  children  the  most  common  cause  is 
enlarged  adenoids.  In  the  summer  the  next  most 
common  cause  is  allergy.  Upper  respiratory  infec- 
tions or  influenza  are  common  causes  in  the  winter. 
Nasal  allergy,  acute  and  chronic  sinusitis,  nasal  sep-  - 
tal  deformity  and  cleft  palate  can  all  cause  eusta- 
chian tube  obstruction.  Some  children  may  have  a ; 
congenitally  small  eustachian  tube,  but  fortunately 
they  usually  "grow  out  of  the  problem." 

the  first  sign  of  a nasopharyngeal  tumor  is  often  a 
serous  otitis.  One  must  always  rule  this  out  in  any 
adult  who  later  in  life  develops  repeated  or  persist- 
ing serous  otitis.  Causes  sometimes  overlooked  are 
nasogastric  tubes  after  surgery,  simple  obesity  and 
cardiorenal  disease,  which  may  produce  congestion 
in  the  mucosal  lining  of  the  eustachian  tube.  In  re- 
cent  years  we  have  been  seeing  a new  cause— acute 
otitis  media,  where  the  patient  is  adequately  treated 
with  antibiotics  but  where  drainage  has  not  been  j 


established  either  through  the  eardrum  or  down  the 
eustachian  tube.  A sterile  exudate  is  left  in  the  mid- 
dle ear. 

The  inflammatory  response  may  be  caused  by  a 
marked  negative  pressure  as  in  air  otitis  from  flying, 
or  it  may  be  from  a mild  bacterial  or  viral  infection 
in  the  middle  ear.  Serous  fluid  is  a good  culture 
medium  and  will  frequently  go  on  to  purulent  otitis 
media,  especially  if  the  original  blockage  was  caused 
by  an  infectious  process  such  as  acute  rhinitis  or 
adenoiditis.  When  the  infection  heals  there  may  be 
scarring  in  the  middle  ear  mucosa.  Mucous  glands 
develop  in  this  tissue  and  pour  out  a thick  mucoid 
material.  This  ear  usually  looks  normal  until  a 
pneumatic  otoscope  is  used.  The  objectives  in  treat- 
ing serous  otitis  are  to  remove  the  obstructing  agent 
and  to  provide  drainage  from  the  middle  ear.  Often 
this  can  be  accomplished  by  decongestants  and  nose 
drops.  If  large  obstructing  adenoids  are  present  they 
should  be  removed.  Sinusitis  should  be  treated  with 
oral  decongestants  or  nose  drops,  plus  antibiotics 
where  indicated.  Nasopharyngeal  tumors  should  be 
treated.  Allergies  should  be  treated  with  antihista- 
mines and,  where  indicated,  by  desensitization. 

If  the  fluid  does  not  clear  with  medical  treatment 
within  a week  or  two,  a myringotomy  should  be 
done.  If  there  is  a question  of  active  infection  or  if 
the  fluid  looks  purulent,  as  is  seen  at  the  conclusion 
of  acute  otitis,  cultures  are  taken.  On  adults  this  can 
be  done  in  the  office  without  anesthesia.  It  is  no 
more  painful  than  an  intravenous  needle  for  a blood 
test.  A good  safe  topical  anesthetic  has  a tremen- 
dous psychological  value  to  the  patient.  Children 
under  the  age  of  1 require  no  anesthesia.  Between 
the  ages  of  1 and  3 anesthesia  is  not  absolutely  es- 
sential although  a general  anesthetic  may  be  used  to 
avoid  the  child's  possible  mistrust  at  follow-up  ex- 
aminations. I usually  do  the  myringotomy  at  the 
same  time  as  the  adenoidectomy  if  the  adenoids  are 
enlarged.  Once  drainage  has  been  established  with 
decongestants  or  by  myringotomy,  positive  pressure 
inflation  of  the  middle  ear  is  invaluable  in  forcing 
out  the  serous  fluid  and  keeping  it  from  reforming. 
The  patient  can  do  this  himself  by  performing  the 
Valsalva  maneuver.  This  should  be  done  several 


times  a day,  by  taking  a deep  breath,  holding  the 
nose  and  blowing  hard  against  the  closed  lips  for  a 
second  or  two. 

In  resistant  cases  where  the  fluid  reforms  as  soon  as 
the  myringotomy  heals,  small  polyethylene  tubes 
are  inserted  through  the  myringotomy  site.  Insertion 
of  the  tubes,  even  in  adults,  usually  requires  an 
anesthetic.  Good  anesthesia  can  be  obtained  by  in- 
filtrating the  canal  wall  with  a local  anesthetic,  using 
a #27  needle.  Once  inserted  the  patient  has  no  sen- 
sation of  the  tubes’  presence.  Be  careful  to  caution 
the  patient  or  parents  not  to  allow  any  water  to  get 
into  the  ear  canal  while  a myringotomy  is  open  or  a 
tube  is  in  place.  Water  can  be  kept  out  by  a pledget 
of  lamb’s  wool  in  the  ear  canal  or  a cotton  pledget 
thickly  coated  on  the  outside  with  petroleum  jelly. 
I check  these  patients  a week  after  a myringotomy 
to  be  sure  it  is  healed  and  at  two  month  intervals 
until  the  tubes  have  fallen  out,  usually  within  three 
to  six  months  after  insertion. 

The  mucoid  type  of  fluid  is  so  thick  and  tenacious 
that  it  is  appropriately  called  a glue  ear.  It  is  aspi- 
rated only  with  difficulty  through  the  eardrum,  and 
occasionally  must  be  removed  through  a tympan- 
otomy. This  thick,  glue-like  fluid  is  prone  to  recur, 
as  the  myringotomy  usually  heals  long  before  the 
mucous  membrane  has  returned  to  normal.  Repeated 
myringotomies,  as  many  as  ten  or  twenty,  were  for- 
merly required  for  this  condition.  Now  polyethyl- 
ene tubes  are  inserted  initially  when  this  thick,  glue- 
like  material  is  found.  At  times  a subacute  mastoid- 
itis may  accompany  the  serous  otitis,  which  will 
necessitate  a simple  mastoidectomy  before  the  con- 
dition can  be  eradicated.  Usually  the  thin  serous 
fluid  readily  responds  to  decongestants  or  to  a myr- 
ingotomy and  removal  of  the  eustachian  tube  ob- 
struction. Occasionally,  however,  even  serous  fluid 
will  repeatedly  reform.  For  this,  resection  of  the 
tympanic  plexus  of  nerves  which  lies  on  the  prom- 
ontory of  the  middle  ear  has  been  carried  out,  as  the 
tympanic  branch  of  the  glossopharyngeal  nerve  is 
the  secretomotor  nerve  to  the  ear. 

failure  to  diagnose  serous  otitis  is  the  most  common 
cause  of  the  recurrent,  almost  continuous  otitis  me- 
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dia  seen  in  young  children.  In  these  cases  a myrin- 
gotomy will  frequently  provide  a long-term  cure 
without  adenoidectomy  or  any  other  surgery.  Fail- 
ure to  do  this  may  allow  the  condition  to  go  on  to 
acute  or  subacute  mastoiditis.  Adhesive  otitis  media 
with  scar  tissue  binding  down  the  ossicles  or  tym- 
panosclerosis may  also  result  with  permanent  im- 
pairment of  hearing.  The  prognosis  for  hearing 
with  adhesive  otitis  or  tympanosclerosis  is  usually 
poor.  If  the  adhesions  are  removed,  they  reform, 
and  the  same  is  frequently  true  of  tympanosclerosis 
even  after  a tympanoplasty.  For  many  of  these  peo- 
ple a hearing  aid  is  the  only  solution.  The  constant 
negative  pressure  in  long  standing  serous  otitis  me- 
dia may  draw  in  either  Schrapnell’s  membrane  or 
the  posterior  superior  portion  of  the  eardrum  form- 
ing a pocket  to  cause  a chronic  otitis  media  with 
cholesteatoma,  which  may  not  become  apparent  un- 
til twenty  or  thirty  years  later. 

The  non-medical  complications  of  improper  diag- 
nosis or  treatment  may  be  even  more  serious.  The 
irritable  child,  the  frequent  bouts  of  acute  purulent 
otitis  media  with  pain  and  fever,  the  expense  of  anti- 
biotics and  doctors,  and  the  time  lost  from  school  or 
work  affect  the  entire  family. 

In  summary,  serous  otitis  has  many  causes.  There  is 
a blocking  of  the  eustachian  tube  and  an  inflamma- 
tory reaction  in  the  middle  ear  mucosa,  the  latter 
usually  caused  by  a mild  infection.  The  treatment  is 
to  provide  immediate  drainage  by  decongestants 
and  where  necessary,  by  a myringotomy.  The  ob- 
structing agent  must  be  removed  by  surgery  if  it  is 
adenoid  or  by  oral  decongestants,  and  antihista- 
mines or  nasal  spray  if  it  is  an  upper  respiratory 
infection  or  allergy.  Occasionally  resistant  cases  re- 
quire plastic  tubes  placed  through  the  eardrum  or 
other  more  radical  surgery.  Failure  to  treat  properly 
leads  to  hearing  loss  which  may  be  permanent,  re- 
peated acute  otitis  media  or  possibly  even  chronic 
otitis  media  with  cholesteatoma. 
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You  can  relieve  his 
congestion  and  sniffles 
and  her  concern 
with 

“The  Orange  Medicine”! 

You  know  it  as  Triaminic  Syrup,  but  mothers  of 
kids  with  colds  and  allergies  know  it  as  the  orange- 
colored,  good-tasting  medicine  that  makes  life  a 
lot  more  livable  at  either  end  of  the  teaspoon. 
Triaminic  Syrup  contains  not  one,  but  two  antihis- 
tamines, plus  an  effective  oral  nasal  decongestant. 
This  balanced  formulation  has  promptly  and  effec- 
tively relieved  nasal  congestion  for  so  many. 

TRIAMINIC'SYRUI 


Each  teaspoonful  (5  ml.)  contains:  phenylpropanol- 
amine hydrochloride  12.5  mg.;  pheniramine  male- 
ate  6.25  mg.;  pyrilamine  maleate  6.25  mg.  Side 
effects:  Drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastro- 
intestinal upsets.  Precautions:  The  possibility  of 
drowsiness  should  be  considered  by  patients  en- 
gaged in  mechanical  operations  requiring  alert- 
ness. Use  with  caution  in  patients  with  hyperten- 
sion, heart  disease,  diabetes  or  thyrotoxicosis. 
Dosage:  Children  1-6,  V2  tsp. ; Children  6-12,  1 
tsp.;  Adults,  2 tsp.  Administer  every  4 hours. 
Supplied:  Bottles  of  4 fl.  oz.,  pints. 

( Advertisement ) 


When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 


low-dose  Norinyl-1. 


(norethindronelmg.  c mestranol  0.05mg.) 


Turn  page  for  contraindications,  precautions  and  side  effects 
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Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  puJmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 

Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginnm,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur 
rence  of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  T1 
age  of  the  patient  constitutes  no  ! 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 
13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  when 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 

following  adverse  reactions  have 
been  observed  in  patients  receiving 
oral  contraceptives:  nausea,  vomit- 
ing, gastrointestinal  symptoms  (sui 
as  abdominal  cramps  and  bloating) 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlarge 
ment  and  secretion),  change  in  wei 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secreti 
suppression  of  lactation  when  give 
immediately  postpartum,  cholestat 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptibl 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  post-treatment, 
premenstrual-like  syndrome,  chani 
in  libido,  changes  in  appetite,  cysti 
like  syndrome,  headache,  nervousr 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  no 
sum,  hemorrhagic  eruption,  itchii 
The  following  occurrences  have  be 
observed  in  users  of  oral  contracep 
tives  (a  cause  and  effect  relationsh 
has  been  neither  established  nor  c 
proved) : thrombophlebitis,  pulmoi 
embolism,  neuro-ocular  lesions. 
The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepatic 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  PBI  and  butanol 
extractable  protein-bound  iodine: 
decrease  in  T3  values),  metyrapon 
test,  pregnanediol  determination 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


Untreated  Patient 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 

§ Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 

Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with 
Spinnbarkeit  (stretchability)  of  15  to  20  cm. 

Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
barkeit of  1 cm.  or  less. 

| * 

Spermatozoa  appear  healthy,  active,  freemoving. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized  ovum  during  secretory  phase. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-1. 


Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup 
presses  glandular  and  vascular  development. 


(norethindrone  1 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention 
of  salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possi- 
bility of  small  bowel  lesions 
(obstruction,  hemorrhage,  and  per- 


foration) should  be  kept  in  mind. 
Surgery  for  these  lesions  has  fre- 
quently been  required  and  deaths 
have  occurred.  Discontinue  enteric- 
coated  potassium  supplements 
immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or 
gastrointestinal  bleeding  occur. 

Use  with  caution  in  pregnant  pa- 
tients, since  the  drug  may  cross  the 
placental  barrier  and  adverse  reac- 
tions which  may  occur  in  the  adult 
(thrombocytopenia,  hyperbilirubine- 


mia, altered  carbohydrate  metabo- 
lism, etc.)  are  potential  problems 
in  the  newborn. 

Precautions:  Antihypertensive  ther- 
apy with  Hygroton  should  always  be 
initiated  cautiously  in  postsympa- 
thectomy patients  and  in  patients 
receiving  ganglionic  blocking 
agents  or  other  potent  antihyper- 
tensive drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihyper- 
tensive agents  by  at  least  one-half. 
Barbiturates,  narcotics  or  alcohol 


may  potentiate  hypotension.  E : 
cause  of  the  possibility  of  prc 
sion  of  renal  damage,  periodi 
determination  of  the  BUN  is  i| 

cated.  Discontinue  if  the  BUN  : • 
or  liver  dysfunction  is  aggrav 
Hepatic  coma  may  be  precipi  - 
Electrolyte  imbalance,  sodiui  JL;, 

or  potassium  depletion  may  c 1 

If  potassium  depletion  shoulc 
cur  during  therapy,  Hygroton 
be  discontinued  and  potassii 
supplements  given,  provided 


Did 

Dorothy  Larson 
show  you 
her  ankles  in 
private? 

Now  she 
shows  them 
in  public. 


Hygrotorr  Geigy 

chlorthalidone 


ent  Jes  not  have  marked  oli- 
ia.  | 

® s|  :ial  care  in  cirrhosis  or 
-r®  :hemic  heart  disease  and 
atie  s receiving  corticoste- 
/ TH,  or  digitalis.  Salt  re- 
ctio  s not  recommended, 
ersiileactlons:  Nausea,  gastric 
at  o vomiting,  anorexia,  con- 
at  c and  cramping,  dizziness, 
lkn&.  restlessness,  hypergly- 


lia, 

tele 


peruricemia,  headache, 
amps,  orthostatic  hypo- 


tension, aplastic  anemia,  leuko- 
penia, thrombocytopenia,  agranu- 
locytosis, impotence,  dysuria, 
transient  myopia,  skin  rashes,  urti- 
caria, purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 


breakfast  daily  or  100  mg.  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 
of  50  mg.,  in  bottles  of  100  and  1000. 
(B)R46-230-D 

For  full  details,  please  see  the  com- 
plete prescribing  Information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Your  office  examination 
confirmed  Mrs.  Larson’s 
ankle  edema. 

You  prescribed  Hygroton 
to  get  rid  of  the  edema. 

Andyoufound  that  Hygroton 
is  not  only  usually  effective; 
it  frequently  costs  less  than 
other  equivalent  therapy. 

A nice  way  to  treat  the  Mrs. 
Larsons  in  your  practice. 

Hygroton  therapy  may 
mean  troublesome  side 
effects  for  some  patients. 
And  you  can’t  prescribe 
it  for  patients  with  hyper- 
sensitivity to  the  drug  or 
severe  renal  or  hepatic 
diseases.  Before  writing  it 
for  your  patients,  please 
check  the  prescribing 
information.  It’s  summa- 
rized below. 
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JUDGE  ANTIBIOTICIOINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘INeosporin’  (polymyxin  B 
— bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi. -Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 

brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


ml&U  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Veariness 
without  cause” 

Psychic  tension 
with  depressive 
sy  mptom  atology? 

“For  weeks  I’ve  done 
practically  nothing  and 
I’m  always  tired.  I wake 
tired  and  I go  to  bed  tired.  It’s  really  absurd.’’ 
Wen  the  patient  complains  of  fatigue,  and  you  can 
Si  I no  organic  cause,  you  recognize  that  it  may  serve 
i€  as  a means  of  avoiding  responsibilities  or  facing 
iUimotional  problem.  It  is,  in  effect,  a psychological 
•e  eat  behind  a somatic  cover  of  continuous  fatigue 
— ne  of  the  many  depressive  symptoms  often  asso- 
rted with  psychic  tension. 

>h  needs  counsel  and  reassurance,  and  perhaps  a 
rs  quilizer  to  attenuate  excessive  tension  and  help 
e ore  the  capacity  to  cope.  As  an  aid  to  successful 
miagement,  consider  the  value  of  Valium®  (diaz- 
p.n).  As  psychic  tension  is  eased  by  Valium  therapy, 


!e  re  prescribing,  please  consult  complete  product  infor- 
uaon,  a summary  of  which  follows: 

ncrations:  Tension  and  anxiety  states;  somatic  complaints 
hit  are  concomitants  of  emotional  factors;  psychoneurotic 
tat;  manifested  by  tension,  anxiety,  apprehension,  fatigue, 
ep  ssive  symptoms  or  agitation;  acute  agitation,  tremor,  de- 
ru ) tremens  and  hallucinosis  due  to  acute  alcohol  withdrawal; 
iljnctively  in:  skeletal  muscle  spasm  due  to  reflex  spasm  to 
tea  pathology,  spasticity  caused  by  upper  motor  neuron  dis- 
rdti;  athetosis,  stiff-man  syndrome,  convulsive  disorders  (not 
ir  i e therapy). 

lot  vindications : Known  hypersensitivity  to  drug;  children 
ad  6 months  of  age;  acute  narrow  angle  glaucoma;  may  be 
set  n patients  with  open  angle  glaucoma  who  are  receiving 
op  priate  therapy. 

aiings:  Not  of  value  in  treatment  of  psychotic  patients, 
id  tould  not  be  employed  in  lieu  of  appropriate  treatment, 
s vth  most  CNS-acting  drugs,  caution  patients  against  haz- 
dc's  occupations  requiring  complete  mental  alertness  ( e.g 
>er  ing  machinery,  driving).  When  used  adjunctively  in  con- 
dse  disorders,  possibility  of  increase  in  frequency  and/or 
ye  y of  grand  mal  seizures  may  require  increase  in  dosage  of 
nii  rd  anticonvulsant  medication;  abrupt  withdrawal  in  such 
se:may  also  be  associated  with  temporary  increase  in  fre- 
,etV  and/or  severity  of  seizures.  Advise  patients  against  si- 
alt  leous  ingestion  of  alcohol  and  other  CNS  depressants, 
itqrawal  symptoms  (similar  to  those  with  barbiturates  and 
of  I)  have  occurred  following  abrupt  discontinuance.  Keep 
diij on-prone  individuals  (such  as  drug  addicts  or  alcoholics) 
de  careful  surveillance  because  of  their  predisposition  to 
ation  and  dependence.  Use  of  any  drug  in  pregnancy, 
an  or  in  women  of  childbearing  age  requires  that  potential 
be  weighed  against  possible  hazard. 

ttions:  If  combined  with  other  psychotropics  or  anti- 
ants, carefully  consider  individual  pharmacologic  effects 
cularly  with  known  compounds  which  may  potentiate 
>f  Valium,  such  as  phenothiazines,  narcotics,  barbiturates, 
nhibitors  and  other  antidepressants.  Employ  usual  pre- 
s in  the  severely  depressed  or  in  those  with  latent  depres- 
ncidal  tendencies  may  be  present  and  protective  mea- 
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secondary  depressive  symptoms  too  may  subside. The 
patient  feels  more  capable,  therefore  more  hopeful ; 
better  able  to  handle  situations  of  intense  stress. 


sures  necessary.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (ini- 
tially 2 to  2 14  mg  once  or  twice  daily,  increasing  gradually  as 
needed  or  tolerated). 

Adverse  Reactions:  Side  effects  most  commonly  reported: 
drowsiness,  fatigue  and  ataxia.  Infrequently  encountered:  con- 
fusion, constipation,  depression,  diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo  and  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimu- 
lation have  been  reported;  should  these  occur,  use  of  the  drug 
should  be  discontinued.  Because  of  isolated  reports  of  neutro- 
penia and  jaundice,  periodic  blood  counts  and  liver  function 
tests  are  advisable  during  long-term  therapy.  Minor  changes  in 
EEG  patterns  (low-voltage  fast  activity)  observed  during  and 
after  therapy  and  are  of  no  known  significance. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to 
q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg 
t.i.d.  or  q.i.d.  as  needed;  adjunctively'  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive  disorders, 
2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to 
2 54  mg,  1 or  2 times  daily  initially',  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Children:  1 to  214  mg  t.i.d.  or 

q.i.d.  initially,  increasing  as  needed 
and  tolerated  (not  for  use  under 

iVOCnC  6months)- 

LABORATORIES  Supplied:  Vahum®  (diazepam) 

Division  of  Hoffmann-La  Roche  Inc.  lablets-  2 $ ™g,  and  10  mgi 

Nutley.  New  Jersey  07110  bottles  of  50,  100  and  500. 


HMOCMEH 

& 

Valium(diazepam) 

helps  relieve  psychic  tension 

with  associated  depressive  symptoms 
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“When  you’re  finished  with  baby, 
maybe  you  can  tell  me  what  / can  do  about  my  extra  pounds.” 
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Get  them  while 
they’re  easily  reversible. 


Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  1 5 pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEG  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Batnadex  Sequels 

Dextro-Amphetamine  Sulfate  (15  mg.)  Sustained  Release  Capsu’es 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 


Each  Novahistine  LP  tablet  contains  phenylephrine 
hydrochloride,  25  mg.;  and  chlorpheniramine  maleate, 
4 mg.  Each  Novahistine  Singlet  tablet  contains  phenyl- 
ephrine hydrochloride,  40  mg.;  chlorpheniramine 
maleate,  8 mg.;  and  acetaminophen,  500  mg. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet™ 
tablets,  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the  individual 
patient.  Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic-anti- 
pyretic effect,  as  well  as  decongestant  action,  are  indicated 
for  upper  respiratory  infections  accompanied  by  pain,  aches 
and  fever. 


Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension,  diabetes 
mellitus,  hyperthyroidism  or  urinary  retention. 

Caution  ambulatory  patients  that  drowsiness  may  result. 

PITMAN-M00RE  Division  of  The  Dow  Chemical  Company. 
Indianapolis 


“Nothing  else  I’ve  tried  seems  to  work,  so  I decided  to  give  yon  a crack  at  it.” 
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B and  C vitamins  aid  therapy: 
Nausea,  vomiting,  and  severe 
diarrhea  may  seriously  interfere 
with  the  digestion  and  absorp- 
tion of  nutrients.  STRESSCAPS 
capsules,  containing  therapeu- 
tic quantities  of  vitamins  B and 
C,  may  help  meet  the  needs  of 
these  patients.  In  digestive  dis- 
orders, as  in  many  stress  condi- 
tions, STRESSCAPS  vitamins 

aid  therapy  • 334-6-6471 


Each  capsule  contains.- 
Vitamin  B,  (as  Thiamine 

Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin) 10  mg 

Vitamin  Bt,  (Pyridoxine  HCI)  ...  2 mg 

Vitamin  B12  Crystalline 4 mcgm 

Vitamin  C (Ascorbic  Acid) 300  mg 

Niacinamide 100  mg 

Calcium  Pantothenate 20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder” 
jars  of  30  and  100. 

LEDERLE  LABORATORIES, 

A Division  of  American 
Cyanamid  Company,  Pearl  River,  N.Y. 


stkksscaps 

Stress  Formula  B+C  Vitamins  Lederle 


Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.0.1. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 


n rare  instances,  transient  car 
irrhythmias  have  occurred  in  I , 
hyroid  patients  and  in  patient;; 
reiving  thyroid  medication  wlv 
'ofranil  was  added  to  the  regii 
mipramine  may  block  the  pha 
rologic  activity  of  guanethidir/ 
)ther  related  adrenergic  neur 
locking  agents. 

"he  drug  is  not  recommended 
>resent  time  in  patients  under 
>f  age. 

\dverse  Reactions:  Dryness  o 
nouth,  tachycardia,  constipat  j 
urbances  of  accommodation, 
ng,  dizziness,  weight  gain,  ur 
requency  or  retention,  nause  j 
'omiting,  peripheral  neuritis,  j 
>arkinson-like  syndrome,  trer ; 
are  cases  of  falling  in  elderly  | 
ients,  confusional  states  (wit  j 
symptoms  as  hallucinations  a 
>rientation),  activation  of  psy 
ichizophrenics  and  agitation 


When 
a milestone  in  life 
is  marred 
by  depression... 


ypnanic  and  manic  episodes) 

' ny  require  dosage  reduction 
-r  Idition  of  a tranquilizer  or 
onr  discontinuation  of  the  dru 
?tirm  seizures,  orthostatic 
er  on  and  substantial  blood 
uyall  in  hypertensive  patients 
injransient  jaundice,  bone  ma 
epssion  including  agranulocy 
Sfsitization  and  skin  rash 
Jir  Photosensitization,  eosino- 
si  mild  withdrawal  symptom 
dci  discontinuation  after  pro- 
d hatment  with  high  doses. 
5ical  hormonal  effects  (im- 
r*  decreased  libido,  and  estro 
et  cts)  may  be  observed. 
|(*jike  effects  may  be  more 
ur?d  (e.g.  paralytic  ileus)  in 
Pt  e patients  and  in  those 
arbholinergic  agents  (includ- 
ll|jrkinsonism  drugs), 
t'f  Adult  Dosage:  Initially, 
c‘ I y . increased,  if  necessary. 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Tofranil:  Round  tablets  of 
25  and  50  mg.;  triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use;  and  ampuls,  each  containing 
25  mg.  in  2 cc.  for  I.M.  administration. 
(B)46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she’s  not 
gaining  a daughter... she’s  losing  a sen. 
The  occasion  may  be  marred  by  de- 
pression with  such  symptoms  as  feelings 
of  sadness,  incapacity,  helplessness 
and  hopelessness. 

Tofranil  often  relieves  symptoms  of 
depression. 

As  maintenance  therapy  during  the  active 
phase  of  depression,  it  may  help  prevent 
relapse. 

The  use  of  Tofranil  in  patients  receiving 
M.A.O.I.’s  is  contraindicated. 

In  patients  with  cardiovascular  disease, 
hyperthyroidism  or  increased  intraocular 
pressure;  or  in  those  receiving  anticholi- 
nergics (including  antiparkinsonism 
agents),  thyroid  medication,  or  antihyper- 
tensive adrenergic  neuron-blocking 
agents;  and  in  those  in  their  first  trimester 
of  pregnancy,  the  special  precautions 
listed  in  the  prescribing  information 
should  be  carefully  observed. 

Toxic  reactions  severe  enough  to  require 
discontinuation  of  Tofranil  are  uncommon. 
However,  for  complete  details,  please 
refer  to  the  full  prescribing  information. 


Tofranil' 

Geigy 


imipramine 

hydrochloride 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 
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Part  of 
the  fine  art 
of  medicine 


DARVON' 

COMPOUND-65 


Each  Pulvule®  contains  05  mg.  propoxyphene  hydrochloride. 
227  mg.  aspirin.  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


Additional  information  available  to 
physicians  upon  request. 

ELI  LILLY  AND  COMPANY 
INDIANAPOLIS,  INDIANA  46206 
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PROGRESS  IN  PUBLIC  PSYCHIATRY 
IN  SOUTH  CAROLINA 

AN  OVERVIEW 


Psychiatry  is  moving  into  adolescence 
in  South  Carolina  after  a long  childhood. 
The  state  mental  hospitals  have  broken 
the  mold  of  the  old  custodial  era,  but  the 
majority  of  their  patients  still  receive  in- 
adequate treatment.  The  private  practice 
of  psychiatry  has  come  to  the  larger  cities, 
albeit  in  token  numbers.  Public  psychia- 
try has  brought  full  time  practitioners  to 
clinics  in  at  least  three  medium-sized 
communities  which  otherwise  would  be 
bereft  of  the  specialty.  Part  time  public 
clinicians  spend  much  of  their  time  in 
private  practice  in  a number  of  other 
communities.  Two  psychiatric  residency 
programs  are  accredited  and  graduating 
well  trained  specialists.  A new  psychia- 
tric institute  for  training  and  research  is 
off  to  a good  start  and  soon  will  be  turn- 
ing out  professionals  in  a number  of  al- 
lied disciplines  as  well  as  psychiatrists. 

A good  example  of  the  growth  and 
maturation  of  psychiatry  in  South  Caro- 
lina is  the  South  Carolina  District  Branch 
of  the  American  Psychiatric  Association. 
Established  in  1957  with  24  members,  the 
District  Branch  now  has  48  members  who 
turn  out  in  good  force  for  the  quarterly 
meetings. 

Considerable  progress  has  been  regis- 
tered in  public  psychiatry,  which  is  still 
in  a rather  dominant  position.  As  noted 
above,  the  state  mental  hospitals  have 
emerged  from  their  high  walls  of  isola- 


WILLIAM  S.  HALL,  M.D. 

State  Commissioner  of  Mental  Health 

tion  and  have  become  treatment  centers, 
at  least  in  part.  Twelve  community  men- 
tal health  clinics  are  in  full  operation  and 
a thirteenth  has  an  office  and  a secretary 
and  is  working  hard  to  recruit  staff.  Only 
one  major  area  of  the  state  lacks  a clinic 
and  an  offical  board  is  at  work  in  Orange- 
burg County  to  remedy  that  situation. 
Most  importantly,  the  nationwide  move- 
ment to  escalate  clinics  into  comprehen- 
sive mental  health  centers  is  far  advanced 
in  our  state.  One  comprehensive  center 
is  in  operation  and  five  others  are  in  var- 
ious stages  of  development.  The  eventual 
goal  is  14  such  centers  serving  all  46 
counties.  The  psychiatric  institute  men- 
tioned above  has  a current  budget  of 
nearly  $1,000,000  and  hopes  to  double  its 
outlay  during  the  next  fiscal  year. 

Organizational  progress  has  been  rather 
outstanding.  The  old  state  hospital  sys- 
tem, governed  by  a board  of  regents,  gave 
way  in  1952  to  the  South  Carolina  Mental 
Health  Commission,  a five-man  board 
charged  with  ultimate  responsibility  of 
the  state’s  public  mental  health  programs. 
In  1964  the  independent  character  of  the 
commission’s  setup  received  confirmation 
and  more  precise  delineation  with  the  pas- 
sage of  a statute  creating  the  South  Caro- 
lina State  Department  of  Mental  Health 
with  a clearly-defined  executive  officer 
called  the  state  commissioner  of  mental 
health.  Administrative  functions  affect- 
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ing  more  than  one  facility,  such  as  fi- 
nance, personnel,  management  and  pur- 
chasing and  warehousing,  were  put  on  a 
departmental  level  under  a deputy  to  the 
state  commissioner. 

South  Carolina  was  prodded  into  es- 
tablishing the  third  state  mental  hospital 
in  the  United  States  in  1821  by  two  legis- 
lators from  opposite  ends  of  the  common- 
wealth—Col.  Samuel  Farrow  of  Spartan- 
burg and  Major  William  Crafts  of 
Charleston.  They  have  been  immortalized 
in  the  new  name  of  the  youngest  of  the 
two  state  hospitals,  established  early  in 
the  second  decade  of  the  20th  century. 

The  original  hospital  had  a noble  his- 
tory. During  part  of  the  Reconstruction 
Era,  Superintendent  Joshua  Ensor,  M.D. 
(1870-1877)  exhausted  his  own  personal 
credit  to  keep  his  patients  fed  and 
warmed.  Superintendent  James  W.  Bab- 
cock, M.D.  (1891-1914)  pioneered  in  pel- 
lagra research.  Superintendent  C.  Fred 
Williams,  M.D.  (1915-1945)  was  perhaps 
the  foremost  social  psychiatrist  of  his  day 
and  was  a pioneer  in  malarial-fever  ther- 
apy for  general  paresis. 

Following  Dr.  Williams’  retirement 
from  the  superintendency,  six  years  of 
relative  instability  in  leadership,  com- 
bined with  the  cumulative  neglect  of  the 
physical  facilities  during  World  War  II, 
brought  the  hospitals  to  a rather  low  ebb. 
Six  legislators  and  three  governor-ap- 
pointed citizens  undertook  a searching  in- 
vestigation. They  issued  a report  which 
Governor  James  Francis  Byrnes,  freshly 
returned  from  the  national  stage  to  offer 
his  tremendous  talents  and  experience  to 
his  home  state,  adopted  as  his  own,  calling 
the  plight  of  her  mental  patients  “South 
Carolina’s  Number  One  Problem”.  He 
took  the  entire  General  Assemby  with 
him  on  a tour  of  the  hospital,  ordered  one 
multi-story  ward  building  demolished  as 
a deadly  danger,  furnished  emergency  ex- 
ecutive-department funds  for  fire  safety 
sprinkler  systems  and  persuaded  the  leg- 
islature to  devote  two  entire  year-end 


surpluses  to  mental  health  construction 
and  renovations. 

The  $9,000,000  made  available  through 
those  year-end  state  surpluses  provided  a 
good  start  toward  enlarging  the  two  big 
Columbia-based  hospitals  and  rounding 
out  their  facilities,  but  continuing  in- 
creases in  resident  patients  filled  up  new 
ward  buildings  almost  as  fast  as  they 
were  constructed  so  that  overcrowding 
remained  one  of  the  chief  hindrances  to 
good  patient  care.  As  that  special  building 
fund  was  depleted,  the  legislature  gave 
the  hospitals  the  power  to  borrow  con- 
struction money,  amortizing  the  loans 
with  the  income  from  paying  patients. 

Public  mental  health  operating  budgets 
have  increased  nearly  five-fold  since  1952 
to  a current  level  of  approximately  $15,- 
000,000  per  year.  However,  the  beginning 
point  was  extremely  low  and  the  increases 
have  largely  paralleled  those  in  all  other 
departments  of  state  government,  so  that 
the  needs  are  far  from  met.  South  Caro- 
lina still  ranks  near  the  bottom  of  all  the 
states  in  its  support  of  its  mental  health 
programs  and  many  deficiencies  persist 
in  staffing  patterns  and  support  pro- 
grams. 

Elements  of  progress  are  notable,  how- 
ever. The  work  week  has  been  reduced 
from  72  hours  to  40.  Salaries  of  profes- 
sional employees  have  been  made  substan- 
tially competitive  with  those  provided  by 
nearby  states.  Other  pay  scales  have  been 
raised,  although  many  job  positions  are 
still  hard  to  keep  filled  because  of  low 
rates  of  pay. 

Early  in  the  current  decade  the  up- 
ward curve  of  patient  population  leveled 
off  and  then  began  inching  downward. 
During  the  past  fiscal  year  the  average 
daily  patient  population  in  the  two  state 
hospitals  was  6,137,  compared  with  the 
high  point  of  6,598  reached  five  years 
earlier.  Overcrowding  has  been  amelio- 
rated somewhat,  but  is  still  present  to  .a 
marked  degree. 

In  1963  the  huge  state  hospital,  already 
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divided  into  two  units  nearly  seven  miles 
apart,  was  separated  into  two  distinct 
hospitals.  The  former  State  Park  Unit 
became  Palmetto  State  Hospital,  while 
the  original  hospital  near  downtown  Co- 
lumbia retained  the  name  South  Carolina 
State  Hospital.  Later,  Palmetto  State 
Hospital  was  renamed  Crafts-Farrow 
State  Hospital. 

Faced  with  the  necessity  of  complying 
with  the  Civil  Rights  Act  of  1964,  the  De- 
partment of  Mental  Health  redefined  the 
mission  of  the  two  state  hospitals.  South 
Carolina  State  Hospital  was  charged  with 
the  admission  and  initial  treatment  of  all 
patients  under  the  age  of  65  and  with  con- 
tinued treatment  of  patients  with  a fairly- 
hopeful  outlook  for  early  improvement. 
Crafts-Farrow  State  Hospital  was  desig- 
nated as  the  admission  and  treatment  cen- 
ter of  all  geriatric  patients  and  others 
with  a prognosis  of  long-term  care  and 
treatment.  Massive  transfers  between  the 
two  hospitals  were  accomplished  to  speed 
the  transition,  at  the  insistence  of  federal 
authorities.  Every  vestige  of  racial  dis- 
crimination has  been  erased. 

Following  the  separation  of  the  two  hos- 
pital units  into  discrete  hospitals,  we  con- 
centrated on  bringing  South  Carolina- 
State  Hospital  up  to  the  standards  of  the 
Joint  Commission  on  Accreditation  of 
Hospitals.  One  purpose  was  to  safeguard 
our  educational  programs,  notably  the 
psychiatric  residency  training  program, 
in  view  of  the  national  trend  to  require 
accreditation  of  hospitals  offering  post- 
graduate training.  Equally  important  was 
the  goal  of  providing  and  maintaining  the 
standards  of  patient  care  and  treatment 
which  are  required  by  the  regulations  of 
the  Joint  Commission. 

A herculean  effort  was  required,  includ- 
ing building  several  permanent  enclosed 
fire  escapes  and  upgrading  our  medical 
records.  The  result  was  worth  the  energy 
expended.  In  1964  South  Carolina  State 
Hospital  became  the  first  state  psychiatric 
hospital  south  of  Maryland  and  east  of 


Louisiana  to  be  accredited  by  the  Joint 
Commission.  The  first  nod  of  JC  approval 
was  for  one  year,  with  further  improve- 
ments suggested.  The  following  year 
brought  a full  three-year  accreditation, 
the  maximum  granted  by  the  Commission. 

Three  other  notable  landmarks  of 
progress  have  been  made  in  recent  years. 
Probably  the  most  important  is  the  acti- 
vation of  the  Psychiatric  Institute  which 
we  view  as  the  keystone  effort  to  provide 
the  necessary  manpower  for  the  develop- 
ing network  of  community  services  and 
the  increasing  needs  of  the  hospitals  as 
they  become  treatment  centers  in  the  true 
sense  of  the  word  instead  of  continuing 
to  function  as  custodial  institutions  with 
a cream-like  layer  of  active  treatment.  A 
second  landmark  is  the  prospective  com- 
pletion of  a statewide  network  of  com- 
munity mental  health  clinics  and  the  esca- 
lation of  five  or  six  of  them  into  compre- 
hensive mental  health  centers.  A third 
outstanding  achievement  is  the  launching 
of  a newr  institution  for  long-term  skilled 
nursing  care  of  patients  w’hose  psychia- 
tric impairment  is  not  serious  enough  to 
require  mental  hospital  care  but  who 
would  still  be  management  problems 
beyond  the  capability  of  the  average  nur- 
sing home. 

The  development  of  the  Psychiatric  In- 
stitute and  the  community  clinics  and  cen- 
ters is  described  fully  elsewhere  in  this 
issue  of  The  Journal.  The  first  unit  of  the 
long-term  care  facility  is  still  on  the 
architects’  drawing  board  but  the  funds 
are  in  hand  ($1,000,000  from  a Hill-Bur- 
ton construction  grant  and  $500,000  from 
the  Department’s  loan  authority  which  is 
amortized  by  receipts  from  paying  pa- 
tients). The  facility  will  be  built  on  a 
beautiful  45-acre  tract  east  of  the  campus 
of  South  Carolina  State  Hospital  but  di- 
vided from  the  campus  by  a major  public 
throughway.  This  means  that  the  facility 
will  be  near  enough  to  be  served,  in  large 
measure,  by  food  service  and  other  sup- 
porting components  of  the  hospital,  but 
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separate  enough  to  develop  its  own  iden- 
tity. We  are  projecting  that  the  facility 
will  expand  to  90  beds  in  the  foreseeable 
future. 

The  long-term  care  facility  will  accept 
patients  by  referral  from  the  state  hos- 
pitals, the  community  mental  health  clin- 
ics and  centers  and  from  community  nurs- 
ing homes  which  are  willing  to  enter  into 
reciprocal  agreements  to  accept  referrals 
from  the  long-term  care  facility  and  from 
the  state  mental  hospitals. 

Another  major  development  within  the 
Department  of  Mental  Health  has  been  in 
the  area  of  administrative,  or  support 
services.  A full-fledged  Division  of  Ad- 
ministrative Services  has  been  activated 
under  the  direction  of  a deputy  to  the 
state  commissioner  of  mental  health.  This 
division  provides  basic  support  services 
to  all  other  components  of  the  Depart- 
ment. These  services  include  Management, 
Finance  and  Accounting,  Personnel  and 
Purchasing  and  Warehousing. 

The  Management  Section  is  one  of  the 
more  interesting  developments  of  recent 
years.  It  operates  as  the  cutting  edge  of 
our  efforts  to  improve  methods  and  effect 
economies.  Management  techniques  which 
have  proved  useful  to  industry  are  being 
introduced  into  our  programs.  Electronic 
data-processing  equipment  is  being  used 
for  such  procedures  as  payroll,  time  and 
leave  accounting,  statistics  and  inventory 
control. 

All  of  the  foregoing,  of  course,  is  a 
form  of  socialized  medicine.  This  has  been 
the  case  since  the  beginnings  of  mental 
hospitals  in  America.  It  is  difficult  to  see 
how  it  could  have  been  otherwise  in  those 
early  years — because  of  the  chronic  na- 


ture of  mental  illness  and  the  paucity  of 
therapeutic  modalities  until  recent  years. 
Private  medicine  simply  was  unable  to 
cope  with  the  problem. 

The  developments  of  recent  years  have 
opened  up  new  vistas  for  the  private  prac- 
titioner in  the  field  of  emotional  illness, 
both  for  the  specialists  in  psychiatry  and 
for  generalists  and  many  in  other  spe- 
cialties. We  are  encouraging  this  trend 
in  South  Carolina.  We  welcome  the  colla- 
boration of  private  physicians  in  the  care 
and  treatment  of  emotional  illness.  We 
plan  to  offer  post-graduate  short  courses 
at  the  Psychiatric  Institute  to  enable  our 
bretheren  in  private  practice  to  offer 
broader  services  to  the  emotionally  dis- 
turbed and  to  do  so  more  confidently.  A 
number  of  private  psychiatrists  are  work- 
ing part  time  in  our  Psychiatric  Institute. 
We  hope  to  enlist  considerable  numbers  of 
private  physicians  in  the  comprehensive 
mental  health  centers,  both  to  work  part 
time  in  the  centers  and  to  treat  their  own 
patients  in  the  centers,  in  consultation 
with  the  psychiatrists  there.  We  also  are 
encouraging  the  training  and  recruitment 
of  more  private  psychiatrists  for  South 
Carolina’s  communities.  In  fact,  some  of 
the  men  trained  in  our  residency  program 
have  gone  into  private  practice,  with  our 
encouragement  and  blessing. 

Our  master  goal  is  to  do  all  that  the 
public  sector  of  medicine  can  and  should 
do  to  provide  adequate  psychiatric  serv- 
ices to  all  South  Carolinians  needing  them, 
as  close  to  their  homes  as  possible,  with 
the  least  possible  dislocation  from  their 
homes,  jobs  and  social  responsibilities. 
We  invite  the  collaboration  of  the  entire 
medical  community  to  this  end. 
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The  areas  of  South  Carolina’s  two  large 
mental  hospitals  where  fairly  adequate 
staffing  patterns  exist  are  the  Admission- 
Exit  and  Medical-Surgical  Services  of 
South  Carolina  State  Hospital. 

The  services  get  first  priority  on  phy- 
sicians and,  to  some  extent,  on  nurses 
and  other  therapists  because  they  minis- 
ter to  the  most  acutely-ill  patients — men- 
tally and  physically.  Also,  Admission- 
Exit  patients,  as  the  term  suggests,  are 
coming  and  going  in  great  numbers,  re- 
quiring time-consuming  initial  workups 
and  discharge  planning. 

In  the  Medical-Surgical  Service  pa- 
tients receive  quality  care  for  acute  phy- 
sical illnesses  and  all  kinds  of  surgical, 
laboratory  and  x-ray  needs.  The  staff  of 
seven  full-time  physicians  is  backed  up 
by  some  20  part-time  consultants  re- 
cruited from  the  Columbia  medical  com- 
munity. The  206-bed  James  F.  Byrnes 
Clinical  Center,  home  of  the  service,  is  one 
of  the  finest  general  hospitals  in  South 
Carolina. 

In  addition  to  the  therapeutic  considera- 
tion, there  is  also  a utilitarian  and  finan- 
cial consideration  behind  the  priority  sta- 
tus of  the  Admission-Exit  Service.  If  it 
were  allowed  to  stagnate,  the  hospital 
soon  would  overflow  with  long-term  pa- 
tients. Overcrowding  would  become  in- 
sufferable unless  more  buildings  were 
constructed  quickly,  at  a cost  running 
into  millions.  More  personnel  would  be 
needed  for  the  new  chronic  wards. 

Even  more  important  is  the  fact  that 
the  neglect  of  the  Admission-Exit  and  in- 
tensive care  unit  would  relegate  great 
numbers  of  people  to  a lifetime  of  mar- 
ginal existence  on  the  multiplying  “back 
wards”. 


KARL  V.  DOSKOCIL,  M.D. 

Director  of  Professional  Services 
South  Carolina  State  Hospital 

This  is  not  to  say  that  the  staffing  sit- 
uation is  ideal.  Registered  nurses  are  in 
short  supply  on  these  two  services,  as  they 
are  in  almost  every  other  hospital.  The 
number  of  nursing  assistants  (formerly 
psychiatric  aides)  is  far  from  optimal. 
Allied  professionals,  such  as  occupational 
and  recreational  therapists,  are  needed  in 
far  greater  numbers.  But  conditions  are 
good  compared  with  those  in  other  areas 
of  the  hospitals.  Especially  encouraging, 
at  this  writing,  is  the  roster  of  full-time 
physicians.  There  are  15  physicians  for 
the  450  to  500  Admission-Exit  patients, 
a ratio  of  approximately  one  to  30,  com- 
pared with  a ratio  of  one  physician  to 
300  to  350  patients  in  the  long-term  and 
geriatric  wards.  The  Medical-Surgical 
Service  has  seven  full-time  physicians,  in 
addition  to  some  20  consultants. 

During  the  past  fiscal  year  3,824  pa- 
tients were  admitted  to  the  Admission- 
Exit  Service.  More  than  75  per  cent  of 
them  go  home  directly  from  that  unit 
without  ever  becoming  a part  of  the  old 
State  Hospital.  The  average  length  of  stay 
on  the  unit  is  43  days.  Many  of  the  pa- 
tients go  home  after  four  to  five  wTeeks. 
Some  stay  on  the  unit  as  long  as  six 
months. 

The  functions  of  the  Admission-Exit 
Service  are  varied,  but  its  primary  mis- 
sions are  diagnostic  evaluation,  observa- 
tion and  intensive  therapy.  The  primary 
therapeutic  goal  is  restoration  of  the  pa- 
tient to  a level  of  functioning  that  will 
enable  him  to  return  to  normal  community 
life. 

“Diagnostic  evaluation”,  as  used  here, 
means  considerably  more  than  the  deter- 
mination of  a diagnostic  slot,  or  name  de- 
rived from  standard  classification  nomen- 
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clature,  under  which  an  illness  can  be 
catalogued.  Every  effort  is  made  to  deter- 
mine the  current  functioning  level  of  a 
patient  as  compared  with  his  level  under 
normal  conditions  in  his  home  environ- 
ment before  the  onset  of  his  mental  illness 
symptoms,  together  with  the  change  in  his 
functioning  in  connection  with  the  illness 
which  precipitated  his  hospitalization. 

Attempts  are  made  to  determine 
whether  a patient  should  return  home  and 
try  to  function  at  his  pre-illness  level  or 
whether  certain  reservations  should  be 
made  and  restrictions  defined.  Occasion- 
ally diagnostic  evaluation  may  indicate 
that  a patient  is  capable  of  functioning 
vocationally  at  a higher  level  than  was 
customary  before  his  illness.  At  that 
point,  vocational  rehabilitation  specialists 
are  called  in  and  the  patient  is  trained  for 
a new  work  setting  and  is  helped  to  find 
a job  more  suitable  to  his  abilities  or 
more  to  his  liking.  This  form  of  therapeu- 
tic intervention  and  others  often  prevent 
the  recurrence  of  emotional  disability. 

Assisting  with  diagnostic  evaluations, 
under  the  overall  direction  of  ward  physi- 
cians, are  social  workers,  psychologists, 
occupational  therapists,  recreators,  music 
therapists,  chaplains  and  others. 

In  order  to  cope  more  effectively  with 
the  great  numbers  of  new  admissions, 
especially  in  terms  of  developing  contacts 
with  significant  sources  of  help  in  their 
home  communities,  the  Admission-Exit 
Service  is  divided  into  two  sections,  one 
working  with  patients  from  the  upper 
half  of  the  state  and  the  other  working 
with  those  from  the  Lowcountry.  The 
medical  staff  is  organized  into  four  teams, 
two  of  which  are  assigned  to  each  geo- 
graphical section.  Each  team  has  three  to 
four  physicians  (the  size  of  the  medical 
staff  fluctuates  from  time  to  time).  Pa- 
tients are  assigned  to  these  teams  on  a 
rotation  basis  unless  there  are  therapeu- 
tic reasons  for  special  assignments. 

The  home  base  and  major  “shop”  of  the 
Admission-Exit  Service  is  the  Williams 


Building,  constructed  in  1937  and  orig- 
inally equipped  with  extensive  facilities 
for  hydro-therapy  and  malarial  therapy. 
Recently  the  building  was  renovated  com- 
pletely and  refurnished.  It  has  a new 
cafeteria  where  patients  and  staff  dine  to- 
gether. In  the  ground  floor  is  a modern  ad- 
missions center  and  a medical  records  sec- 
tion, staffed  on  a 24-hour  basis.  The 
renovation  task  was  accomplished  largely 
by  the  engineering  and  maintenance  for- 
ces of  the  Department  of  Mental  Health  at 
a cost  of  some  $600,000  (the  cost  would 
have  been  in  excess  of  $1,000,000  if  the 
job  had  been  put  out  on  a contract  basis). 
Just  across  the  street  is  the  Byrnes  Clin- 
ical Center,  connected  to  Williams  by  a 
covered  walkway ; thus  x-ray,  laboratory, 
ECG  and  EEG  tests  are  accomplished 
without  loss  of  time  due  to  separation  of 
the  facilities. 

Also  assigned  to  the  unit  are  other 
wards  as  needed  and  one  large  building 
with  security  features.  The  latter  (the 
Cooper  Building)  houses  court-committed 
patients,  others  who  may  be  prone  to 
leave  without  permission  and,  for  want 
of  a better  solution,  a special  ward  for 
young  boys.  Patients  are  transferred 
among  the  facilities  as  their  changing 
needs  indicate.  As  indicated  above  the  ma- 
jority of  the  newly-admitted  patients  are 
released  directly  from  the  unit,  either  on 
a conditional  discharge  (trial  visit)  or 
final  discharge.  Those  who  need  extended 
hospitalization  are  transferred  to  one  of 
the  Remotivation  Services  (chronic 
wards) . 

Plans  are  being  made  to  relocate  and 
enlarge  the  children’s  unit  to  include 
young  girls  as  well  as  boys.  It  will  con- 
tinue to  function  as  an  integral  part  of 
the  Admission-Exit  Service.  We  are  pro- 
jecting space  and  programs  for  some  30 
children. 

The  Admission-Exit  Service  uses  all 
types  of  psychiatric  treatment  including 
chemotherapy,  electroconvulsive  therapy, 
individual  psychotherapy,  group  therapy. 
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occupational  therapy,  music  therapy,  rec- 
reation therapy  and  library  therapy.  The 
use  of  EST  is  comparatively  rare.  Chemo- 
therapy is  the  most  extensively-used  ap- 
proach. Insulin  therapy  and  hydrotherapy 
have  been  discontinued,  as  is  the  case  in 
most  other  American  psychiatric  hospi- 
tals. 

As  indicated  heretofore,  each  physician 
on  the  Admission-Exit  Service  has  an 
average  of  approximately  30  patients  as- 
signed to  his  care.  This  ratio,  the  best  ever 
achieved  in  the  history  of  South  Carolina 
State  Hospital,  meets  the  recommended 
criteria  of  the  American  Psychiatric  As- 
sociation for  an  admissions  and  intensive- 
care  unit. 

Our  experience  indicates  that  a mini- 
mum of  30  days  is  needed  to  evaluate 
first-admission  patients  satisfactorily. 
During  this  period  of  time,  rather  definite 
conclusions  can  be  made  with  the  help  of 
all  of  the  allied  disciplines.  In  addition  to 
all  of  the  disciplines  associated  especially 
with  psychiatric  care,  we  make  use  of 
consultative  services  in  all  of  the  medical 
specialties  including  neurology,  complete 
laboratory  services,  electroeneephalo- 
graphic  tests  and  x-ray. 

Professional  members  of  the  treatment 
teams,  in  addition  to  psychiatrists  and 
other  physicians,  include  psychiatric  so- 
cial workers,  clinical  psychologists,  nur- 
ses, vocational  rehabilitation  specialists, 
occupational  therapists,  music  therapists 
and  chaplains.  We  will  describe  briefly 
the  work  of  some  of  these  personnel. 

Social  workers  provide  the  primary  con- 
tacts between  the  hospital  team  and  other 
persons  in  significant  relationships  to  the 
patient — families,  employers,  and  various 
others  in  the  home  communities.  When  a 
patient  enters  a psychiatric  hospital,  his 
physician  needs  to  know  as  much  as  pos- 
sible about  him — his  family  background 
and  relationships,  his  early  life,  educa- 
tion, work  experience  and  social  interests. 
Also  needed  is  a description  of  the  im- 
mediate symptoms  observed  in  connection 


with  his  mental  illness  as  seen  by  his 
family  or  others  close  to  him.  Such  infor- 
mation, assembled  by  the  social  worker, 
is  of  the  greatest  importance  to  the  psy- 
chiatrist, both  in  understanding  the  pa- 
tient’s immediate  illness  and  in  planning 
his  treatment. 

During  hospitalization,  the  social 
worker  serves  as  a continuing  liaison 
person  between  the  patient  and  his  family. 
In  collaboration  with  the  patient’s  physi- 
cian, the  social  worker  interprets  the  na- 
ture of  the  illness  to  members  of  the 
family  and  enlists  their  cooperation  in 
planning  for  the  patient’s  future.  When 
the  patient  is  ready  to  return  home,  the 
social  worker  seeks  to  pave  the  way  for 
a smooth  transition  from  the  hospital 
back  to  the  home  and  the  community. 

The  clinical  psychologist  provides  sig- 
nificant aid  during  the  diagnostic  evalua- 
tion of  patients.  Complete  psychological 
testing  is  accomplished  when  indicated, 
but  most  patients  are  accorded  only  the 
psychological  evaluations  which  are  in- 
dicated. Such  testing  is  of  considerable 
help  in  gauging  the  dynamics  of  the  men- 
tal illness.  The  psychological  data  and  the 
conclusions  drawn  may  provide  the  basis 
for  more  effective  treatment  within  a 
much  shorter  period  of  time  than  would 
be  possible  otherwise.  In  addition,  the 
psychologist  works  closely  with  the  psy- 
chiatrist in  determining  the  patient’s  pre- 
morbid  level  of  functioning.  The  psychol- 
ogist also  conducts  individual  or  group 
therapy  sessions  and  observes  the  pa- 
tient’s reactions  in  therapy  in  order  to 
evaluate  his  current  functioning  level.  All 
of  these  processes  help  the  treatment  team 
set  realistic  goals  for  the  patient  and  set 
in  motion  a therapeutic  regimen  looking 
toward  restoration  to  his  former  level  of 
functioning  or  the  best  attainable  level. 

A very  important  aspect  of  treatment 
looks  beyond  the  period  of  hospitalization 
to  the  patient’s  return  to  the  family  and 
the  community.  This  involves  the  social 
worker  and,  when  indicated,  vocational 
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rehabilitation  specialists.  The  goal  is  to 
help  the  patient  find  suitable  resources 
of  help  after  he  leaves  the  hospital,  as 
and  if  needed.  Ideally,  this  help  will  come 
from  the  patient’s  own  private  physician 
and/or  from  community  mental  health 
programs.  More  effective  means  of  accom- 
plishing such  continuing  therapeutic  sup- 
port are  being  sought. 

When  it  is  not  possible  or  acceptable  to 
the  patient  to  refer  him  to  such  sources 
of  help  in  his  community,  referrals  often 
are  made  to  the  Aftercare  Clinic  operated 
by  the  hospital.  He  may  return  to  this 
clinic  on  a weekly  or  monthly  basis  for 
some  time.  This  supportive  service  and 
the  others  described  heretofore  often  en- 
able the  patient  to  stay  out  of  the  hospital 
when  otherwise  he  would  be  swept  back 
in  by  the  first  wave  of  trouble  or  recurring 
symptomatology.  Some  patients  in  lower 
income  brackets  who  need  continuing 
chemotherapy  are  provided  medicine  in 
the  Aftercare  Clinic  and  some  of  the  com- 
munity mental  health  clinics  free  or  at 
reduced  prices. 

Following  the  initial  period  of  observa- 
tion and  study,  patients  who  are  found  to 
be  “not  mentally  ill”  are  discharged.  In 
the  case  of  first  admissions,  such  dis- 
charges usually  take  place  after  30  days. 
In  the  case  of  second  or  subsequent  ad- 
missions, discharge  may  take  place  in  less 
time — whenever  the  hospital  staff  feels 
that  the  patient  no  longer  needs  hospital- 
ization or  close  supervision. 

A patient  who  is  diagnosed  “mentally 
ill”  is  released  as  soon  as  the  medical  staff 
finds  that  his  mental  condition  has  im- 
proved to  such  an  extent  that  he  can  func- 
tion satisfactorily  outside  the  hospital 
with  minimal  supervision,  even  though 
continuing  treatment  may  be  indicated  on 
an  outpatient  basis  (in  the  office  of  his 
private  physician,  in  a community  clinic 
or  in  the  hospital’s  Aftercare  Clinic). 
Such  a patient  is  released  from  the  hos- 
pital on  conditional  discharge  (trial 
visit) , and  he  may  be  returned  to  the 


hospital  for  further  care  and  treatment 
anytime  within  a year  without  the  for- 
mality of  new  admission  papers. 

During  his  hospitalization,  a patient 
may  be  released  on  a pass  for  as  long  as 
seven  days.  Passes  are  issued  with  the 
consent  of  the  patient’s  correspondent  and 
are  conditioned  upon  the  willingness  of 
some  responsible  person  to  supervise  the 
patient’s  activities  and  see  to  it  that  he 
continues  to  take  any  prescribed  medica- 
tion. 

When  a patient  is  released  from  the  hos- 
pital, a report  is  sent  to  his  family  physi- 
cian, with  the  patient’s  permission,  es- 
pecially if  follow-up  care  is  needed.  In 
some  instances  the  hospital  has  no  way 
of  ascertaining  whether  the  patient  has  a 
family  physician  or  lacks  his  address.  In 
rare  cases,  the  patient  does  not  wish  to 
go  back  to  the  physician  who  signed  his 
admission  papers. 

The  public  mental  hospital  should  not 
replace  any  community  resource  which 
is  able  to  provide  adequate  care  to  pa- 
tients. Nor  should  the  hospital  relieve  the 
community  of  responsibility  by  providing 
all  of  the  care  and  treatment  for  the  men- 
tally disturbed  who  are  indigent  (or 
largely  so) . Actually,  too  often  such  is  the 
role  of  the  state  hospital.  Here  is  the  “last 
resort”  facility  into  which  society  presses 
many  problem  cases  with  which  it  is  un- 
willing to  grapple.  This  role,  quite  under- 
standable in  a former  era  when  mental 
illness  was  little  understood  and  less 
tolerated,  should  change  at  an  accelerated 
pace  now  that  some  treatment  break- 
throughs are  making  possible  community 
treatment  for  many  conditions  which 
formerly  dictated  immediate  hospitaliza- 
tion. The  welfare  of  the  patient  is  para- 
mount. No  one  should  be  sent  to  a central 
state  hospital  if  his  disabilities  can  be 
treated  more  efficaciously  near  his  own 
home  with  only  minimal  disruption  of  his 
normal  routine. 

In  summary,  the  Admission-Exit  Serv- 
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ice  of  South  Carolina  State  Hospital  is 
part  of  a continuum  of  care.  We  provide 
a broad  spectrum  of  care  and  treatment  to 
patients,  working-  with  private  physicians, 


community  mental  health  clinics,  families, 
employers  and  others.  The  goal  is  to  re- 
store patients  to  their  optimal  levels  of 
functioning. 


THE  WILLIAM  S.  HALL 
PSYCHIATRIC  INSTITUTE 


The  William  S.  Hall  Psychiatric  Insti- 
tute is  a new  training  and  research  facil- 
ity of  the  South  Carolina  Department  of 
Mental  Health.  Physically  the  Psychia- 
tric Institute  occupies  a modern  hospital- 
cottage  complex  which  provides  an  un- 
usual combination  of  beauty  and  function 
incorporating  the  latest  concepts  in  men- 
tal health  architecture  and  design.  It  is 
situated  on  one  end  of  the  S.  C.  State  Hos- 
pital campus,  which  is  located  near  the 
center  of  Columbia,  and  is  adjacent  to  the 
new  State  Board  of  Health  offices  and 
laboratories  and  about  one  block  away 
from  the  site  selected  for  the  new  Colum- 
bia Hospital. 

Historically,  authorities  in  the  mental 
health  field  and  other  areas  of  the  state 
government  recognized  several  years  ago 
that  a crisis  confronted  the  state  with 
respect  to  the  procurement  of  badly-need- 
ed professional  personnel  in  this  field  and 
the  necessity  of  developing  training  and 
research  programs  to  help  alleviate  this 
serious  situation.  In  1961,  the  South  Caro- 
lina State  Hospital  was  granted  approval 
to  develop  a psychiatric  residency  train- 
ing program.  With  one  full-time  staff 
member  and  assistance  from  members  of 
the  hospital  service  staff  and  professors 
at  the  Medical  College  of  South  Carolina, 
it  began  functioning  at  that  time  and  ac- 
cepted residents  to  all  three  years  of 
training.  Internships  and  practicum  place- 
ments were  also  begun  in  several  of  the 
allied  professional  disciplines  such  as  psy- 


JOHN  L.  HUGHES,  M.D. 

Director  of  Professional  Services 
William  S.  Hall  Psychiatric  Institute 
Columbia,  S.  C. 

chiatric  social  work  and  occupational  and 
music  therapies. 

This  marked  an  important  beginning. 
However,  it  was  everywhere  evident  that 
much  more  must  be  accomplished  toward 
this  end  to  meet  adequately  the  rapidly 
expanding  mental  health  needs  of  the 
state. 

In  addition  to  an  awareness  of  the  ex- 
panding horizon  of  mental  health  needs, 
as  emphasized  by  the  ever-increasing 
momentum  of  the  community  mental 
health  movement  during  the  past  few 
years,  there  also  was  an  acute  awareness 
of  deficiencies  and  obstacles  inherent  in 
the  existing  training  programs.  In  spite 
of  every  possible  effort,  the  psychiatric 
residency  training  program,  the  very 
cornerstone  of  the  entire  training  effort, 
was  placed  on  a serious  probation  by  the 
Council  on  Medical  Education  of  the 
American  Medical  Association  early  in 
1965.  The  Council  cited  five  major  areas 
of  deficiency  which  primarily  related  to 
lack  of  qualified  teaching  staff  in  those 
areas  or  inappropriate  clinical  case  load 
connected  with  the  admission  or  service 
policies  prevalent  in  the  State  Hospital 
setting. 

The  deficiencies  which  resulted  in  the 
probationary  status  for  the  residency 
training  program  were  well  known  to  the 
teaching  staff  and  to  the  administration 
of  the  Department  of  Mental  Health.  The 
difficulty  was  not  one  of  recognition  but 
rather  of  correction.  Some  months  prior 
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to  the  survey,  the  entire  training  situa- 
tion had  been  thoroughly  assessed  and 
compared  with  a number  of  other  pro- 
grams in  this  region.  Following  this  sur- 
vey, serious  discussion  was  in  progress  re- 
garding the  best  ways  to  cope  with  the 
existing  situation  as  well  as  to  look  ahead 
to  future  needs.  The  unfavorable  outcome 
of  the  examination  of  the  training  pro- 
gram simply  gave  impetus  to  the  process 
of  necessary  change  already  in  progress. 

Convinced  that  only  a bold  new  approach 
would  succeed  in  developing  the  quality 
and  scope  of  training  needed,  the  decision 
was  made  to  withdraw  gradually  from  an 
exclusively  State  Hospital  setting  to  a 
facility  devoted  specifically  to  training 
and  to  research.  The  Department  of  Men- 
tal Health  decided  early  in  1965  to  seek 
approval  of  a major  reorganization  of 
facilities,  thereby  making  possible  greatly 
expanded  goals  in  the  areas  of  training 
and  research. 

The  Department  was  fortunate  to  have 
a recently-activated  modern  complex  as  a 
major  component  of  the  admission  and  in- 
tensive treatment  unit  of  the  South  Caro- 
lina State  Hospital,  designated  The  Wil- 
liam S.  Hall  Psychiatric  Institute.  This 
facility  had  already  been  designed  to  ac- 
commodate educational  and  training  needs 
and  thus  could  be  used  as  the  major  focus 
of  the  training  programs  in  the  State 
Hospital.  In  May,  1965,  the  State  Legisla- 
ture approved  the  request  to  designate  the 
William  S.  Hall  Psychiatric  Institute  an 
autonomous  institution  within  the  Depart- 
ment of  Mental  Health.  The  component 
thus  became  organizationally  separate 
from  the  South  Carolina  State  Hospital, 
although  its  clinical  facilities  were  to  con- 
tinue to  be  used  by  the  Hospital  until  it 
was  gradually  acquired  by  an  Institute 
staff  to  be  recruited. 

The  move  toward  the  Psychiatric  Insti- 
tute setting  parallels  the  situation  to  be 
found  in  a number  of  other  places.  A not- 
able example  is  the  new  Georgia  Mental 
Health  Institute  in  Atlanta.  The  rationale 
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for  creating  this  type  of  setting  has  to 
do,  of  course,  with  the  goal  of  developing 
an  academically-oriented  faculty  and 
teaching  hospital  whose  primary  mission 
is  training  and  research.  The  Institute 
would  have  an  identity  suited  to  its  own 
needs  and  the  autonomy  to  develop  its 
own  programs  to  meet  those  needs.  From 
a practical  point  of  view,  the  chances  of 
recruiting  a well-qualified  faculty  for  this 
type  of  facility  appeared  much  greater 
than  for  any  program  organizationally 
located  within  a service-oriented  state 
hospital  setting.  It  was  further  felt  that 
this  type  of  structure  would  provide 
innumerable  other  benefits  ranging  from 
practical  operational  procedures  such  as 
regulation  of  admissions  to  enhancement 
of  affiliations  with  other  institutions  and 
public  support  and  utilization. 

Following  legislative  approval  of  auto- 
nomous status  for  the  William  S.  Hall 
Psychiatric  Institute,  organizational  plan- 
ning already  under  way  began  to  firm  up 
and  expand.  Major  emphasis  was  imme- 
diately placed  upon  recruitment  of  a 
qualified  full-time  teaching  faculty. 

Recruitment  efforts  met  with  some  ini- 
tial success,  and  the  1965-1966  academic 
year  began  with  a general  psychiatrist, 
a child  psychiatrist  and  a neurologist 
functioning  in  full-time  teaching  capaci- 
ties and  another  general  psychiatrist 
working  half  time  on  the  teaching  staff. 
All  efforts  were  bent  toward  attempting 
to  save  the  psychiatric  residency  train- 
ing program  which  had  been  placed  on  a 
one-year  probation  and  was  scheduled  to 
be  completely  disqualified  the  following 
June  unless  a re-examination  could  be 
scheduled  and  passed  in  the  interim.  This 
was  a severe  challenge  and  formidable 
undertaking  indeed  which  confronted  the 
small  faculty  of  the  embryonic  Institute. 

In  retrospect  it  can  now  be  said  that 
the  faculty  met  the  challenge.  Efforts 
were  made  on  all  fronts.  The  entire  cur- 
riculum of  the  training  program  was  re- 
vamped and  the  clinical  requirements  of 
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the  residents  were  geared  entirely  to  their 
training  needs.  Closer  relationships  were 
established  with  private  psychiatrists  and 
other  professional  people  in  the  commun- 
ity who  could  serve  as  teaching  consul- 
tants. This  augmented  the  full-time  teach- 
ing staff  tremendously.  Much  effort  was 
spent  in  strengthening  affiliations  with 
the  Medical  College  of  South  Carolina  and 
the  University  of  South  Carolina  as  well 
as  with  local  general  hospitals  and  the 
State  Board  of  Health. 

Proof  of  the  success  of  these  efforts 
came  the  following  spring  when  the  train- 
ing program  was  re-examined  and  re- 
turned to  fully-approved  status  without 
any  qualifications.  This  meant  that  the 
residency  training  program  was  not  only 
on  the  soundest  ground  ever  but  was  also 
again  in  an  effective  position  to  recruit 
new  residents,  since  the  probationary 
cloud  was  no  longer  ominously  overhead. 

The  1966-1967  academic  year  was 
marked  by  significant  advances  for  the 
Psychiatric  Institute.  A chief  of  Adminis- 
trative Services  was  added  and  the  or- 
ganizational structure  rapidly  began  to 
shape  up.  The  teaching  staff  was  enlarged 
with  the  addition  of  two  general  psychia- 
trists and  two  social  workers  early  in  the 
year  and  another  general  psychiatrist,  a 
second  child  psychiatrist  and  a clinical 
psychologist  before  the  fiscal  year  closed. 
Two  new  first-year  residents  were  re- 
cruited and  a second-year  resident  joined 
the  staff  while  the  training  program  con- 
tinued to  expand  and  improve. 

Clinical  operations  got  underway  dur- 
ing the  second  year  of  the  Institute.  The 
Child  Psychiatry  Clinic  accepted  its  first 
case  for  diagnostic  evaluation  during  the 
early  spring  of  1966.  Shortly  thereafter 
the  Neurology  Service  began  to  give  con- 
sultations in  the  state  hospitals  and  to  see 
a limited  number  of  neurology  outpatients. 
The  Adult  Psychiatry  Outpatient  Clinic 
was  organized  and  began  accepting  pa- 
tients in  August,  1966.  This  permitted  the 
focus  for  outpatient  experience  in  the 


training  program  to  be  shifted  from  the 
Columbia  area  Mental  Health  Center, 
where  it  had  previously  functioned,  to  the 
Institute’s  own  outpatient  department. 
The  Inpatient  Service  of  the  Institute  was 
organized  in  September,  1967,  and  a fe- 
male ward  was  opened.  The  first  patient, 
a middle-aged  woman  from  Greenville 
County,  was  admitted  on  September  24, 
1967.  The  opening  of  a male  inpatient 
ward  followed  closely  in  November,  1967. 
These  wards  provided  the  primary  train- 
ing setting  for  the  two  first-year  psychia- 
tric residents.  The  year  for  the  Institute 
brought  advances  in  organizational  struc- 
ture, staff  additions,  and  the  initiation 
and  development  of  clinical  activity. 

Dr.  Alexander  G.  Donald  was  appointed 
Director  of  the  Institute  in  April,  1967. 
Dr.  Donald,  a certified  psychiatrist,  was  al- 
ready serving  as  Deputy  Commissioner 
of  Community  Services  in  the  Depart- 
ment of  Mental  Health  and  continued  in 
that  position  temporarily  as  he  assumed 
the  role  of  Director  of  the  Psychiatric  In- 
stitute on  a part-time  basis.  It  is  antici- 
pated that  he  will  assume  full-time  direc- 
tion of  the  Institute  in  the  near  future. 

Currently  the  development  of  the  Psy- 
chiatric Institute  appears  to  be  progres- 
sing well  in  all  areas.  It  enjoys  relative 
administrative  and  budgetary  autonomy 
as  an  independent  institution  within  the 
Department  of  Mental  Health  and  re- 
cently acquired  recognized  hospital  status 
by  gaining  approval  and  membership  in 
the  South  Carolina  Hospital  Association 
and  the  American  Hospital  Association. 
The  medical  staff  has  been  organized 
under  bylaws,  rules  and  regulations  as 
recommended  by  the  Joint  Commission  on 
Accreditation  of  Hospitals.  Full  imple- 
mentation of  medical  staff  committees, 
as  required  by  the  Joint  Commission,  has 
already  been  accomplished  and  a survey 
by  the  Joint  Commission  on  Accredita- 
tion has  been  requested  at  their  earliest 
convenience. 

The  size  of  the  faculty  has  continued 
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to  increase.  At  this  time  there  are  six 
general  psychiatrists,  a child  psychiatrist 
and  two  neurologists  on  the  medical  staff 
and  two  clinical  psychologists,  four  social 
workers,  a music  therapist  and  chaplain 
in  the  allied  professional  disciplines. 

Clinical  operations  have  also  enlarged. 
The  Inpatient  Service  now  has  three 
wards  in  operation  and  is  under  the  direct 
supervision  of  two  attending  psychia- 
trists. There  the  four  first-year  residents 
develop  a firm  foundation  in  basic  psy- 
chiatry and  become  increasingly  familiar 
with  diagnostic  and  treatment  procedures 
with  inpatients.  The  Inpatient  Service 
maintains  a dynamic  milieu  setting  de- 
signed to  render  top-quality  diagnosis 
and  treatment  for  the  patients  while  giv- 
ing the  resident  physician  a broad  exper- 
ience, using  an  interdisciplinary  approach 
under  the  close  supervision  of  qualified 
clinicians  and  teachers.  The  admission  of 
patients  is  predicated  upon  teaching  needs 
and  referrals  are  derived  from  a variety 
of  sources,  including  mental  health  clinics, 
social  agencies,  and  private  physicians. 
Emphasis  is  on  intensive  short-term  treat- 
ment with  the  average  length  of  stay  cur- 
rently being  about  six  weeks. 

Outpatient  clinic  areas  of  the  Institute 
have  progressively  expanded  operations 
during  recent  months.  The  Adult  Psy- 
chiatric Outpatient  Clinic,  the  Child  Psy- 
chiatry Clinic,  and  the  Neurology  Clinic 
all  currently  receive  referrals  for  diag- 
nosis and  treatment.  Patients  are  seen  as 
rapidly  as  the  size  of  the  staff  permits 
with  all  possible  consideration  given  to 
acute  situations. 

A neurology  teaching  ward  was  acti- 
vated in  January,  1968,  to  augment  the 
consultation  service  and  outpatient  clinic 
already  operated  by  the  Neurology  Serv- 
ice. 

The  Psychiatric  Institute  officially  has 
two  approved  training  programs  opera- 
tional at  the  present  time.  The  program 
in  clinical  pastoral  training  and  counsel- 
ling gained  approval  several  months  ago 


and  now  has  four  trainees  in  the  one- 
year  course.  Tne  Department  of  Psychol- 
ogy of  the  University  of  South  Carolina 
recently  assigned  a graduate  student  m 
clinical  psychology  to  the  Institute  for 
his  clinical  internship. 

The  psychiatric  residency  training  pro- 
gram, while  completely  operated  by  the 
faculty  of  the  Institute,  is  still  officially 
located  in  the  South  Carolina  State  Hos- 
pital. The  program  will  be  transferred  to 
the  Institute  as  soon  as  this  can  be  ef- 
fected following  approval  by  the  Joint 
Commission  on  Accreditation  of  Hospi- 
tals. The  same  situation  exists  for  several 
other  training  programs  such  as  occupa- 
tional therapy  internships  and  placements 
for  social  work  students. 

The  psychiatric  residency  program  cur- 
rently has  seven  physicians  in  training. 
Training  is  under  the  immediate  direc- 
tion of  a Chief  of  Residency  Training, 
who  is  the  chairman  of  the  Residency 
Training  Committee  where  policy  affect- 
ing the  training  program  is  formulated. 
All  members  of  the  Institute  staff  have 
direct  teaching  responsibilities  in  the 
training  programs  and  other  educational 
activities  of  the  Institute. 

The  residency  program  is  eclectic  in  its 
orientation  and  utilizes  an  interdiscipli- 
nary approach  which  embraces  all  of  the 
allied  professional  disciplines.  The  posi- 
tion of  the  Institute  and  its  programs  is 
somewhere  between  the  more  circum- 
scribed training  of  the  medical  center  and 
the  more  loosely  organized  and  less  com- 
prehensive programs  in  a typical  state 
hospital.  It  is  felt  that  the  program,  be- 
ing within  the  Department  of  Mental 
Health,  is  in  an  especially  advantageous 
relationship  to  community  psychiatry. 
Strong  emphasis  on  family  and  group  in- 
teractions appears  a natural  and  desirable 
consequence. 

The  residency  training  program  has 
benefited  immeasurably  from  the  parti- 
cipation of  outside  teaching  consultants. 
Much  attention  has  been  given  to  develop- 
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ing  strong  affiliations  with  other  institu- 
tions and  relationships  with  individual 
professional  people.  The  Institute  enjoys 
sound  affiliations  with  the  Medical  Col- 
lege of  South  Carolina  and  the  University 
of  South  Carolina.  Teaching  consultants 
from  the  Medical  College,  particularly  in 
the  areas  of  neurology,  the  basic  sciences 
and  child  psychiatry,  have  been  indis- 
pensable to  the  training  program  over 
the  years.  The  University  has  supplied 
consultants  in  psychology,  sociology, 
anthropology,  law  and  other  areas.  Indi- 
viduals have  also  contributed  greatly  to 
the  teaching  efforts ; especially  is  this 
true  of  physicians  in  the  private  practice 
of  psychiatry  and  on  the  staff  of  various 
mental  health  clinics  in  the  state. 

The  teaching  faculty  is  making  every 
effort  to  maintain  the  highest  academic 
training  policies  and  methods  and  to  in- 
corporate the  latest  teaching  devices  and 
techniques.  Much  consideration  and  con- 
cern is  devoted  to  the  Professional  Lib- 
rary, which  is  seen  as  of  prime  impor- 
tance in  this  regard.  A library  expansion 
program  is  actively  underway  and  has 
already  resulted  in  significant  additions 
to  the  holdings  in  books  and  journals  and 
will  soon  double  its  present  physical  size. 
Important  also  is  the  recent  acquisition  of 
a closed  circuit  television  unit  which  will 
permit  this  important  modality  to  be  uti- 
lized in  training  in  a number  of  areas.  The 
services  of  a photographer  have  been 
secured,  opening  the  way  for  the  begin- 
ning of  a medical  illustration  section. 

Research  in  the  biologic  and  psycholog- 
ical areas,  both  basic  and  applied,  is  ac- 
tively fostered.  The  availability  of  large 
and  varied  patient  populations  provides 
tremendous  research  potentialities.  It  is 
anticipated  that  as  an  acceptable  base  line 
of  activity  is  attained,  increasing  grant 
support  for  specific  research  projects  will 
become  available.  Prospects  of  collaborat- 
ing in  joint  research  efforts  with  other 


institutions  such  as  the  State  Board  of 
Health  Laboratories,  the  University  and 
the  Medical  College  all  appear  excellent; 
and,  in  fact,  some  joint  effort  is  already 
in  progress. 

Immediate  goals  for  the  Psychiatric 
Institute  include  attainment  of  full  ac- 
creditation of  its  hospital  status,  official 
transfer  of  the  psychiatric  residency  and 
other  training  programs  to  the  Institute, 
and  successful  recruitment  of  additional 
staff  and  of  trainees  for  the  various  train- 
ing programs.  Future  projections  include 
continued  expansion  of  existing  clinical 
areas  and  the  activation  of  other  areas 
which  might  include  geriatric  psychiatry, 
psychosomatic  medicine,  inpatient  child 
and  adolescent  units,  a partial  care  unit, 
and  a seizure  clinic.  Plans  are  already  in 
the  formative  stages  for  developing  an 
active  program  in  continuing  education. 
Such  a program  will  provide  both  intra- 
mural and  extramural  teaching  to  a va- 
riety of  groups  such  as  non-psychiatric 
physicians,  schools,  law  enforcement 
agencies  and  many  others.  Another  excit- 
ing prospect  is  for  the  establishment  of 
a child  psychiatric  fellowship  within  the 
next  year  or  two  to  help  relieve  the  tre- 
mendous shortage  of  child  psychiatrists 
in  the  state. 

The  William  S.  Hall  Psychiatric  Insti- 
tute is  a young  institution  experiencing 
many  growing  pains  but  also  possessing  a 
youthful  vigor  and  determination  to  suc- 
ceed. The  hope  of  meeting  the  mental 
health  needs  of  the  state  appears  to  rest 
partially  at  least  upon  successful  train- 
ing programs  within  the  state.  The  De- 
partment of  Mental  Health  recognizes  its 
responsibility  to  meet  mental  health  needs 
and,  in  concert  with  the  Medical  College 
of  South  Carolina,  is  fully  committed  to 
the  development  of  training  and  research 
programs  of  excellent  quality  which  can 
make  significant  contributions  toward 
achieving  our  health  goals. 
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Since  all  licensed  physicians  are  either 
actually  or  potentially  part  of  the  admis- 
sions process  for  the  state’s  mental  hos- 
pitals, a brief  orientation  is  felt  to  be  in 
order,  together  with  a description  of  some 
problem  areas. 

Three  institutions  are  involved : South 
Carolina  State  Hospital,  located  on  Bull 
Street  near  downtown  Columbia ; Crafts- 
Farrow  State  Hospital,  located  approxi- 
mately five  miles  from  Columbia  at  the 
intersection  of  State  Highway  555  (Far- 
row Road)  and  Interstate  20,  and  the  Wil- 
liam S.  Hall  Psychiatric  Institute,  located 
on  the  north  side  of  the  grounds  of  South 
Carolina  State  Hospital. 

There  are  four  general  types  of  admis- 
sion to  these  hospitals: 

1.  Medical  admission.  This  type  of  ad- 
mission is  based  on  the  application  of  a 
friend,  relative,  spouse  or  guardian.  The 
application  must  be  endorsed  by  two  phy- 
sicians who  certify  that  each  of  them  has 
examined  the  patient  and  finds  him  to 
be  mentally  ill  and  (a)  in  need  of  hospital 
care  but,  because  of  his  condition,  lacks 
sufficient  insight  into  his  condition  or 
capacity  to  make  responsible  application 
therefor  or  (b)  because  of  his  condition 
is  likely  to  injure  himself  or  others. 

2.  Voluntary  admission.  This  type  of 
admission  is  based  upon  the  prospective 
patient’s  own  responsible  application  or, 
in  the  case  of  minors,  the  application  of 
his  parent  or  guardian.  Applicants  for 
voluntary  admission  are  screened  by  a 
designated  hospital  physician,  during 
regular  office  hours.  The  hospital  physi- 
cian must  be  convinced  that  the  prospec- 
tive patient  is  capable  of  making  a re- 
sponsible application  and  is  mentally  ill 


TOM  McMAHAN 
Chief,  Information  Services 

South  Carolina  State  Department  of  Mental  Health 

and  in  need  of  hospital  care  and  treat- 
ment. Applicants  who  are  screened  and 
referred  to  the  hospital  by  psychiatrist- 
directors  of  the  community  mental  health 
clinics  and  centers  are  accepted  routinely. 
Applicants  must  be  21  years  of  age  or  18 
years  of  age  and  married. 

3.  Emergency  admission.  This  is  a 
simplified  form  of  admission  designed  to 
handle  emergency  situations  quickly.  An 
applicant  can  be  any  person  who  believes 
a prospective  patient  is  likely  to  injure 
himself  or  others.  At  least  one  physician 
must  endorse  the  application,  certifying 
that  he  has  examined  the  prospective  pa- 
tient and  believes  he  should  be  hospital- 
ized immediately.  If  at  all  possible,  a tele- 
phone call  should  be  placed  to  the  hos- 
pital’s Administrative  Officer  of  the  Day 
before  an  emergency  admission  is  brought 
in. 

4.  Judicial  admission.  This  form  of  ad- 
mission is  based  on  the  application  of  a 
friend,  relative,  spouse  or  guardian.  The 
application  must  be  accompanied  by  a 
physician’s  written  statement  that  he  has 
examined  the  individual  and  believes  he 
should  be  hospitalized  or  that  the  indi- 
vidual has  refused  to  submit  to  a medical 
examination.  Upon  receipt  of  the  applica- 
tion, the  court  appoints  two  physicians  to 
examine  the  proposed  patient.  If  both 
medical  examiners  agree  that  hospitaliza- 
tion is  indicated,  the  judge  sets  a hearing 
and  makes  a ruling  on  the  basis  of  the 
physicians’  findings  and  the  testimony 
during  the  proceedings.  The  judge’s  de- 
cision is  subject  to  appeal  to  a court  of 
common  pleas  in  which  case  a trial  by 
jury  is  held. 

There  is  another  type  of  admission 
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which  is  limited  currently  to  the  William 
S.  Hall  Psychiatric  Institute.  It  is  in- 
formal admission , a procedure  very  simi- 
lar to  checking  into  a general  hospital. 
An  Institute  physician  must  agree  that 
the  individual  is  a proper  subject  for  care 
and  treatment  in  that  institution.  In  addi- 
tion, a need  must  exist  for  the  particular 
type  of  case  presented  for  teaching  pur- 
poses, since  the  Institute  is  a teaching  and 
research  facility.  Patients  admitted  in- 
formally are  free  to  leave  at  any  time 
during  normal  working  hours  and  the  In- 
stitute has  no  authority  to  hold  them  tem- 
porarily for  judicial  determination  of 
their  need  for  extended  care. 

Still  another  form  of  admission  is  by 
direct  court  order.  No  medical  examina- 
tion is  required,  but  judges  often  consult 
with  physicians  before  signing  such 
orders.  Most  of  the  individuals  involved 
are  under  criminal  indictment  and  the 
courts  ask  for  psychiatric  examinations 
on  the  questions  of  legal  sanity  and  com- 
petence to  stand  trial. 

There  are  a number  of  legal  technical- 
ities and  provisions  in  connection  with  the 
four  basic  forms  of  admission. 

Medical  admissions  (type  No.  1 above) 
must  enter  the  hospital  within  15  days 
following  the  medical  examinations,  ex- 
clusive of  any  period  of  temporary  deten- 
tion provided  for  in  a special  law.  After 
that  period  of  time  elapses,  new  applica- 
tion papers  must  be  completed  and  fresh 
medical  examinations  accomplished. 

Emergency  admissions  must  enter  the 
hospital  within  three  days  after  the  date 
of  the  medical  examination ; otherwise, 
new  admission  papers  must  be  completed 
and  a fresh  medical  examination  accom- 
plished. 

Patients  admitted  by  the  first  three 
methods  enumerated  (medical,  emer- 
gency and  voluntary)  are  subject  to  be- 
ing held  for  involuntary  treatment  if  hos- 
pital physicians  so  recommend  and  if  the 
courts  ratify  their  judgment.  In  any  case, 
such  patients  may  be  retained  for  30  days 


of  observation  and  diagnostic  evaluation. 
After  30  days  a patient  may  apply  for 
release,  whereupon  the  hospital  has  seven 
days  to  file  an  opinion  with  the  proper 
probate  court  stating  that  his  discharge 
would  be  unsafe  for  himself  or  others. 
Within  the  next  15  days  the  court  must 
commence  the  proceedings  for  judicial  ad- 
mission described  above  (type  No.  4).  A 
patient  confined  by  judicial  order  is  en- 
titled to  a re-examination  after  the  first 
six  months  and  annually  thereafter. 

Patients  are  admitted  to  the  two  state 
hospitals  according  to  their  ages.  Those 
under  the  age  of  65  are  admitted  to  South 
Carolina  State  Hospital  and  those  aged 
65  or  over  are  admitted  to  Crafts-Farrow 
State  Hospital. 

Admissions  to  the  William  S.  Hall  Psy- 
chiatric Institute  are  selected  by  the  staff 
on  the  basis  of  the  Institute’s  need  for  a 
broad  spectrum,  but  balanced  complement 
of  teaching  cases. 

The  areas  in  which  problems  most  fre- 
quently arise  in  connection  with  admission 
applications  are  uncomplicated  alcohol- 
ism, harmless  senility  and  mental  retarda- 
tion. 

Existing  laws  forbid  the  admission  of 
garden-variety  alcoholics  or  drug  addicts 
into  the  mental  hospitals.  Addicts  of  either 
sort  can  be  admitted  if  there  is  a psycho- 
sis superimposed  on  the  addiction  (such 
as  delirium  tremens  or  a chronic  brain 
syndrome).  We  know  that  some  physi- 
cians stretch  their  consciences  and  de- 
scribe alcoholics  as  mentally  ill  in  order 
to  relieve  critical  family  situations.  This 
situation  may  be  altered  radically  soon 
by  the  provision  of  a special  center  for 
involuntary  treatment  of  alcohol  and  drug 
addicts. 

Hardly  a week  passes  that  we  do  not 
receive  three  to  five  unacceptable  applica- 
tions for  admission  of  elderly  persons 
with  arteriosclerosis  or  other  senile  con- 
ditions. We  cannot  accept  these  people 
unless  they  are  an  actual  danger  to  them- 
selves or  others  or  unless  they  present 
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behavioral  problems  beyond  the  manage- 
ment capacities  of  a community  nursing 
home.  If  we  did  not  hold  the  line  at  this 
point,  our  already-overcrowded  geriatric 
wards  would  overflow  or  else  we  would 
have  to  spend  many  millions  of  dollars 
for  new  buildings  and  additional  person- 
nel. 

The  mental  retardation  institutions  are 
overcrowded  and  have  always  had  long 
waiting  lists,  so  that  often  it  requires 
months  or  even  years  to  gain  admission 
to  them.  We  have  received  many  applica- 
tions for  admission  of  mentally  retarded 
individuals  to  the  mental  hospitals,  es- 
pecially adults  with  behavioural  problems. 
Here,  again,  we  can  act  favorably  on  ap- 
plications if  there  is  a clear  psychosis 
superimposed  on  the  basic  condition. 

Another  problem  encountered  rather 
frequently  is  an  incomplete  application  or 
a description  of  symptomatology  that  fails 
to  meet  the  legal  criteria  for  admission. 
Sometimes  such  applications  could  be  ap- 
proved if  they  had  been  formulated  care- 
fully and  accurately. 

Another  lesser  problem  concerns  the 


proverbial  illegibility  of  signatures  on  the 
part  of  some  physicians.  It  would  be  very 
helpful  if  physicians  would  have  their 
secretaries  type  their  names  below  their 
signatures. 

One  final  suggestion:  Please  write  the 
hospital  or  telephone  the  admitting  officer 
about  applications  before  sending  a pros- 
pective patient.  If  this  practice  were  uni- 
versal, some  very  embarrassing  and  in- 
convenient incidents  could  be  avoided. 

Admissions  are  still  on  the  increase.  We 
are  hopeful  that  this  trend  can  be  re- 
versed somewhat  when  we  complete  our 
network  of  comprehensive  community 
mental  health  centers  and  when  more  gen- 
eral hospitals  offer  intensive,  short-term 
psychiatric  treatment.  Meanwhile,  the 
flood  continues.  An  average  day  brings  10 
or  more  admisions,  sometimes  as  many  as 
30.  If  physicians  encounter  difficulties  in 
the  process,  so  do  we.  Let  us  be  patient 
and  communicate  with  each  other  when 
these  situations  arise. 

Mr.  McMahan  died  April  27,  1968  in  Cayce,  S.  C. 
He  was  48. 


Management  of  the  postphlebitic  leg.  Wil- 
liam H.  Prioleau  (Charleston)  Med  Times  95. 
549-555,  (May,  1967) 

The  postphlebitic  leg  has  suffered  permanent 
damage  to  the  walls  and  valves  of  the  veins. 
The  resulting  venostasis  causes  edema,  derma- 
titis and  ulcer.  Support  of  the  venous  return  by 
a modification  of  Unna’s  boot  causes  a reversion 
of  the  tissue  changes.  When  full  benefit  has  been 
obtained,  operation  should  be  performed  to  pro- 
tect the  superficial  veins  from  the  increased  pres- 
sure of  the  deep  veins,  which  is  transmitted 
through  communicating  veins  with  incompetent 
valves.  In  most  patients  the  leg  will  require  some 
form  of  support  indefinitely  in  order  to  control 
dependent  edema.  Patients  should  be  observed 
as  to  the  adequacy  of  the  support  being  used 
and  the  possible  development  of  new  incompetent 
perforating  veins.  Illustrations  of  application  of 
supportive  boot.  Reprint  address:  158  Rutledge 
Avenue,  Charleston,  S.  C.  29403 

W.  H.  Prioleau 
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South  Carolina’s  two  state  mental  hos- 
pitals have  a large  number  of  long-term 
or  continued  care  patients  who  are  as- 
signed to  “Remotivation  Services”.  This 
concept  of  “remotivation”  is  somewhat 
euphemistic  in  view  of  the  limited  treat- 
ment resources  available  on  most  of  these 
wards.  However,  it  does  connote  the  aim 
and  effort  of  the  hospitals  to  remotivate 
and  rehabilitate  as  many  as  possible  of 
these  unfortunate  people,  many  of  whom 
have  spent  the  greater  part  of  their  lives 
on  the  “back  wards”,  as  they  are  called 
sometimes. 

At  South  Carolina  State  Hospital,  ap- 
proximately 2,600  patients  are  on  “remo- 
tivation” wards  at  any  given  time.  The 
number  at  Crafts-Farrow  State  Hospital 
is  approximately  1,400,  although  it  would 
be  much  higher  if  the  category  included 
those  patients  over  the  age  of  65  with 
similar  prognoses.  As  it  is,  the  older  pa- 
tients are  described  as  “geriatric”  pa- 
tients and  there  are  some  1,350  of  them 
at  this  writing.  Among  the  remotivation 
patients  are  approximately  750  mentally 
retarded  individuals,  many  of  whom 
should  be  in  an  institution  for  the  re- 
tarded but  are  retained  in  the  mental  hos- 
pitals because  of  the  acute  shortage  of 
beds  and  the  long  waiting  lists  at  the 
state’s  mental  retardation  facilities. 

There  is  a broad  distinction  between 
the  remotivation  services  at  the  two  state 
hospitals.  By  and  large,  those  at  South 
Carolina  State  Hospitals  are  adjudged 
to  be  more  responsive  to  treatment  and 
those  at  Crafts-Farrow  Hospital  are 
deemed  less  likely  to  be  able  to  leave  the 
hospital  within  a year  or  two.  To  this 
end,  two  years  ago  when  the  tivo  hos- 
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pitals  were  desegregated  and  assigned 
new  and  distinctive  treatment  roles,  there 
was  a massive  exchange  of  patients.  All 
the  geriatric  patients  were  transferred 
to  Crafts-Farrow  Hospital  and  hundreds 
of  patients  with  some  outlook  for  short- 
range  or  medium-range  release  were 
transferred  to  South  Carolina  State  Hos- 
pital. The  desegregation  process  was  ac- 
complished with  something  more  than  de- 
liberate speed  because  of  the  insistence 
of  federal  officials  that  racial  integration 
be  speeded.  Unfortunately,  limitations  of 
staff  are  such  that  classification  of  pa- 
tients at  both  institutions  still  leaves 
much  to  be  desired,  but  an  effort  has  been 
made  to  group  them  in  accordance  with 
the  aforementioned  criteria. 

Most  of  the  balance  of  this  paper  de- 
scribes the  two  Remotivation  Services  at 
the  State  Hospital.  Much  that  is  said 
would  also  apply  in  large  measure  to  the 
Remotivation  Service  at  Crafts-Farrow, 
with  some  qualification  because  the  level 
of  functioning  of  the  average  patient  is 
lower  at  the  latter  institution  and  there  is 
a larger  admixture  of  mentally  retarded 
individuals. 

Before  turning  to  the  situation  at  State 
Hospital,  it  should  be  mentioned  that  one 
building  at  Crafts-Farrow  has  been  re- 
novated and  staffed  more  adequately, 
with  the  help  of  a $100,000-a-year  federal 
grant,  in  order  to  demonstrate  that  it  is 
possible  to  remotivate  long-term  mental 
patients  and  return  them  to  their  homes. 
Patients  in  that  building  are  all  long- 
termers  with  little  if  any  contact  with 
families  or  friends.  Through  intensive 
care  a number  of  them  have  been  re- 
leased from  the  hospital  and  have  been 
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able  to  adjust  successfully  to  normal  com- 
munity life  for  a year  or  more. 

The  Remotivation  Service  at  State  Hos- 
pital is  divided  into  Remotivation  I,  which 
has  more  of  the  recently-admitted  and 
younger  patients;  and  Remotivation  II, 
which  has  more  elderly  patients  and  more 
who  have  been  in  the  hospital  for  long 
periods  of  time.  Patients  are  transferred 
to  these  services  if,  after  a reasonable 
time  on  the  Admission-Exit  Service,  there 
seems  to  be  no  immediate  prospect  of 
their  going  home. 

In  these  two  Remotivation  Services 
there  are  52  wards  ranging  in  size  from 
20  to  105  beds,  some  open  (i.e.,  unlocked 
during  the  day  with  all  patients  having 
yard  privileges),  some  closed,  and  some 
closed  but  with  a number  of  the  patients 
having  yard  privileges.  The  physicians  on 
the  Admission  Service  attempt  to  send 
their  patients  to  the  wards  most  suitable 
for  them  and  further  transfers  are  made 
within  the  Remotivation  Services  as  the 
patients'  conditions  change. 

The  treatment  being  given  the  patients 
on  Admission-Exit  is  continued  after 
their  arrival  in  Remotivation,  as  are  the 
efforts  to  help  them  return  to  the  com- 
munity ; and  it  has  been  the  pleasant  ex- 
perience of  Remotivation  physicians  that 
a certain  number  of  patients  transferred 
to  them  as  probable  candidates  for  a long 
hospitalization  promptly  go  home.  For  the 
majority  of  transfers,  however,  a longer 
stay  is  indicated ; and  it  is  the  task  of 
Remotivation  personnel  to  see  that  the 
necessary  treatment  is  continued ; that 
physical  illnesses  are  treated ; that  pa- 
tients are  given  as  much  responsibility 
(especially  in  terms  of  yard  privileges 
and  job  assignments)  as  they  can  handle; 
and  that  planning  for  their  release  is  be- 
gun when  their  condition  seems  suffi- 
ciently improved. 

Since  the  patients  in  Remotivation  have 
already  been  worked  up  and  since  acute 
problems  are  less  common  than  in  Admis- 
sion-Exit, the  Remotivation  Services  are 


not  as  heavily  staffed  as  are  other  parts 
of  the  hospital  (The  overall  shortages  of 
physicians  is  also  a factor) . There  are,  for 
example,  positions  for  five  physicians  on 
Remotivation  I and  for  three  physicians 
on  Remotivation  II;  and  with  one  position 
vacant  at  the  present  time,  there  are  seven 
physicians  for  the  present  census  of  ap- 
proximately 2,600  patients,  providing  a 
physician-patient  ratio  of  approximately 
1 to  370.  Although  this  compares  favor- 
ably with  continued  treatment  services 
of  the  other  state  hospitals  in  this  region, 
it  is  far  from  ideal  and  more  certainly 
could  be  accomplished  if  Remotivation 
Services  were  staffed  in  accordance  with 
the  standards  of  the  American  Psychia- 
tric Association,  which  would  give  a ra- 
tion of  1 physician  to  about  150  continued- 
treatment  patients,  with  corresponding 
increases  in  Nursing  Service  and  Social 
Service  personnel. 

Each  physician  in  Remotivation  is  as- 
signed a certain  number  of  wards  with, 
at  present,  a total  number  of  between  300 
and  400  patients,  for  whose  psychiatric 
and  medical  care  he  is  responsible.  Con- 
sultants are  available  in  the  medical  and 
surgical  specialties,  but  the  initial  care 
of  physical  illness  and  proper  referral  to 
a clinic  or  consultant  is  the  responsibility 
of  the  ward  physician,  and  occupies  much 
of  his  time,  thus  limiting  his  already 
limited  opportunities  for  psychiatric  treat- 
ment. In  spite  of  this,  a consistent  effort 
is  made  to  re-evaluate  the  patients  at 
regular  intervals,  with  a physical  exami- 
nation and  mental  status  study  at  least 
3^early,  and  with  briefer  progress  notes 
and  review  of  orders  during  each  three- 
month  period,  or  more  frequently  as 
necessitated  by  changes  in  the  patient’s 
condition. 

When,  on  such  a review,  a patient’s  con- 
dition seems  sufficiently  improved,  Social 
Service  is  notified;  and  if  the  family  sit- 
uation seems  favorable,  the  patient  is 
brought  before  the  staff,  where  he  is  seen 
by  several  members  of  the  Remotivation 
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staff,  including  at  least  two  physicians.  If 
the  staff  agrees  that  the  patient  probably 
could  adjust  outside  the  hospital,  the  pa- 
tient’s release  is  approved,  and  the  family 
is  given  official  notice,  through  the  Regis- 
trar’s Office,  that  the  patient  can  leave 
the  hospital  either  on  trial  visit  or  dis- 
charge, according  to  the  recommendations 

Iof  the  staff.  With  some  patients,  the 
family  initiates  the  request  for  release 
by  talking  with  the  ward  physician  or  so- 

Icial  worker,  and  these  requests  are  also 
dealt  with  at  the  staff  meetings  men- 
tioned heretofore.  At  present,  such  staf- 

Ifing  conferences  are  held  weekly  in  both 
Remotivation  Services,  with  Remotivation 
I staffing  about  20  patients  and  Remotiva- 
tion II  about  5 patients  each  time,  al- 
though cases  involving  special  problems, 
usually  legal  in  nature,  are  seen  at  a week- 
ly administrative  staff  attended  by  phy- 
sicians from  all  services. 

So  far  in  this  article,  most  of  the  em- 
phasis has  been  on  the  activities  of  Re- 
motivation physicians,  but  other  personnel 
are  at  least  as  important  as  the  physicians 
in  supplying  the  patient’s  needs.  Nursing 
assistants  (formerly,  called  psychiatric 
aides)  are  in  close  contact  with  the  pa- 
tient throughout  his  stay.  In  addition  to 
the  care  which  they  supply  the  patient, 
the  nursing  assistants  are  able  to  give 
other  personnel  descriptions  of  the  pa- 
tient’s usual,  everyday  behavior.  The  so- 
cial worker,  the  worker  in  occupational 
therapy  and  recreation,  the  vocational  re- 
habilitation specialists,  and  the  chaplain 
all  offer  help  to  the  patient  while  he  is  in 
the  hospital,  and  in  their  various  ways 
help  evaluate  and  prepare  the  patient  for 
release. 

As  may  happen  in  other  large  organiza- 
tions, however,  the  efforts  of  personnel  in 
various  departments  tend  at  times  to  be- 
come uncoordinated ; and  it  was  in  an 
effort  to  overcome  this  difficulty  that  a 
special  program  was  set  up  in  Remotiva- 
tion some  five  years  ago.  A building  with 
two  wings  with  49  and  50  beds,  respec- 


tively, for  female  and  male  patients,  with 
a central  area  for  a dining  room,  recrea- 
tional area,  and  offices,  was  selected ; and 
a treatment  team  set  up,  which  included 
physicians,  nurses,  a psychologist,  a social 
worker,  a chaplain,  consultants  for  Occu- 
pational Therapy  and  Vocational  Rehabil- 
itation, and  a group  of  nursing  assistants 
who  were  permanently  assigned  to  the 
building.  The  plan  was  to  provide  an  in- 
tensive treatment  area  for  Rehabilitation 
patients,  and  by  means  of  conferences  at- 
tended by  members  of  all  disciplines  to 
insure  that  all  personnel  knew  what  each 
of  their  colleagues  was  attempting  to  do. 
Though  faced  at  times  wyith  shortages  of 
personnel,  the  program  has  continued  to 
operate  to  the  benefit  of  the  patients ; and 
while  at  present  most  patients  selected 
for  the  building  are  well  along  in  their 
recovery  and  in  need  primarily  of  release 
planning  and  vocational  counseling,  it  is 
hoped  that  the  program  can  be  expanded 
to  the  point  that  more  disturbed  patients 
can  be  accepted  for  treatment. 

Other  patients  in  the  large  Remotiva- 
tion population  are  in  need  of  various 
types  of  special  care,  and  these  are 
grouped  primarily  in  Remotivation  II 
where  there  are  wards  (with  extra  per- 
sonnel assigned)  set  aside  for  the  physi- 
cally handicapped,  the  blind,  and  those 
with  chronic  physical  illnesses;  and  also 
for  those  relatively  few  patients  for  whom 
maximum  security  precautions  are  neces- 
sary. 

In  whatever  area  the  patient  is  placed, 
however,  in  both  Remotivation  services, 
in  closed  or  open  wards,  an  effort  is  made 
to  have  the  patient  accept  whatever  job 
assignment  is  within  his  abilty.  These 
assignments  range  from  simple  tasks 
around  the  ward  to  paying  jobs  outside  the 
hospital,  but  in  each  case  it  is  felt  that 
the  doing  of  useful  work  is  of  benefit  to 
the  patient.  In  the  case  of  a patient  for 
whom  release  planning  is  underway,  a 
job  assignment  may  help  in  preparing  him 
to  resume  the  responsibilities  of  life  out- 
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side  the  hospital ; but  even  for  those  pa- 
tients who  will  remain  hospitalized  for 
long  periods  of  time,  assignments  may 
help  maintain  a feeling  of  a more  normal 
and  satisfying  institutional  life. 

The  activities  of  the  Recreation  Service 
are  also  very  important  in  helping  patients 
maintain  a more  normal  outlook.  Regu- 
larly scheduled  activities  like  dances  and 
movies  and  an  occasional  entertainment 
(such  as  a circus  on  the  hospital  grounds) 
provide  bright  spots  in  what  could  other- 
wise be  a rather  monotonous  life. 

Since  the  physician’s  time  per  patient 
is  limited,  heavy  reliance  is  placed  on  tran- 
quillizing medication,  mainly  of  the 
phenothiazine  type,  with  anti-depressant 
medication  being  used  when  indicated. 
Electro-shock  treatment  is  available  but 
is  rarely  used  on  the  Remotivation  Serv- 
ice, since  the  medications  mentioned  above 


are  readily  available,  easier  to  use,  and 
(for  the  type  of  problem  usually  encoun- 
tered in  Remotivation)  about  equally  ef- 
fective as  electro-shock.  Some  group  ther- 
apy is  done,  and  while  at  present  this  is 
largely  limited  to  the  special  program  de- 
scribed earlier  in  the  article,  plans  are 
underway  to  extend  this  form  of  treat- 
ment to  other  parts  of  the  service. 

In  summary,  it  may  be  said  that  Re- 
motivation I and  II  at  South  Carolina 
State  Hospital  make  up  a large  continued 
treatment  service,  with  approximately 
2.600  patients  who  vary  widely  in  their 
need  for  psychiatric  treatment  and  who 
are  cared  for  on  wards  which  vary  from 
minimally-supervised  to  maximum-secur- 
ity areas.  The  usual  procedures  for  the 
treatment,  periodic  re-evaluation  and  re- 
lease of  these  patients  have  been  de- 
scribed. 


Facial  Nerve  Decompression — J.  L.  Sheehy  Arch 
Otolaryng  87:241-242  (March)  1968 
Two  cases  of  facial  nerve  paralysis  showing  dra- 
matic recovery  following  decompression  of  the 
temporal  bone  emphasize  the  fact  that  decompres- 
sion is  of  value  in  selected  cases.  The  nerve  excita- 
bility test  is  the  most  reliable  guide  to  selection  of 
these  cases.  Decompression  from  the  geniculate 
ganglion  through  the  stylomastoid  foramen  can  be 
accomplished  without  disturbing  the  anatomy  of  the 
ear  or  the  hearing. 


Continuing  Education  for  All  of  Us— John  M. 
Fleming  Southern  Med  J 60:251-253  (Mar.) 
1967. 

It  is  generally  agreed  that  the  explosion  of 
knowledge  in  the  physical  and  biologic  sciences, 
and  improvement  in  medical  skills  and  technology 
can  produce  but  one  result  in  the  practice  of 
medicine.  The  result  is  fragmentation  of  the 
field  of  medicine  and  the  rise  of  specialism  with 
a limited  scope  of  practice.  Some  of  us  have 
wondered  if  this  situation  has  produced  the  best 
of  patient  care.  There  is  a definite  shortage  of 
specialists  in  certain  fields  of  medicine.  The  lay- 
man gets  the  impression  that  specialists  are  more 
highly  trained,  yet  the  general  practitioner  can 
take  care  of  90%  of  the  human  illnesses.  Miller 
made  the  following  statement,  “The  final  aspect 
of  the  issue  of  specialization  versus  generaliza- 
tion is  the  appropriate  education  of  each.”  How- 


ever, before  starting  a dialogue  on  this  subject, 
we  should  make  sure  what  the  difference  is. 

The  situation  is  quite  different  in  comparing 
the  generalist  with  the  specialist.  When  one  re- 
fers to  the  specialist  as  living  in  the  ivory  tower, 
he  merely  means  that  these  learned  specialists  are 
out  of  touch  with  the  realities  of  the  active  prac- 
tice of  medicine.  It  would  be  a rewarding  experi- 
ence for  any  specialist  to  step  out  of  the  ivory 
tower  from  the  secure  office  of  Field  General  to 
the  front  lines  of  the  medical  practice. 


Lidoeaine  in  Management  of  Arrhythmias  After 
Acute  Myocardial  Infarction — 0.  E.  Jewitt,  Y. 
Kishon.  and  M.  Thomas.  Lancet  1:266-270  'Feb  10) 
1968 

The  value  of  intravenous  lidoeaine  (Xylocaine)  in 
the  management  of  arrhythmias  after  acute  myo- 
cardial infarction  was  assessed.  Of  27  patients  with 
frequent  ventricular  extrasystoles,  adequate  sup- 
pression was  achieved  in  24  by  using  a continuous 
intravenous  infusion  of  lidoeaine,  1 to  2 mg/minute. 
Ventricular  tachycardia  was  terminated  in  11  pa- 
tients by  a single  intravenous  injection  of  1 to  2 
mg/kg  body  weight,  without  resort  to  DC  cardio- 
version. Lidoeaine  was  of  little  value  in  the  manage- 
ment of  supraventricular  arrhythmias.  Hemodynamic 
studies  in  eight  patients  showed  no  deleterious  side 
effects  after  intravenous  lidoeaine  in  this  dosage. 
Lidoeaine  may  be  the  anti-arrhythmic  drug  of  choice 
in  the  management  of  ventricular  arrhythmias  after 
acute  myocardial  infarction. 
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South  Carolina  was  among  the  first  of 
a group  of  states  to  recognize  the  impor- 
tance of  progress  in  the  prevention  and 
care  of  mental  illness  in  the  community. 
As  concrete  evidence  of  this  recognition,  a 
mental  health  program  was  initiated  in 
Columbia  in  January,  1923.  The  mental 
health  clinic  was  located  in  the  City 
Health  Department  and  was  held  each 
Thursday  afternoon.  Many  of  the  referees 
were  from  the  Associated  Charities  and  in 
many  instances  were  mentally  ill  people 
who  had  wandered  away  from  their  home 
seeking  some  solution  to  their  problems. 
The  first  clinic  served  the  purpose  of  a 
diagnostic  and  referral  unit,  making  ar- 
rangements for  hospital  commitment  if 
the  person  was  a resident  of  the  state,  or 
if  a non-resident,  making  arrangements 
for  return  to  the  person’s  state  of  legal 
residency.1 

“There  were  increased  demands  from 
other  areas  of  the  state  for  the  develop- 
ment of  mental  hygiene  clinics  and  clinics 
were  established  in  Florence  and  Orange- 
burg in  1927,  Charleston  in  1928,  and 
Rock  Hill  in  1930.  The  clinics  were  then 
grouped  into  up-state  and  down-state 
groups — Rock  Hill,  Spartanburg,  Green- 
ville and  Anderson  comprising  the  up- 
state group,  and  Florence,  Orangeburg 
and  Charleston  comprising  the  down-state 
group.  These  clinics  were  conducted  one 
day  a week  on  alternate  weeks.  The 
Columbia  clinic  was  held  one  day  every 
week.  Annual  reports  indicate  that  the 
number  of  people  seen  in  these  clinics 
ranged  from  500  to  800  annually  and  the 
total  number  of  visits  made  by  patients 
at  times  was  well  over  2,000.  Consulta- 
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tion  was  rendered  to  physicians  in  each 
community,  and  often  the  probate  judges 
would  request  consultation  prior  to  com- 
mitting a person  to  State  Hospital.”2  This 
program  became  a heavy  one  and  at  times 
several  hospital  staff  physicians  were  in- 
volved. Dr.  W.  P.  Beckman  was  a leader 
in  the  community  movement  and  others 
to  be  mentioned  are  Drs.  J.  Moss  Beeler, 
E.  L.  Horger,  C.  J.  Milling,  E.  W.  Long, 
and  G.  B.  Carrigan. 

This  small  beginning  in  the  area  of 
community  services  soon  gained  favor 
with  the  medical  profession  and  social 
service  organizations.  Mental  hygiene  so- 
cieties began  to  spring  up  over  the  coun- 
try. “Because  of  the  National  Mental  Hy- 
giene Movement  and  because  of  local  in- 
terest growing  in  the  state  concerning 
mental  health,  it  seemed  proper  that 
South  Carolina  would  want  a Society  for 
Mental  Hygiene.  On  September  10,  1927, 
a small  group  of  interested  people  met  in 
the  office  of  Dr.  C.  Fred  Williams,  Super- 
intendent of  the  State  Hospital,  to  discuss 
the  possibility  of  such  a society.  It  was 
agreed  by  this  group  to  have  a meeting  for 
the  organization  of  such  a society  and 
this  was  held  at  the  Jefferson  Hotel,  Nov- 
ember 8,  1927.  Dr.  George  Stevenson  and 
Miss  Clara  Bassett  from  the  National 
Committee  for  Mental  Hygiene  were 
guests,  and  assisted  in  the  meeting.  As  a 
result  of  this  meeting,  the  South  Caro- 
lina Society  for  Mental  Hygiene  was  or- 
ganized and  Dr.  Sylvia  Allen,  who  was 
then  practicing  psychiatry,  with  a special 
interest  in  child  psychiatry,  in  Charles- 
ton, South  Carolina,  was  elected  the  first 
president.  It  was  felt  that  there  was  a 
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need  for  the  appointment  of  committees 
to  represent  various  areas  of  interest  and 
the  following  committee  chairmen  were 
appointed:  The  Committee  on  Care  of  the 
Insane  and  Epileptics — chairman:  Dr. 

E.  L.  Horger;  Committee  on  Public 
Schools — chairman:  Miss  Ida  M.  Colson, 
Charleston,  S.  C. ; Committee  on  Univer- 
sities— chairman:  Dr.  Croft  Williams, 

Columbia,  South  Carolina;  Committee  on 
Social  Agencies — chairman : Miss  Ethel 
Sharpe,  Columbia,  S.  C. ; Committee  on 
Public  Health — chairman:  Dr.  J.  I.  War- 
ing, Charleston,  S.  C.”3 

In  1947,  Public  Law  487,  the  National 
Mental  Health  Act,  was  passed  and  pro- 
vided, among  other  things,  funds  for  men- 
tal hygiene  services  at  the  community 
level.  The  first  permanent  clinic  to  appear 
in  South  Carolina  after  World  War  II 
was  in  Charleston,  and  it  began  its  activi- 
ties on  July  1,  1947.  Soon  after  this,  in 
November  1947,  a part-time  clinic  began 
in  Spartanburg  which  soon  developed  into 
a full-time  service  and  through  the  years 
other  permanent  community  clinics 
emerged  within  the  state.  There  was  no 
set  pattern  for  the  development  of  these 
clinics  other  than  the  existence  of  com- 
munity interest  and  support,  in  many 
cases  fostered  by  the  local  Mental  Health 
Associations. 

In  1961,  the  Community  Mental  Health 
Services  Act  was  passed  by  the  South 
Carolina  Legislature.  In  general,  the  1961 
Act  made  available  to  all  counties  in  South 
Carolina  grants-in-aid  and  an  administra- 
tive framework  for  development  of  com- 
munity mental  health  services.  The  Com- 
munity Mental  Health  Services  Act  al- 
lowed for: 

(1)  Participation  by  all  counties  in  the 
development  of  mental  health  services ; 

(2)  Local  initiation  and  control  of  com- 
munity mental  health  services  with  state 
support ; 

(3)  Grants-in-aid  from  local  govern- 
ment on  a 50-50  matching  basis  (matching 
local  with  state  funds)  ; 


(4)  A set  limit  of  25  cents  per  capita 
per  year  on  the  amount  of  state  money 
available  to  counties  for  development  of 
local  mental  health  services.  Note:  The 
per  capita  limit  was  raised  to  50  cents  by 
the  1966  Legislature. 

(5)  Creation  of  Community  Mental 
Health  Boards  to  take  administrative  re- 
sponsibility for  assessment  of  mental 
health  needs  and  program  development 
in  appropriately-sized  geographic  popu- 
lation areas; 

(6)  Development  of  a mental  health 
program  which  might  offer  the  following 
services : diagnostic  and  treatment  serv- 
ices; aftercare  services  for  the  mentally 
ill,  mentally  retarded  or  emotionally  dis- 
turbed; consultative  services  to  schools, 
courts,  and  public  or  private  health  and 
welfare  agencies ; informational  and  ed- 
ucational services  to  the  general  public, 
lay  and  professional  groups;  collaborative 
and  cooperative  services  with  public 
health,  education,  welfare  and  other  com- 
munity groups  for  the  prevention  of  men- 
tal illness,  mental  retardation  and  other 
psychiatric  disorders.  Note:  Flexible  pro- 
gramming was  stressed,  consistent  with 
the  belief  that  mental  illness  is  associated 
with  a broad  spectrum  of  physical,  social, 
cultural  and  economic  factors. 

Division  of  Community  Services 

The  division  in  the  Department  of  Men- 
tal Health  organization  that  works  most 
closely  with  the  administrative  boards 
provided  by  the  Community  Services  Act 
is  the  Division  of  Community  Services.  It 
is  administered  by  Alexander  G.  Donald, 
M.D.,  deputy  commissioner.  A component 
organizational  structure  of  the  division  is 
the  Mental  Health  Education  Unit,  which 
historically  has  worked  for  the  promotion 
of  mental  health  services  and  education 
throughout  the  state.  A professional  staff 
of  seven  people  carries  on  the  work  of  the 
division.  Some  of  the  major  areas  in  which 
they  have  recently  been  involved  include 
program  development,  community  serv- 
ices, consultation  to  related  professional 
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and  lay  groups,  research  and  evaluation 
projects,  and  in-service  education  and 
training. 

Training  Prog  rams 

The  Division  of  Community  Services 
also  administers  a stipend  training  pro- 
gram for  graduate  education  in  the  men- 
tal health  professions.  At  present,  17  stu- 
dents are  enrolled  in  graduate  training- 
programs  in  the  areas  of  adolescent  psyr 
chiatry,  clinical  psychology,  psychiatric 
social  work,  occupational  therapy  and 
clinical  pastoral  education.  This  consti- 
tutes a marked  increase  in  the  number  of 
trainees  over  the  past  year  and  is  be- 
lieved to  be  a giant  step  toward  providing 
an  adequate  number  of  professionally 
trained  persons  for  the  community  clinics 
and  centers. 

Com munity  Clinics 

At  the  present  time,  there  are  fourteen 
mental  health  areas  within  the  state. 
Areas  are  determined  on  a county  basis, 
and  range  in  size  from  one  county  to  seven 
counties.  Twelve  of  these  areas  have  com- 
munity mental  health  clinics  operating  on 
a full-time  basis.  A thirteenth  area,  con- 
sisting of  Georgetown,  Horry  and  Wil- 
liamsburg counties,  has  a Mental  Health 
Board  appointed  and  working  toward  pro- 
viding services  for  that  area.  The  recent 
activation  of  a fourteenth  Mental  Health 
Board  in  Orangeburg  completes  the  state- 
wide network.  It  is  anticipated  that  the 
clinic  serving  the  Orangeburg  area  will 
begin  operation  shortly  after  July  1,  1968. 

These  community  clinics  are  staffed 
with  psychiatrists,  psychologists,  social 
workers,  mental  health  nurses  and  other 
personnel  necessary  for  an  effective  pro- 
gram. Attempts  are  made  in  all  of  the 
clinics  to  provide  service  quickly  and  to 
avoid  waiting  lists  and  other  delays.  Sev- 
eral innovations  have  evolved  such  as 
group  intake,  more  group  and  family 
therapy,  and  more  consultative  contacts 
with  agencies  providing  related  services. 

The  Community  Mental  Health  Services 
Act  of  1961  paved  the  way  for  expanded 


statewide  community  mental  health  serv- 
ices in  South  Carolina.  In  1963,  however, 
South  Carolinians  began  talking  about 
and  planning  for  comprehensive  com- 
munity mental  health  centers  with  the 
passage  of  the  Community  Mental  Health 
Centers  Act  (Public  Law  88-164). 

Comprehensive  Community  Mental 
Health  Centers 

Through  this  Act,  federal  construction 
funds  were  made  available  on  a 2-to-l 
(2  parts  federal,  1 part  local)  matching 
basis  for  the  construction  of  community 
facilities  in  which  comprehensive  care 
for  the  mentally  ill  would  be  provided. 
Federal  funds  for  staffing  these  pro- 
grams were  also  made  available  under 
Public  Law  89-105,  an  amendment  to  the 
Community  Mental  Health  Centers  Act. 

The  comprehensive  community  mental 
health  centers  differ  from  the  mental 
health  clinics  in  two  fundamental  ways : 

1.  Comprehensive  community  mental 
health  centers  will  provide  five  basic  serv- 
ices : 

a.  In-patient  (hospitalization) 

b.  24-hour  emergency  service 

c.  Out-patient 

d.  Partial  hospitalization  (i.e.,  day 
care,  night  care) 

e.  Consultation  and  education 

2.  The  comprehensive  centers  will  serve 
populations  of  not  fewer  than  75,000  and 
not  more  than  200,000. 

The  provision  of  in-patient  care  at  the 
community  level  requires  hospital  beds 
and  more  trained  personnel.  Larger  facili- 
ties and  staff  are  also  necessary  for  par- 
tial hospitalization  services  and  24-hour 
emergency  services.  These  three  services 
represent  distinct  additions  to  a commun- 
ity mental  health  treatment  program. 
They  comprise  the  essential  difference  be- 
tween mental  health  clinics  and  compre- 
hensive mental  health  centers. 

Comprehensive  community  mental 
health  planning  will  affect  the  quality  as 
well  as  the  quantity  of  mental  health  serv- 
ices. Not  all  mental  health  problems  can 
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or  should  be  treated  in  a clinic  setting. 
Some  forms  of  mental  illness  necessitate 
hospitalization  or  at  least  partial  hospital- 
ization. Other  mental  health  “crises”  re- 
quire on-the-spot  attention  or  emergency 
intervention.  Quality  of  service  may  be 
further  refined  in  terms  of  specialized 
services  for  emotionally  disturbed  chil- 
dren, mentally  retarded  children  and 
adults,  the  aged  and  the  alcoholic. 

The  five  essential  services  and  the  spe- 
cified population  served  by  a compre- 
hensive community  mental  health  center 
are  basic  program  requirements  for  ac- 
cess to  federal  construction  and  staffing 
grants.  However,  the  total  program  de- 
fines “truly  comprehensive  care”  in  terms 
of  rehabilitation  and  pre-care  or  after- 
care services ; long-range  plans  for  re- 
search into  community  mental  health 
needs,  evaluative  research  of  services  and 
in-service  training  programs  for  staff. 

A definitive  concept  of  a comprehen- 
sive community  mental  health  center  de- 
velops as  citizens  answer  these  questions 
about  their  locality:  What  community 
mental  health  services  are  needed  by  our 
citizens?  Who  needs  these  services?  And, 
How  do  we  go  about  meeting  these  needs? 

Proposed  Centers 

In  six  areas  of  the  state,  local  citizens 
aided  by  the  Division  of  Hospital  Con- 
struction of  the  State  Health  Department, 
the  Division  of  Community  Mental  Health 
Services,  and  federal  consultants  have 
submitted  applications  for  construction 
and/or  staffing  of  facilities  to  provide 
comprehensive  mental  health  services.  The 
six  groups  are  Greenville  General  Hos- 
pital, Anderson-Oconee-Piekens  Mental 
Health  Center,  Charleston  County  Council, 
Spartanburg  Area  Mental  Health  Center, 
Columbia  Area  Mental  Health  Center  and 
Sumter-Clarendon-Kershaw  Mental  Health 
Center. 

The  Greenville  General  Hospital  project 
calls  for  the  comprehensive  center  to  be  a 
part  of  the  $33  million  hospital  expansion 
which  will  take  place  during  the  next  15 


years.  All  elements  of  the  comprehensive 
service  will  be  included  in  the  new  build- 
ings, and  new  staff  personnel  will  be  able 
to  work  closely  with  each  patient  as  he  is 
assigned  or  moved  to  the  service  which 
best  meets  his  needs.  Construction  of  the 
center  is  under  way. 

The  Greenville  General  Hospital  ap- 
proach may  best  be  summed  up  with  the 
following  statement  from  their  applica- 
tion: “We  believe  that  through  positive 
direction  and  leadership  of  the  private 
psychiatric  and  other  professional  dis- 
ciplines, we  can  integrate  effectively  all 
the  elements  of  mental  health  care  and 
provide  a meaningful  and  significant  pro- 
gram. It  is  further  believed  that  we  have 
an  opportunity  to  demonstrate  that  a 
comprehensive  community  mental  health 
center  can  be  an  integral  part  of  a private, 
voluntary  non-profit  hospital.  We  wel- 
come the  challenge  and  with  a sense  of 
confidence  balanced  with  humility  pledge 
our  best  efforts.” 

The  Anderson-Oconee-Pickens  plan  pro- 
poses the  construction  of  a center  that 
will  house  the  out-patient,  partial  hospi- 
talization and  consultation  and  educa- 
tional elements  of  the  comprehensive  pro- 
gram. In-patient  and  24-hour  emergency 
service  will  be  provided  by  the  Anderson 
Memorial  Hospital.  Agreements  will  be 
executed  whereby  a patient  admitted  to 
any  element  of  the  service  will  have  access 
to  other  services  as  his  particular  condi- 
tion indicates  in  the  judgment  of  the  pro- 
fessional staff. 

The  Charleston  County  Council  project 
presents  yet  another  plan  for  the  pro- 
vision of  comprehensive  mental  health 
services.  The  building  under  construction 
is  a joint  venture  involving  the  Public 
Health  Department,  Charleston  Mental 
Health  Clinic,  Family  Service  Association, 
Speech  and  Hearing  Clinic  and  the  Voca- 
tional Rehabilitation  Service.  Funds  from 
both  the  Hill-Burton  program  and  the 
Community  Mental  Health  Centers  Act 
have  been  matched  locally  to  finance  the 
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structure.  Plans  are  for  housing  out-pa- 
tient, partial  hospitalization  and  consul- 
tation and  educational  elements  of  service 
in  the  new  Charleston  Area  Community 
Mental  Health  Center.  In-patient,  24-hour 
emergency  services  will  be  provided  in  the 
adjacent  Charleston  County  Hospital.  Be- 
cause of  the  proximity  of  many  services 
in  the  project,  it  is  believed  that  patients 
will  receive  maximum  therapeutic  bene- 
fits more  quickly  and  at  less  cost  to  the 
patient  and  the  community. 

In  Spartanburg,  the  Mental  Health 
Clinic  Board  applied  for  construction  and 
staffing  funds  and  received  approval  from 
both  local  and  federal  funding  sources. 
The  construction  will  include  a unit  for 
partial  hospitalization  and  will  combine 
with  the  existing  out-patient  clinic  and 
the  in-patient  service  of  the  Spartanburg 
General  Hospital  to  provide  a compre- 
hensive program.  Recently  completed  at 
the  Spartanburg  Area  Mental  Health 
Clinic  was  a Hill-Burton  addition  which 
will  allow  the  out-patient  unit  to  provide 
additional  service.  Also,  a unit  has  been 
constructed  which  houses  a Vocational 
Rehabilitation  Service  unit  which  will 
greatly  broaden  the  services  for  mentally 
ill  persons  in  treatment  at  the  center. 

In  Columbia,  the  Columbia  Area  Mental 
Health  Center  Board  made  arrangements 
to  begin  providing  comprehensive  serv- 
ices by  utilizing  a cottage  at  the  William 
S.  Hall  Psychiatric  Institute  for  the  pro- 
vision of  in-patient  and  partial  hospital- 
ization services.  This  unit  opened  late  in 
1967,  the  first  fully-activated  compre- 
hensive center  in  a six  state  region.  The 
center  will  continue  to  provide  out-pa- 
tient services  in  another  location  and  the 
emergency  room  at  Columbia  Hospital 
will  provide  emergency  services.  This  op- 
eration is  considered  to  be  temporary  and 
the  ultimate  plans  are  for  the  compre- 
hensive mental  health  center  to  be  an  in- 
tegral part  of  the  new  Columbia  Hospital. 

The  Sumter-Clarendon-Kershaw  Mental 
Health  Center  Board  has  received  condi- 


tional approval  of  an  application  for  con- 
struction funds  to  build  a comprehensive 
center.  No  opening  date  has  been  set,  but 
it  appears  that  the  Sumter-Clarendon- 
Kershaw  area  is  well  on  the  way  toward 
the  development  of  comprehensive  com- 
munity mental  health  services. 

Differences  and  Similarities 

In  each  of  these  projects,  there  are  ob- 
vious differences.  The  types  of  construc- 
tion are  dissimilar — it  is  possible  to  have 
a comprehensive  program  without  new 
construction ; the  programs  and  adminis- 
tration differ,  but  each  is  suited  to  the 
needs  of  the  particular  area  it  serves.  On 
the  other  hand,  there  are  many  similari- 
ties other  than  the  provision  of  the  five 
basic  service  elements  and  the  specified 
population  area.  Private  physicians  will 
be  urged  to  follow  their  patients  in  the 
centers.  Both  formal  and  in-service  train- 
ing will  take  place.  Research  and  evalua- 
tion will  be  integral  parts  of  the  pro- 
grams. Pre-care  and  after-care  services, 
rehabilitative  and  diagnostic  services  will 
also  be  common  program  elements. 

The  Future 

The  keynote  for  the  future  of  commun- 
ity mental  health  might  be  called  “ex- 
tended efforts  in  continuity  of  care.”  All 
efforts  will  be  made  to  help  those  citizens 
in  communities  interested  in  providing 
the  elements  necessary  for  comprehensive 
services.  At  the  same  time,  it  is  recog- 
nized that  all  areas  are  not  ready  for  this 
type  of  program,  and  efforts  will  be  made 
to  help  all  the  communities  in  the  state 
provide  some  realistic  care  for  their  men- 
tally ill.  This  means  close  cooperation 
with  the  State  Hospital  system  and  insti- 
tutions for  the  mentally  retarded,  with 
other  community  service  agencies,  pro- 
fessional and  civic  groups,  and  with  the 
voluntary  groups  promoting  mental 
health. 
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X-RAY  FILM  OF  THE  MONTH 

S.  E.  PUCKETTE,  JR.,  M.D. 

Charleston,  S.  C. 


This  film  was  taken  on  a 64-year-old 
white  male  who  had  been  shot  in  the  left 
knee  40  years  previously.  The  bullet  was 
not  removed  and  the  patient  had  had  no 
trouble  until  the  day  prior  to  the  taking 
of  the  film.  He  stated  that  he  felt  the  ball 
move  and  subsequently  had  onset  of  pain, 
swelling  and  limitation  of  motion  of  the 
knee.  A low  grade  fever  developed.  Phy- 
sical examination  indicated  the  knee  to 
be  swollen,  tender,  and  its  range  of  mo- 


tion limited.  The  patella  could  be  balloted. 
A soft  tender  mass  was  felt  in  the  left 
popliteal  fossa  without  bruit. 

This  is  a case  of  acute  and  chronic- 
synovitis  secondary  to  deposition  of  lead 
in  the  synovial  membrane,  the  lead  hav- 
ing been  absorbed  from  the  bullet  in  the 
joint  space.  The  bullet  was  free  within 
the  joint  space  and  actually  was  noted 
to  move  in  between  the  taking  of  an  AP 
and  a lateral  film.  The  synovial  mem- 
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brane  is  outlined  by  the  lead  deposited 
within  it  and  one  will  note  posteriorly  a 
Baker’s  cyst. 

This  phenomenon  of  dissolution  of  a 
lead  bullet  bathed  by  synovial  fluid  and 
deposition  of  the  particles  of  lead  in  the 
synovial  membrane  is  a well  established 
entity.1  The  first  x-ray  report  dates  back 
to  an  article  by  Nimier  and  Laval  in 
1901. 2 A chronic  synovitis  and  arthritis 
is  produced.  At  times  enough  lead  has 
been  absorbed  to  produce  plumbism.  Lead 
intoxication  from  this  source  is  rare,  but 


analysis  of  the  literature  indicates  that 
bullets  within  joints  are  much  more 
likely  to  produce  lead  poisoning  than 
those  lodged  in  other  tissues.3 

Initially,  this  patient  was  thought  to 
have  a pyarthrosis  an  was  so  treated. 
Subsequent  laboratory  data  did  not  con- 
firm this  diagnosis.  An  arthrotomy  was 
performed  with  removal  of  the  bullet,  the 
biopsy  specimen  indicated  acute  and 
chronic  synovitis.  Laboratory  studies  for 
evidence  of  plumbism  were  within  normal 
limits. 
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President’s  Page 

WHAT  MEDICINE  FACES 

We  are  living  in  an  age  of  crises,  at  home  and  abroad, 
all  of  them  affecting  the  physicians  of  this  country  either 
directly  or  indirectly. 

From  the  news  media  there  are  many  differing 
opinions  about  what  should  be  done  to  solve  our  national 
problems.  While  we  are  deeply  concerned  about  all  the 
problems  facing  us,  we  must,  necessarily,  come  to  grips 
with  the  problem  closest  to  us. 

In  the  area  of  medicine  rather  drastic  ideas  are 
being  proposed  to  alleviate  the  shortage  of  health  per- 
sonnel and  reduce  medical  costs,  e.g.,  prepaid  medical 
plans  and  group  practice.  This  would  eliminate  the 
private  free  enterprise  system  of  medical  practice  and 
i-often  impersonalized  assembly  line  of  clinical  medicine. 
Neither  patient,  nor  physician,  would  be  happy,  and  the  reduction  in  costs  would  be 
doubtful. 

We  must  all  give  thought  to  these  politically  motivated  ideas  that  would  make  us 
employees  of  the  government  and  cause  our  patients  to  get  second-class  care. 

We  can  avoid  this  only  by  our  active  support  of  prudent  men,  thereby  doing  our 
best  to  insure  their  election  at  all  political  levels.  It  is  of  utmost  importance,  in  this 
election  year  of  1968,  that  we  support  and  elect,  nationwide,  men  who  believe  in  the 
free  enterprise  system. 

We  can  accomplish  this  by  involvement  of  the  medical  profesison  in  politics  to  a 
greater  degree  than  ever  before.  We  are  offered  an  opportunity  to  do  so  through 
SCALPEL  and  AMPAC.  This  is  coordinated  political  action  with  the  greatest  impact. 

THIS  IS  OUR  CHALLENGE!  WE  MUST  MEET  IT! 

Joel  W.  Wyman,  M.D.,  President 
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Medicare  Moves  On 

O,  Put  not  your  trust  in  princes,  said 
the  psalmist,  and  present  day  experience 
might  add  to  the  already  established  con- 
viction that  politicians  should  be  included 
in  that  admonition. 

With  the  establishment  of  Medicare 
came  the  promise  that  there  would  be  no 
interference  with  the  usual  and  customary 
fees  to  which  the  physician  was  entitled. 
Now  HEW  is  beginning  to  experiment 
with  fixing  fees  (i.e.  reducing  volun- 
tarily) in  certain  areas.  If  the  findings 
are  satisfactory  to  HEW,  undoubtedly  the 
regulation  of  charges  will  achieve  a na- 
tional compulsory  status. 

Suggestions  include  an  arrangement  for 
a single  fee  for  an  illness,  for  hourly 
rates,  or  for  a retainer  fee,  as  in  the 
British  panel  system.  The  feasibility  of 
group  prepayment  and  per  capita  rates 
is  to  be  investigated.  Some  physicians  in 
group  practice  already  are  giving  flat 
rates  for  Medicare  patients.  Another  pro- 
posal is  made  that  drug  prices  be  fixed 
so  that  the  patient  would  pay  the  cost  for 
his  brand-name  medication  over  and  above 
the  cost  of  the  generically  labelled  prepa- 
ration. 

It  is  strongly  suspected  that  HEW 
wants  to  establish  cut  rate  medical  care, 
not  for  the  sake  of  helping  the  patient, 
but  in  order  to  shore  up  the  whole  Medi- 
care program.  By  this  arrangement  the 
physician  will  be  penalized  for  govern- 
mental miscalculation. 

The  proposals  have  disturbed  many 
practitioners  who  consider  giving  up  their 
connections  with  Medicare  in  face  of  the 
growing  threat  of  increasing  regulation. 


The  Detail  Man 

There  was  a time  when  the  detail  man 
had  little  more  than  a memorized  speech 
to  give  to  his  physician  prospect,  and 


often  had  little  background  to  offer.  Over 
recent  years  the  improvement  in  the  qual- 
ity of  his  presentation  has  been  very  con- 
siderable, though  we  do  not  forget  many 
pleasant  and  profitable  sessions  with  the 
older  generation. 

Nowadays  pharmaceutical  firms  take 
care  to  give  thorough  indoctrination  to 
their  peripatetic  representative  so  that 
his  discussion  with  his  prospect  can  be  an 
intelligent  one.  As  an  example,  Wallace 
Pharmaceuticals  gives  a formal  program 
of  education  to  its  detail  men,  including 
a course  in  such  subjects  as  the  cell,  uri- 
nary fluids,  cardiovascular  diseases  and 
the  like,  complete  with  texts,  examina- 
tions and  grades.  At  least  five  hours  a 
week  of  home  study  are  considered  es- 
sential. 

The  entire  Wallace  field  force  of  350 
representatives  has  chosen  to  take  the 
course.  Among  them  are  the  four  who 
work  in  South  Carolina ; Robert  F. 
Blakely,  James  N.  Littlejohn,  Boyce  F. 
Rogers  and  W.  C.  Bagley. 

This  type  of  training  would  seem  to 
be  highly  desirable  for  the  man  who  must 
converse  intelligently  with  the  physician. 


Requiem  for  a Gracious  Gentlewoman 

Died  May  1,  1968  in  the  fifty-fifth  year 
of  her  age,  Waverley  Psychiatric  Hos- 
pital, formerly  Waverley  Sanitarium,  all 
her  life  devoted  friend  of  the  aged,  the 
distressed  and  the  mentally  ill. 

Born  in  1914,  she  lived  through  World 
War  I,  the  great  Depression  of  the  1930’s, 
World  War  II  and  the  years  that  followed, 
ministering  all  the  while  to  those  in  need 
of  psychiatric  care  and  sympathetic  nurs- 
ing. During  those  years  her  patients  loved 
her  and  appreciated  her  compassionate 
care,  coming  back  to  her  time  after  time 
when  they  needed  help.  Their  names  read 
like  a roster  of  South  Carolina’s  finest 
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with  scarcely  a family  from  the  mountains 
to  the  sea  not  represented. 

Waverley  performed  a needed  function 
in  helping  take  some  of  the  load  off  the 
State  Hospital.  It  was  a place  where  the 
acute  psychotic  could  stay  for  a few  weeks 
and  go  home  re-oriented  and  refreshed. 
Yet  seldom  were  the  aged  turned  down 
when  in  need  of  prolonged  care. 

Waverley  was  a home-like  place  where 
each  individual  was  someone  special.  The 
food  was  the  kind  one  likes  to  think  of  as 
home-cooking,  flavored  with  love.  The 
grounds  were  spacious,  the  flowers  beau- 
tiful and  the  buildings  inviting  and  com- 
fortable. Part  of  the  woods  to  the  South 
and  East  were  almost  virgin  forest.  The 
office  building  was  a century-old  family 
dwelling,  the  floor  boards  of  mellow  heart 
pine,  nine  to  twelve  inches  wide. 

Comparatively  speaking,  the  rates  were 
remarkably  low,  certainly  within  the 
reach  of  any  family  of  average  means, 
yet  there  was  enough  profit  made  to  add 
improvements  every  three  or  four  years. 
Among  these  were  a complete  sprinkler 
system,  city  sewerage,  paved  roads,  drives 
and  parking  areas,  an  elevator,  air  con- 
ditioning and  general  renovations  from 
time  to  time.  Some  years  ago  a large  brick 
building  was  moved  seventy-five  feet 
down-hill  and  joined  onto  an  older  build- 
ing. In  1962  a thoroughly  modern  wing 
was  added,  named  the  Memorial  Wing  in 
honor  of  the  founders,  Dr.  and  Mrs. 
James  W.  Babcock. 

Like  Goldsmith’s  Deserted  Village, 
Waverley,  in  her  heyday,  was  a happy 
place.  For  the  young  patients  there  was 
always  hope,  never  the  appalling  sense  of 
finality.  Waverley  was  a place  to  tarry 
awhile,  but  a place  to  get  well,  a stepping 
stone  to  home.  And  for  the  old  and  help- 
less it  was  a place  of  rest,  a place  where 
care,  loving  care,  was  bestowed.  A place 
where  the  last  paid  of  life’s  journey  was 
made  easy  in  a hundred  little  ways — like 
a bright  ribbon  in  an  old  lady’s  hair  or  a 
flower  in  an  old  gentleman’s  buttonhole. 

What  insidious  disease  caused  the  death 
of  this  friendly  and  gentle  lady?  Not  the 


burden  of  years,  because  as  institutions 
go,  she  was  still  in  her  prime. 

No,  old  age  was  not  the  cause.  Waverley 
died  of  progress,  drowned  by  the  wave  of 
the  future,  smothered  under  tons  of  paper, 
choked  with  ever  more  demanding  regi- 
mentation and  remote  control.  The  wage 
and  hour  law  made  mandatory  an  eight 
hour  shift.  (Read  three  nurses  in  the  place 
of  two,  three  cooks,  three  orderlies,  three 
of  everybody,  hence  a thirty-three  and 
one  third  percent  increase  in  personnel  and 
in  expense.)  Even  before  this  there  was 
a tax  increase  of  over  1000%.  For  nearly 
fifty  years  Waverley  had  lived  in  the  coun- 
try. Suddenly  by  a narrow  vote  she  was 
forced  to  become  a city  resident. 

Then  from  the  seats  of  the  mighty 
came  a voice  commanding,  “Get  Accredi- 
tation.’’ At  first  soft  and  persuasive  this 
voice  became  louder  and  more  insistent, 
with  the  warning  “Insurance  companies 
will  refuse  payment  unless  you’re  ac- 
credited.” So  everybody  rolled  up  their 
sleeves  and  the  long  up-hill  toiling  com- 
menced. Every  imaginable  sort  of  new 
and  expensive  equipment  was  required. 
Committees  had  to  be  formed,  monthly 
staff  meetings  held.  Then  the  inspectors 
arrived.  I’m  sorry  for  these  gentlemen, 
they  have  a thankless  job.  It’s  their  duty 
to  find  something  wrong — they  did — not 
enough  utilization,  whatever  that  is.  So 
the  doctors  set  about  screening  each 
other’s  charts  and  otherwise  nit-picking. 

Meanwhile  the  rates  had  to  go  up — and 
up — and  up — to  meet  the  ever  expanding 
budget.  No  longer  could  the  average  fam- 
ily afford  them.  So  vacant  rooms  began  to 
appear  .And  when  the  ratio  of  patients  to 
rooms  reaches  a certain  level  one  can  no 
longer  operate  without  lowering  stand- 
ards. And  that,  of  course,  Waverley  would 
never  do.  So  May  1 has  witnessed  the  de- 
mise of  a gracious  gentlewoman,  not  an 
old  lady  but  a tired  lady,  unable  longer 
to  keep  up  the  fight. 

And  we  are  inclined  to  make  a sad  pre- 
diction. There  will  be  a good  many  more 
closings  of  small  hospitals  within  the  next 
few  years.  Many  are  hanging  on  by  a 
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thread.  Soon  there  will  be  room  only  for 
the  large  institutions  which  seem  to  thrive 
on  the  very  factors  which  are  slowly 
strangling  the  small.  The  small  hospitals 
have  been  conducting  a gallant  rear  guard 
action,  but  after  all,  a rear  guard  action 
is  a retreat  and  everywhere  the  Organi- 
zation Man  is  winning. 

Accrediation  was  received  April  24. 


LETTERS  TO  THE  EDITOR 

To  the  Editor: 

Your  February  editorial  entitled  "Psychiatric 
Doubts”  is  disappointing,  to  say  the  least. 

Is  it  not  dubious  procedure  for  a medical  journal 
to  mount  a rather  general  attack  on  a medical 
specialty  on  the  basis  of  the  unsupported  testi- 
mony of  a lay-led  foundation? 

Actually,  the  impression  conveyed  in  the  editorial 
is  not  even  an  accurate  portrayal  of  the  basic  thrust 
of  the  American  Schizophrenia  Foundation.  You  say 
the  president  of  the  Foundation  has  been  “casting 
aspersions  on  psychiatry”.  He  has  been  making  a 
practice  of  attacking  a certain  school  of  psychia- 
try—the  psychoanalysts.  But  he  does  not  attack 
all  of  psychiatry.  A number  of  rather  well-known 
psychiatrists  are  members  of  and  advisers  to  his 
foundation. 

Nor  is  the  American  Schizophrenia  Foundation 
following  roads  “different  from  those  of  the  psychia- 
trists”. It  is  following  roads  charted  in  large  meas- 
ure by  psychiatrists  who  believe  that  the  most  hope- 
ful treatment  approaches  to  schizophrenia  are 
biological. 

There  are  some  good  grounds  for  criticism  of 
the  American  Schizophrenia  Foundation.  Some  of 
its  leaders  are  prone  to  make  the  type  of  broad- 
side attacks  that  have  been  misconstrued,  in  part, 
and  emulated,  in  part,  by  The  Journal. 

The  foundation’s  leaders  are  also  open  to  criticism 
for  promotion  “as  a positive  cure  among  the  laity 
a therapy  which  has  yet  to  be  replicated  with 
promising  results  by  other  researchers”,  according 
to  Psychiatric  News,  the  official  newspaper  of  the 
American  Psychiatric  Association. 

It  is  doubly  unfortunate  that  some  of  these  poorly- 
aimed  broadsides  have  landed  in  South  Carolina 
where  psychiatrists  are  few  in  number  but  quite 
conservative  in  approach  and  where  there  are  not 
enough  analysts’  couches  to  fill  one  small  living 
room,  much  less  form  a “barricade”  from  which 
to  return  the  attack,  as  your  editorial  suggested. 

To  be  sure,  psychiatry  is  still  more  art  than 
science  in  many  ways.  Human  minds  and  emo- 
tions are  amazingly  and  marvelously  complex. 
There  is  room  for  controversy  and  experiment.  The 
same  can  be  said  about  some  other  branches  of 
medicine. 


Despite  the  broad  gaps  that  remain  in  knowledge 
and  treatment  methodology,  much  progress  has 
been  made,  especially  in  the  past  few  years.  Our 
mental  hospitals  are  treating  more  people  more 
successfully.  Psychiatric  consultation  is  increasing 
in  South  Carolina.  It  would  be  most  unfortunate  if 
the  good  relationships  which  are  developing  were 
set  back  by  unbridled  attacks  and  misunderstanding. 

One  thing  more:  In  the  last  paragraph  of  your 
editorial  you  used  the  word  “insane”.  Modern  psy- 
chiatry has  been  trying,  with  considerable  suc- 
cess, to  erase  this  word  from  common  usage,  since 
it  connoted  hopelessness  and  finality.  The  far  more 
desirable  expression,  “mentally  ill”,  has  been  sub- 
stituted in  our  State  laws  and  in  general  usage. 
May  we  have  your  help  in  this  respect? 

Sincerely  yours, 

William  S.  Hall,  M.D. 

State  Commissioner  of  Mental  Health 


Dear  Editor: 

As  a psychiatrist  I would  like  to  respond  to  the 
editorial  “Psychiatric  Doubts”  in  the  February 
issue  of  the  Journal.  You  state  that  in  the  field  of 
psychiatry  your  confidence  is  low,  your  confusion 
high.  You  then  support  your  skeptical  position  by 
reference  to  aspersions  cast  on  psychiatry  by  “no 
less  a person  than  the  President  of  the  American 
Schizophrenia  Foundation".  To  the  best  of  my  knowl- 
edge this  Foundation  is  chiefly  known  for  its  rather 
fervent  espousal  of  a particular  treatment  for 
schizophrenia,  which  treatment  does  not  as  of  now 
have  the  general  acceptance  of  psychiatrists.  Cer- 
tainly there  is  “divergence  of  theory  and  practice 
in  the  field”  of  psychiatry  but  at  this  stage  of  our 
knowledge  it  is  perhaps  healthy  that  this  is  so.  New 
findings  are  pouring  forth  in  an  increasingly  rapid 
rate  in  this  whole  broad  field  from  the  biochemical, 
to  the  psychological,  to  the  socio-cultural.  (No, 
psychiatry  is  not  “firmly  embattled  behind  its 
baricade  of  interlocking  couches”).  There  is  much 
healthy  ferment  as  I see  it,  and  that  we  don’t 
have  all  the  answers  should  be  no  cause  for  des- 
pair. 

The  authoritative  voice  of  psychiatry  in  this  coun- 
try is  the  American  Psychiatric  Association.  As 
a long  time  member,  I think  I am  reasonably  aware 
of  the  policies,  general  philosophy,  and  sense  of 
this  representative  body.  True,  there  is  some  con- 
cern from  time  to  time  that  psychiatry  may  be 
over-sold.  And  there  is  concern  that  the  public  have 
a more  accurate  knowledge  of  just  what  the  psy- 
chiatrist is  in  terms  of  his  educational  background 
and  function,  especially  with  the  expanding  com- 
munity mental  health  movement  involving  a variety 
of  mental  health  workers  in  addition  to  psychia- 
trists. Finally,  psychiatry  shares  with  all  medicine 
the  somewhat  tarnished  image  that  the  public  today 
has  of  all  physicians.  In  these  affluent  times,  the 
physician  is  all  too  often  seen  as  one  species  of 
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"fat  cat”,  an  appellation  neither  more  nor  less  fit- 
ting the  psychiatrist  than  other  physicians.  But  I 
certainly  get  no  feeling  that  because  of  some 
“divergence  of  theory  and  practice”  psychiatrists 
find  their  speciality  in  a state  of  near  chaos  as 
your  editorial  seems  to  imply.  Far  from  it.  And 
while  I have  the  highest  respect  for  our  Editor, 
I wish  that  he  would  either  be  more  specific  in 
his  charges  against  psychiatry  or  be  quietly  con- 
tent with  “a  certain  mean  enjoyment  of  the  numer- 
our  jibes  made  of  its  practitioners”  that  he  tells 
us  has  been  his  wont  heretofore. 

Jospeh  H.  Marshall,  M.D. 

Sincerely, 


Dear  Editor: 

The  February,  1968  SCMA  Journal’s  Editorial, 
"Psychiatric  Doubts”  is  a curious  one.  First,  there 
is  a question  of  the  integrity  of  this  example  of 
editorial  process.  Author  Barbara  Tuchman  com- 
ments, “It  is  easy  enough  with  even  a minimum 
skill  in  words  to  leave  a loaded  impression  on  the 
reader  while  evading  the  responsibility  of  being 
explicit,  but  the  temptation  is  one  that  most  writers 
who  respect  their  profession  will  try  to  avoid.” 

Why  is  the  field  of  psychiatry  unclear  to  the 
author  of  the  editorial?  Would  his  specialty  be  com- 
pletely understandable  to  a different  specialist? 
Psychiatrists  are  not  afraid  to  speak,  publish,  in- 
novate, or  change  directions  if  it  will  prevent  emo- 


tional disabilities  or  promote  mental  health.  What 
is  wrong  with  differences  in  practice  if  the  ap- 
proaches are  ethical  and  the  patient  is  rehabilitated? 

Who  is  “no  less  a person  than  the  President  of 
the  American  Schizophrenic  Foundation”  and  what 
is  the  “American  Schizophrenic  Foundation”?  Is 
he  concerned  because  the  majority  of  physicians 
have  not  recognized  him  or  his  organization?  By 
attacking  a discipline,  is  he  trying  to  gain  allies; 
trying  to  be  constructive,  or  is  he  being  envious 
and  destructive? 

There  are  no  “couch  psychiatrists”  in  South 
Carolina;  but  even  if  there  were  and  they  helped 
emotionally  distressed  people,  “hurrah”  for  them, 
for  our  State’s  all  too  few  psychiatrists  are  already 
stretched  thin  in  trying  to  meet  the  service  de- 
mands expected  of  them. 

It  behooves  the  author  that  he  not  play  editorial 
games  with  hard  working  ethical  physicians,  be 
they  generalists,  surgeons,  pediatricians,  psychia- 
trists, and  so  on,  all  of  whom  took  the  same  Hip- 
pocratic Oath.  I’m  reminded  of  one  of  our  dear 
Medical  College  Professor’s  favorite  statement 
when  there  was  “pussy-footing”  around.  “Shoot 
Luke  or  give  up  the  gun.” 

Respectfully, 

R.  Ramsey  Mellette,  Jr.,  M.D. 

President 

South  Carolina  District  Branch 

American  Psychiatric  Association 


50  YEARS  AGO 

S'uuth  (faralina  §§L> ,/))}  lllrili  raL\a  wrriahon 

■-  ^ 

May  1918 

Dr.  James  A.  Hayne  was  elected  president  of  the 
South  Carolina  Medical  Association. 

An  urgent  call  was  noted  for  more  doctors  in  the 
Army  and  Navy.  The  Committee  on  National  De- 
fense attended  a meeting  in  Washington. 

Dr.  Kenneth  Lynch  presented  a paper  on  the  work 
of  the  Medical  Advisory  Board  and  the  Draft. 

Dr.  Hayne  presented  a paper  on  the  Epidemiology 
of  Cerebro-Spinal  Meningitis,  referring  particularly 
to  an  outbreak  in  the  state  in  December  1917. 

The  cost  of  production  for  the  Journal  for  the 
preceding  year  was  $3,236. 
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Dr.  Harriett  E.  Pinner  has  joined  the 
staff  of  the  Cancer,  Heart  Disease,  and 
Tuberculosis  Control  Division  of  the  State 
Board  of  Health  as  clinician.  A native  of 
Union,  she  received  the  B.S.  degree  from 
Winthrop  College  and  M.D.  degree  from 
the  Medical  College  of  South  Carolina.  She 
and  her  husband  have  been  in  the  general 
practice  of  medicine  at  Peak,  S.  C.  since 
1950.  Dr.  Norman  Sollod  has  been  named 
chief  of  the  medical  service  at  the  VA  hos- 
pital in  Columbia.  Dr.  Sollod  transferred 
from  the  VA  hospital  in  Charleston, 
where  he  had  been  serving  on  the  medical 
staff  since  January,  1967.  Dr.  Donald  E. 
Saunders  Jr.,  director  of  the  cardiopul- 
monary laboratory  at  the  Columbia  Hos- 
pital was  one  of  three  speakers  featured 
at  the  fourth  annual  Midlands  Seminar 
on  Respiratory  Diseases  for  Physicians 
at  the  VA  hospital  in  Columbia.  Dr.  Dale 
Groom  of  Charleston  has  been  chosen 
chairman  of  the  American  College  of  Phy- 
sicians Board  of  Governors.  Dr.  Groom  is 
governor  for  the  state  of  South  Carolina. 
Dr.  C.  B.  Futch  and  Dr.  L.  R.  Matthews 
have  opened  an  office  for  the  practice  of 
general  medicine  at  3310  Rivers  Avenue, 
Charleston. 

Dr.  William  P.  Hood  Jr.  has  won  the 

1968  Young  Investigators  Award  for  his 
studies  of  the  main  pumping  chamber  of 
the  heart.  Dr.  Hood,  a research  fellow  in 
cardiology  at  the  University  of  North 
Carolina  School  of  Medicine  at  Chapel  Hill, 
was  graduated  from  the  Medical  College 
of  South  Carolina.  Dr.  Rexford  H.  Hunt 
has  announced  the  opening  of  his  office 
at  404  North  Pine  Street,  Summerville 
for  the  practice  of  general  and  thoracic 


surgery.  Dr.  .1.  T.  Taylor  has  reopened  his 
office  in  Summerville  for  the  practice  of 
medicine  after  spending  two  years  in  the 
U.  S.  Army.  Dr.  W.  A.  Wallace,  a native 
of  Spartanburg  and  chairman  of  the 
County  Board  of  Health  since  1952,  was 
honored  recently  by  the  Spartanburg 
County  Medical  Society  as  Doctor  of  the 
Year.  Dr.  Curtis  P.  Artz  of  Charleston  has 
been  elected  to  serve  a three-year  term 
as  chairman  of  the  Committee  on  Trauma. 
South  Carolina  doctors  who  have  recently 
been  re-elected  to  membership  in  the 
American  Academy  of  General  Practice 
include  Dr.  Swift  C.  Black,  Dr.  Rufus 
Haynes  Cain  Jr.,  Dr.  James  Gardner  John- 
son, Dr.  William  O.  Whetsell,  Dr.  Henry 
Wright  Gibson.  Dr.  Joseph  Lipton  Good- 
man, Dr.  Reginald  E.  Gregory,  Dr.  Thom- 
as Parker,  Dr.  William  H.  Thames,  Dr. 
William  J.  Bannen  Jr.,  Dr.  La  Rue  Merida 
Medlin,  Dr.  Lonie  Clarence  Floyd.  Dr. 
Harold  H.  Jeter  Jr.,  Dr.  Winston  Y.  God- 
win, Dr.  Andrew  Henry  Hursey,  Dr.  Mar- 
vin Hampton  McLin,  and  Dr.  Arthur 
Simons  Jenkins.  Dr.  Clarence  W.  Legerton 
Jr.,  Capt.  Bertrand  V.  Cue  Jr.,  Dr.  Lea  B. 
Givens  and  Dr.  James  C.  McAlpine  have 
been  recently  honored  by  election  to  the 
American  College  of  Physicians.  Dr.  Ben 
Sullivan  Tatum  has  become  a Fellow  of 
the  American  College  of  Obstetricians  and 
Gynecologists.  Drs.  Walter  Moore  Hart 
and  David  C.  McLean,  both  of  Florence, 
were  among  the  physician  consultants  se- 
lected by  the  American  Academy  of  Pedia- 
trics to  evaluate  the  medical  aspects  of 
Head  Start  programs  in  nearly  2,000  com- 
munities in  the  United  States. 
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A grant  of  $1,106,000.00  has  been 
awarded  the  Medical  College  of  South 
Carolina  to  develop  a comprehensive 
health  care  center  for  the  approximately 
25,000  medically  indigent  residents  of 
Charleston  County. 

Founded  by  the  Office  of  Economic  Op- 
portunity, the  project  will  be  under  the 
direction  of  I>r.  Franklin  C.  Fetter,  Dean 
of  the  School  of  Medicine  at  the  Medical 
College.  He  will  be  assisted  by  Dr.  Milton 
Westphal,  Professor  and  Chairman  of  the 
Department  of  Pediatrics,  and  Dr.  John 
F.  Finklea,  Assistant  Professor  of  Preven- 
tive Medicine  and  Pediatrics. 

Dr.  Joe  Carroll  Chambers  has  been 
named  Coordinator  of  the  South  Carolina 
Regional  Medical  Program.  Dr.  Chambers 
is  a graduate  of  the  Univ.  of  North  Caro- 
lina School  of  Public  Health  and  the  Univ. 
of  Tennessee  College  of  Medicine.  He  is 
now  health  officer  of  the  Jefferson 
County,  Alabama,  Dept,  of  Health  and  is 
an  Assoc.  Prof,  of  Public  Health  and  Epi- 
demiology at  the  Medical  College  of  Ala- 
bama. 

On  April  1,  a primary  step  in  prepara- 
tion for  construction  of  two  new  Medical 
College  buildings  took  place  with  the  clos- 
ing of  Doughty  Street  between  Ashley 
Avenue  and  Barre  Street.  The  main  en- 


trance to  the  MCH  has  been  temporarily 
relocated  on  Barre  Street. 

The  J.  W.  Bateson  and  Co.  of  Dallas, 
Texas,  has  begun  construction  on 
the  three-story  student  activities-admin- 
istration-library  building  and  the  seven 
story  basic  sciences-dental  school  build- 
ing. 

The  Dept,  of  Anatomy  will  teach  a 
course  in  human  neuroanatomy  and  closely 
associated  topics  beginning  June  3 and 
running  through  Aug.  31.  The  course  will 
be  under  the  direction  of  Dr.  Isabel  Loek- 
ard,  assisted  by  Drs.  Elsie  Taber,  Hilda 
Debacker,  Ray  Pennington,  and  others. 

Two  members  of  the  pediatric  faculty 
have  been  named  by  the  Amei’ican  Aca- 
demy of  Pediatrics  to  evaluate  the  medi- 
cal aspects  of  Head  Start  programs  in  the 
Charleston  area. 

Serving  as  Head  Start  consultants  will 
be  Dr.  Milton  C.  Westphal  Jr.,  chairman  of 
the  Pediatric  Department,  and  Dr.  Wil- 
liam W'eston  III,  assistant  professor  of 
pediatrics. 

Dr.  William  W.  Vallotton,  chairman  of 
the  Department  of  Ophthalmology,  on  be- 
half of  the  Department  has  presented  to 
Dr.  William  M.  McCord  a portrait  of  Dr. 
Pierre  G.  Jenkins,  professor  emeritus.  Dr. 
Jenkins  was  honord  for  his  many  years 
of  service  to  the  Medical  College. 


MEDICAL  ETV 

On  Thursday,  May  16  fom  8-9  p.m. 
“Monitoring  The  Critically  111  Patient”  will 
be  shown  from  the  University  of  California 
with  I.  Rappaport,  M.D.,  Surgical  Serv- 
ices. Fred  P.  Sattler,  M.D.,  Research  Sur- 
gery and  Bioelectronics,  and  Edward  A. 
Stemmer,  Surgical  Services. 
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THE  MONTH  IN  WASHINGTON 


Wilbur  J.  Cohen,  a key  proponent  of 
medicare,  was  named  by  President  John- 
son to  succeed  John  W.  Gardner  as  secre- 
tary of  Health,  Education  and  Welfare. 

Cohen,  now  54,  started  with  the  federal 
government  in  the  early  thirties  and 
helped  draft  the  social  security  program. 
Recognized  by  Congress  as  an  expert  on 
social  security,  he  was  the  leading  archi- 
tect of  medicare  and  played  a prominent 
role  in  getting  Congressional  approval  of 
the  program. 

He  had  been  undersecretary  of  HEW 
since  June,  1965.  For  the  previous  four 
years,  he  had  been  assistant  secretary  of 

HEW. 

At  a news  conference  following  his  ap- 
pointment to  the  top  HEW  post,  Cohen 
foresaw  health  care  accounting  for  as 
much  as  50  per  cent  of  total  welfare  costs. 
He  urged  that  voluntary  private  health 
insurance  be  improved.  But  he  said  that 
he  did  not  believe  private  programs  could 
be  improved  sufficiently  to  eliminate  the 
need  for  government  help  in  dealing  with 
the  health  care  needs  of  low  income 
groups  and  the  disabled. 

“Medicare  and  medicaid  have  had  some 
impact  on  higher  medical  costs,”  Cohen 
said.  “But  I think  doctors’  costs  are  going 
to  taper  off.  Hospital  costs  are  going  to 
continue  to  rise  but  there  is  a problem  of 
antiquated  and  inefficient  methods.  This 
can  be  changed.” 

Soon  after  Gardner’s  resignation  be- 
came effective,  Cohen  announced  major 
steps  in  the  reorganization  of  HEW’s 
health  activities.  Unified  direction  of 
HEW’S  major  health  agencies  was  as- 
signed to  Dr.  Philip  R.  Lee,  Assistant 
Secretary  for  Health  and  Scientific  Af- 
fairs. Dr.  William  H.  Stewart,  Surgeon 
General  of  the  Public  Health  Service,  was 
named  principal  deputy  to  Dr.  Lee. 

Dr.  Lee  was  given  direct  authority  over 
the  Public  Health  Service  and  the  Food 
and  Drug  Administration.  Dr.  Stewart 
and  Food  and  Drug  Commissioner  James 
L.  Goddard,  M.D.,  will  report  directly  to 


the  Assistant  Secretary,  while  continuing 
to  carry  out  their  present  administrative 
functions. 

Dr.  Lee’s  responsibility  also  was  ex- 
panded to  include  overall  health  policy 
direction  and  coordination  of  other  health 
programs,  including  medicare,  medicaid 
and  the  health  activities  of  the  children’s 
bureau. 

In  his  1968  message  to  Congress,  Presi- 
dent Johnson  had  directed  the  HEW  sec- 
retary to  submit  “a  modern  plan  of  or- 
ganization to  achieve  the  most  efficient 
and  economical  operation  of  the  health 
programs  of  the  federal  government.” 

“In  the  past  four  years,”  Cohen  said, 
“31  major  new  laws  have  been  enacted 
that  increase  the  Department’s  authority, 
responsibility  and  appropriations  in  the 
field  of  health. 

“The  total  federal  investment  in  health 
has  grown  from  approximately  $3  billion 
in  1960  to  nearly  $14  billion  in  1968,  and 
$16  billion  proposed  in  1969.  Because  of 
new  programs,  like  medicare  and  medi- 
caid, the  HEW  health  investment  alone 
has  more  than  tripled  in  the  past  three 
years,  from  $2.6  billion  in  1966  to  $9.6 
billion  this  fiscal  year,  and  $10.9  billion 
proposed  for  1969.” 

In  a reassignment  of  agency  responsi- 
bilities, the  National  Institutes  of  Health 
was  expanded  to  include  the  present  NIH, 
the  Bureau  of  Health  Manpower  and  the 
National  Library  of  Medicine.  The  Health 
Services  and  Mental  Health  Administra- 
tion was  set  up  with  responsibility  for  all 
other  functions  previously  assigned  to  the 
Public  Health  Service.  These  two  new 
agencies,  along  with  the  present  Food  and 
Drug  Administration  now  make  up  an  ex- 
panded and  more  comprehensive  Public 
Health  Service. 

Dr.  James  A.  Shannon,  Director  of  the 
National  Institutes  of  Health,  was  named 
Director  of  the  newly  constituted  NIH. 
Dr.  Robert  Q.  Marston,  Director  of  the 
Division  of  Regional  Medical  Programs, 
was  named  Acting  Administrator  of  the 
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Health  Services  and  Mental  Health  Ad- 
ministration. Dr.  Goddard  continues  as 
Commissioner  of  Food  and  Drugs.  The 


heads  of  these  three  agencies  will  report 
directly  to  Dr.  Lee  under  the  new  organi- 
zational setup. 


IiLUE  (’ROSS-BLUE  SHIELD 


Workshops  for  Medical  Assistants  and 
Hospital  Business  Personnel  were  held 
throughout  the  State  March  19-29.  The 
meetings,  which  lasted  from  9 :30  A.M.  to 
3:30  P.M.,  were  held  in  Rock  Hill,  Spar- 
tanburg, Anderson,  Greenville,  Florence, 
Myrtle  Beach,  Charleston,  and  Columbia. 

Attendarce  and  participation  was  excel- 
lent at  the  meetings,  which  dealt  primarily 
with  Medicare.  Medical  Assistants  repre- 
senting approximately  600  physicians 
throughout  the  State  attended.  Our  thanks 
to  the  Medical  Assistants  for  their  inter- 
est and  participation,  as  well  as  to  the 
physicians  who  made  it  possible  for  their 


Hospital  News 

McLeod  Infirmary  in  Florence  has  an- 
nounced plans  for  an  estimated  $1  million 
expansion  of  its  facilities  in  downtown 
Florence.  Hospital  Administrator  Kenneth 
L.  Gallier  has  announced  that  the  infirm- 
ary is  planning  to  construct  a new  surgical 
suite  which  would  include  six  operating 
rooms.  Also  included  in  the  expansion  pro- 
gram are  a physical  therapy  department, 
cobalt  therapy  units  and  radioisotope  lab- 
oratory facilities. 

Cannon  Memorial  Hospital’s  new  18-bed 
wing  has  been  named  for  two  doctors  who 
practiced  in  Pickens  for  many  years.  They 
are  the  late  Dr.  Reese  Allgood  and  the 
late  Dr.  John  L.  Valley. 


Meetings 

“Public  Health  Trends”  will  be  the 
theme  for  the  45th  Annual  Meeting  of  the 
South  Carolina  Public  Health  Association 
at  Myrtle  Beach  on  May  23-25,  1968.  The 
theme  will  be  keynoted  by  Lt.  Governor 
John  C.  West  and  Dr.  Abel  Wolman,  Pro- 
fessor Emeritus  of  Sanitary  Engineering 


Medical  Assistants  to  attend,  in  order  to 
help  us  to  help  you. 

An  additional  180  Hospital  Business 
Personnel  attended  the  joint  meeting 
of  the  two  groups. 

It  was  indeed  gratifying  to  the  staff 
members  who  developed  and  participated 
in  the  meetings  to  note  the  cooperative 
and  enthusiastic  attitude  of  these  groups. 
The  material  presented  was  well  received, 
and  we  feel  that  the  meetings  were  most 
profitable. 

Plans  are  under  way  for  another  series 
of  Workshops  in  the  Fall. 


at  Johns  Hopkins  University,  at  the  open- 
ing session  at  2:00  P.M.,  May  23.  Section 
meetings  will  occupy  the  schedule  on  Fri- 
day, May  24.  Dr.  Jacob  Koomen,  North 
Carolina  State  Health  Officer,  will  be  fea- 
tured at  the  closing  session  on  Saturday, 
May  25. 


The  American  College  of  Physicians 
will  present  “Infectious  Diseases:  Mech- 
anisms and  Manifestations”  June  19-22  at 
the  University  of  Maryland  School  of 
Medicine  in  Baltimore. 

Co-directors  are  Dr.  Theodore  E. 
Woodward  and  Dr.  Richard  B.  Hornick. 
For  further  information  contact:  Edward 
C.  Rosenow  Jr.,  M.D.,  Executive  Director, 
American  College  of  Physicians,  4200 
Pine  Street,  Philadelphia,  Pa.  19104. 


Smallpox  Vaccine  as  ‘Cure’  for  Warts 

Treating  the  common  wart  with  smallpox  vaccine 
is  reportedly  achieving  impressive  success.  Direct 
injection  of  a small  amount  of  weak  smallpox  vac- 
cine has  resulted  in  the  disappearance  of  164  warts 
in  59  of  60  patients.  The  success  of  the  procedure 
appears  to  be  based  on  viral  interference,  with  one 
virus  fighting  another  that  causes  warts. 
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THE  ROLE  OF  PREPAYMENT  PLANS  IN  THE  PATTERN  OF  FUTURE  RELATIONS 
BETWEEN  GOVERNMENT  AND  STATE  MEDICAL  ORGANIZATIONS 


I have  been  asked  to  comment  on  the 
role  of  prepayment  health  care  plans  in 
the  pattern  of  future  relations  between 
government  and  State  Medical  Organiza- 
tions. 

I am  speaking  only  for  myself  and  not 
for  the  National  Association  of  Blue 
Shield  Plans  or  anyone  else.  I think  it  is 
quite  obvious  that  where  a Blue  Shield 
Plan  has  been  designated  a carrier  under 
Part  B of  Medicare  the  involvement  will 
be  considerable.  What  is  not  so  obvious, 
since  the  carrier  role  is  still  a relatively 
new  one,  both  in  terms  of  function  and 
time  of  existence,  is  what  the  task  may  ul- 
timately prove  out  in  so  far  as  effective- 
ness for,  and  acceptance  by,  the  medical 
profession  is  concerned.  I will  say,  though, 
that  in  great  measure  both  our  efective- 
ness  and  acceptance  depend  heavily  upon 
you  and  your  attitude  towards  us. 

Hap  Hassard  made  a pretty  accurate, 
although  perhaps  understated,  forecast 
in  1965  when  he  concluded  a speech  at 
the  AMA  Conference  on  Medicare  with 
these  words : 

“As  a lawyer,  as  a medical  society 
executive,  as  General  Counsel  for 
NABSP,  I know  that  the  carrier  under 
Part  B will  be  cast  in  a trouble-filled 
role.  However,  I also  believe  that  Blue 
Shield  is  equipped  to  serve  the  Medical 
Profession  in  a carrier  role  if  this  is 
Medicare’s  wish.  . . .” 

At  the  outset  of  Medicare  and  the  per- 
formance of  the  carrier  function,  and  per- 
haps even  yet,  many  physicians  felt  that 
the  medical  profession  and  Blue  Shield 
were  “playing  on  opposite  sides  of  the 
fence.’’  Physicians,  long  opposed  to  gov- 
ernment intervention  in  medical  affairs  in 


Address  given  at  the  Seminar  of  the  American 
Association  of  Medical  Society  Executives  in  Chi- 
cago, June  1967. 


WILLIAM  SANDOW 

any  manner  or  guise,  were  now  faced  with 
a fait  accompli.  Rebellion  and  resentment 
manifested  themselves  in  varying  degrees 
in  many  directions.  Blue  Shield  received 
its  share — all  the  way  from  being  a gen- 
eral “whipping  boy”  to  being  credited 
with  having  practically  single  handedly 
initiated,  written,  and  enacted  into  law 
the  whole  program.  The  complex  nature 
of  the  program,  with  deductibles  for  dif- 
ferent time  periods  that  carried  over  into 
one  another,  co-insurance  factors,  moun- 
tainous paper  work,  the  rules  for  which 
seemed  to  change  with  the  weather,  man- 
aged to  keep  Blue  Shield  “in  the  middle” 
and  a continuous  target  for  complaints. 

Forgotten  for  the  time  were  a few  facts. 
Like  the  fact  that  Blue  Shield  opposed 
Medicare  legislation  all  the  way,  suggest- 
ing instead  that  the  government  purchase 
health  care  coverage  from  Blue  Shield 
and  private  health  insurance  companies 
for  the  needy  and  near-needy,  with  gov- 
ernmental support  related  to  need.  Like 
the  fact  that  local  Blue  Shield  Plans 
worked  hand  in  hand  with  local  Medical 
Associations  and  AMA  field  representa- 
tives to  distribute  literature,  provide 
speakers,  and  sponsor  advertising  as  a 
means  of  pointing  out  the  desirability  of 
preserving  the  American  concept  of  health 
care  and  the  private  doctor-patient  rela- 
tionship. Like  the  fact  that  after  the  Medi- 
care Law  was  passed  in  July  of  1965,  Blue 
Shield  did  not  have  any  discussions  with 
the  Social  Security  Administration  until 
after  the  AMA  Board  of  Trustees  in  Aug- 
ust of  1965  took  action  and  at  that  time 
urged  Blue  Shield  Plans  and  the  National 
Association  of  Blue  Shield  Plans  to  play 
an  important  role  in  the  administration 
of  Medicare.  Like  the  fact  that  in  an 
overwhelming  majority  of  cases,  the  local 
medical  society  supported  the  Blue  Shield 
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Flan  as  the  carrier  of  choice  under  Part 
B and,  to  my  knowledge,  no  Plan  indi- 
cated a willingness  to  handle  the  task 
without  such  sanction. 

With  the  passage  of  time  and  events, 
much  of  the  Medicare-oriented  resent- 
ment toward  Blue  Shield  has  diminshed. 
Undoubtedly,  just  the  passing  of  time  has 
had  much  to  do  with  this  change.  On  the 
other  hand,  physicians  who  strongly  op- 
posed federal  medical  legislation  in  the 
beginning — although  still  basically  op- 
posed in  principle — are,  on  the  whole,  now 
experiencing  little  dificulty  because  of  it. 
Indeed,  they  are  prospering. 

In  addition,  physicians  are  more  and 
more  becoming  aware  of  the  position  that 
Blue  Shield  has  held  all  along  in  regard 
to  Medicare  and  like  programs  and  ap- 
preciating the  fact  that  this  basic  posi- 
tion has  not  changed  despite  the  carrier 
role ; moreover,  once  having  accepted  the 
responsibility  of  administering  the  pro- 
gram, we  have  worked  unceasingly  to  per- 
form our  duties  in  this  connection  with  as 
little  disruption  to  the  practice  of  medi- 
cine as  possible,  confident  that  in  so  do- 
ing we  are  performing  a valuable  service 
to  both  the  citizens  covered  by  the  pro- 
gram and  the  medical  profession.  The  de- 
gree to  which  the  situation  has  changed 
can  be  measured  by  the  fact  that  some 
medical  associations  which  formerly  op- 
posed Blue  Shield’s  acting  as  carrier  have 
now  come  out  in  favor  of  it  and  that  there 
has  been  strong  support,  both  locally  and 
nationally,  for  the  concept  of  using  Blue 
Shield  wherever  possible  in  the  imple- 
mentation of  Title  XIX  programs. 

At  this  juncture,  I think  the  important 
point  to  recognize  is  not  so  much  that  the 
attitude  of  the  medical  profession  has  re- 
versed itself  but  that  what  it  has  done 
once,  it  can  do  again. 

As  I previously  stated,  the  carrier,  or 
so-called  “buffer  role”  between  physician 
and  government,  is  truly  a new  one  in 
terms  of  both  function  and  longevity. 
There  may  be  some  surprises  ahead  for 
all  of  us.  While  we  have  from  the  very 
outset  of  the  program,  even  back  to  the 


earliest  contract  negotiation  days,  fought 
the  good  fight  for  administrative  sim- 
plicity, a look  at  the  win-loss  column  is 
not  an  encouraging  omen  for  future 
successes.  Friends  of  mine  on  the  Carrier 
Representative  Committee  report  equal 
ineffectuality,  and  people  from  my  own 
shop  who  have  been  invited  as  consul- 
tants to  SSA,  return  from  the  experience 
with  considerable  frustration. 

I cite  these  facts  not  in  terms  of  criti- 
cism, chagrin  or  despair,  but  only  to  alert 
you  to  the  fact  that  there  are  some  areas 
of  Medicare  which  may  be  very  abrasive 
to  the  medical  profession  which  have  not 
yet,  either  by  chance  or  design,  been  made 
the  subjects  of  any  real  pressure.  Pres- 
sure, which  if  once  decided  upon,  will  be 
exerted  through  the  carrier,  tending 
simultaneously  to  squeeze  the  buffer  and 
from  which  the  buffer  may  not  be  able 
to  unsqueeze  or  buff. 

Some  possibilities  that  quickly  come  to 
mind  are  as  follow:  What  is  going  to 
happen  when  or  if  the  $3.00  per  month 
charge  for  Part  B has  to  be  increased? 
And  no  doubt  it  will  have  to  be  either 
because  it  was  too  low  in  the  first  place, 
or  utilization,  and/or  fees  have  both  in- 
creased, neither  an  unnatural  or  unusual 
phenomenon.  Will  the  physician  be  blam- 
ed for  greedily  escalating  fees  or  the  car- 
rier be  charged  with  loose  and  improper 
reasonable  charge  determinations?  Will 
the  carrier  be  ordered  to  clamp  down  or 
go  to  set  fee  schedules? 

What  happens  if  it  is  determined  that 
the  direct  payment  procedure  is  unneces- 
sarily burdensome  and  complicated  to  the 
elderly  beneficiaries  and  carriers  are  di- 
rected to  pressure  physicians  into  more 
assignments?  What  will  be  the  reaction  if 
carriers  are  ordered  to  audit  physicians’ 
books  to  determine  that  charges  to  non- 
medicare patients  are  the  equivalent  of 
Medicare  charges  for  like  services?  If 
any,  all,  or  similar  episodes  take  place, 
will  Blue  Shield  suddenly  cease  to  be  a 
Cinderella  saviour  and  become  an  ugly 
agent  of  socialism?  As  long  as  Blue  Shield 
functions  as  a carrier  under  Medicare 
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and/or  other  like  programs,  it  will  under- 
go a continuing  test  of  its  abiilty  to  repre- 
sent the  physician  and  play  a true  carrier 
role  as  opposed  to  being  merely  a fiscal 
and  administrative  agent  of  the  govern- 
emnt.  Medical  organizations,  I feel,  can 
make  a distinct  contribution  to  the  pro- 
fession they  represent  if  they  can  under- 
stand and  help  interpret  to  the  physician 
the  difficult  and  pressure-filled  role  of  the 
carrier — a role  which,  incidentally,  we 
may  be  forced  to  some  day  relinquish  if 
the  pressures  too  severely  strain  our  phy- 
sician ties.  To  do  this  will  require  a high 
order  of  statesmanship  and  enlightened 
self-interest  on  your  part  both  as  individ- 
uals and  medical  organization  executives. 
To  resolve  the  many  questions  which  may 
arise  in  the  best  interest  of  both  the  public 
and  the  medical  profession  may  be  a dif- 
ficult and  tedious,  but  certainly  a worth- 
while and  rewarding,  task.  While  some 
may  read  into  this  charge  the  conditions 
for  an  ultimately  untenable  relationship 
between  the  Blue  Shield  Plans  and  Medi- 
cal Associations,  it  need  not  be  so,  indeed 
must  not  be  so. 

I say  this  because  in  a very  real  sense 
this  is  a very  parallel  situation  to  that 
with  which  we  have  already  lived  for 
years. 

Fundamentally,  the  common  denomina- 
tor of  our  relationship  is  the  medical  pro- 
fession. The  diff  erence  between  us  is  in  our 
orientation  and  commitment  to  the  pro- 
fession. Your’s  is  perforce  total  because 
you  are  a physician  organization  solely. 
Ours  is  not  total  because  we  have  con- 
siderations outside  of  the  medical  pro- 
fession per  se  with  which  we  must  live. 
We  need  physician  approval  to  be  a Blue 
Shield  Plan  and  physician  cooperation  to 
exist  as  one.  At  the  same  time  we  must 
cope  with  public  and  consumer  attitudes 
as  well  as  the  competitive  pressures  of  the 
market  place.  When  at  times  the  feelings 
of  the  medical  profession  do  not  coincide 
with  those  of  the  buying  public,  Blue 
Shield  finds  itself  in  a dilemma  between 
the  two. 

All  I am  trying  to  say,  and  I hope  with- 


out being  too  obtuse  about  it,  is  that  this 
same  situation  may  occur,  perhaps  even 
more  easily,  when  a government  agency 
represents,  at  least  in  matters  of  health 
care,  a large  segment  of  the  public  and 
we  have  certain  contractual  obligations 
to  them.  The  dichotomy  may  be  even  more 
dificult  to  overcome  if  the  position  taken 
by  the  agency  in  the  “public  interest”  is 
the  result  of  considerations  beyond  the 
ken  of  those  of  us  who  may  not  entirely 
understand  the  mind  politic. 

I say  all  of  this  a preamble  to  what 
I know  you  will  be  delighted  to  hear  is  a 
conclusion.  That  conclusion  is,  that  as  I 
see  it,  there  are  essentially  two  roles  to 
be  played  by  prepayment  plans  in  the 
future  relations  between  organized  medi- 
cine and  the  government  . . . And  paren- 
thetically, I might  add,  perhaps  only  pre- 
payment plans  could  perform  these  roles. 
One  of  these  is  the  carrier  role  whereby 
with  your  cooperation  and  understanding 
the  medical  profession  can  focus  its  forces 
to  deal  with  already  established  govern- 
mental programs.  The  second  of  these 
roles  is  as  an  underwriting  mechanism 
whereby  the  expansion  of  governmental 
programs  to  encompass  either  more  bene- 
fits or  more  people  is  made  unnecessary. 

If  every  other  country  which  has  em- 
barked on  some  form  of  governmental 
medicine  or  health  care  program  is  any 
pattern,  there  will  be  pressures  for  ex- 
pansion of  present  programs  until  the 
total  population  is  covered.  If  this  is  to 
be  prevented,  much  must  be  done  by 
everyone  involved  in  the  manufacture,  de- 
livery or  payment  for  health  care.  All  of 
these  segments  of  the  industry,  if  you  will, 
must  be  concerned  with  organization,  cost, 
and  accessibility.  We  must  recognize  the 
public’s  pressures  for  comprehensive 
health  care  and  a corresponding  dissatis- 
faction with  higher  costs. 

If  the  physician  is  to  help  shape  the  fu- 
ture of  health  care — and  I think  he  wants 
to — desirably  should  and  of  necessity 
must,  individually  and  with  his  collegues 
collectively,  act  intelligently  to  guide  de- 
velopments rather  than  react  emotionally 
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to  events  that  have  occurred  before  he 
seemingly  even  knew  they  were  about  to 
happen. 

I am  afraid  many  times  the  busy  and 
preoccupied  physician  fails  to  realize  that 
the  average  individual  has  and  reflects 
a far  different  view  of  his  own  personal 
physician  than  he  holds  of  doctors  collec- 
tively. Not  realizing  this,  a physician  may 
not  always  be  aware  of  the  fact  that  the 
feelings  and  interest  of  the  general  public 
do  not  necessarily  coincide  with  his  own. 

Medical  organizations,  and  more  par- 
ticularly you  as  the  individuals  heading  up 
such  organiztions,  are  in  a unique  posi- 
tion to  help  the  public  understand  the  com- 
plex philosophy  and  feelings  of  the  medi- 
cal profession  while  at  the  same  time  help- 
ing to  interpret  to  the  medical  profession 


that  which  is  concerning  the  public  about 
health  care. 

I read  an  interesting  article  by  Ste- 
wart Alsop  on  the  plane  to  Chicago  based 
on  the  thesis  that  history  has  shown  that 
generals  don’t  necessarily  know  all  about 
wars  and  have  many  times  been  wrong.  I 
was  prompted  to  draw  as  a paraded  the 
thought  that  all  the  answers  to  health  care 
problems  don’t  reside  in  Washington 
either.  The  only  problem  is  that  that’s 
where  they’ll  come  from  unless  we  all  come 
up  with  some  of  our  own  and  do  some- 
thing about  them.  Not  only  for  prepay- 
ment plans  but  for  all  of  us,  this  is  the 
crucial  role. 

Mr.  Sandow’s  prediction  of  increased  premiums 
for  Medicare  has  already  been  fulfilled. 
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421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  019-272-5656 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year, 
and  invite  your  inquiries. 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921, 
and  advertised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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BLUE  CROSS  - BLUE  SHIELD  OF  SOUTH  CAROLINA 


It  is  a pleasure  to  report  to  you  that 
1967  was  our  most  successful  year  for 
Blue  Shield  of  South  Carolina  from  an 
enrollment  standpoint. 

At  the  outset  it  is  appropriate  that  I re- 
view our  recent  political  or  at  least  legis- 
lative involvement. 

This  past  year,  Blue  Cross-Blue  Shield 
underwent  a complete  Legislative  Study 
by  what  was  known  as  the  S-3  Committee 
composed  of  members  from  the  House, 
Senate  and  Appointees  made  by  the  Gov- 
ernor’s Office.  This  committee  was  chair- 
ed by  Senator  Harrelson  and  the  final 
eight  recommendations  made  by  the  com- 
mittee were: 

(1)  Repeal  of  Chapters  13  and  14  of 
Title  37,  which  authorized  Blue  Cross 
and  Blue  Shield  as  tax-exempt,  char- 
itable and  benevolent  institutions ; 

(2)  Re-chartering  of  the  companies  to 
continue  under  the  present  charter 
and  sell  the  same  insurance,  but  to 
be  taxed  and  regulated  as  mutual  in- 
surance companies; 

(3)  Authorization  for  any  commercial 
company  to  write  the  same  type  in- 
surance as  Blue  Cross-Blue  Shield ; 
I might  add  that  in  my  opinion  there 
is  nothing  to  prevent  them  from  do- 
ing so  already. 

(4)  Provision  that  all  companies  writ- 
ing such  insurance  be  given  equal 
consideration  for  hospital  discount 
contracts ; 

(5)  Extension  of  Blue  Cross-Blue  Shield 
authority  to  convalescent,  extended 
care  and  nursing  homes ; 

(6)  Empowering  of  Insurance  Commis- 
sion to  control  health  insurance  rates ; 

(7)  Creation  of  a study  committee  to 
investigate  hospital  rates ; 

Address  to  the  Medical  Association 
February  18,  1968 


ROY  L.  GRADY 

DIRECTOR  OF  ENROLLMENT 

(8)  Specification  that  writers  of  partial 
coverage  plans  built  around  Medi- 
care or  Medicaid  must  fully  inform 
persons  that  there  may  be  a reduc- 
tion in  the  number  of  available  beds 
due  to  non-compliance  of  some  hos- 
pitals to  the  Civil  Rights  laws. 

Bills  to  implement  these  recommenda- 
tions have  been  introduced  in  both  the 
House  and  the  Senate.  With  respect  to 
the  suggestion  that  we  be  taxed,  it  should 
be  fully  understood  that  since  we  do  not 
operate  for  the  purpose  of  making  a pro- 
fit, any  increased  costs  imposed  by  taxa- 
tion will  of  necessity  be  passed  to  our  sub- 
scribers in  the  form  of  higher  dues  or 
operating  expenses. 

It  is  needless  to  say  that  each  time  this 
Committee  met  during  the  year  . . . the 
Blue  Cross  and  Blue  Shield  Plans  were 
subjected  to  much  confused,  erroneous, 
and  sometimes  bad  publicity,  but  as  I 
commented,  we  are  happy  that  in  spite  of 
all  this  adverse  publicity  we  had  a record 
year  in  enrollment  gains.  In  1967,  Blue 
Shield  gross  enrollment  was  34,707  con- 
tracts with  a net  gain  after  cancellations 
of  13,158  contracts  totalling  32,158  new 
members.  This  represents  an  overall  in- 
crease in  Blue  Shield  enrollment  during 
1967  in  excess  of  10 '/  . Worthy  of  note  is 
that  our  percent  of  gain  was  exceeded  by 
fewer  than  ten  of  the  83  Blue  Shield 
Plans.  From  this  experience,  I guess  one 
could  surmise  that  bad  publicity  and 
what  may  be  deliberate  distortion  of  the 
facts  cannot  harshly  affect  an  organiza- 
tion which  was  founded  on  the  principle 
of  public  service  in  the  health  care  field 
and  continually  strives  to  improve  both 
its  effectiveness  as  well  as  its  efficiency. 

Let  us  consider  for  a moment  the  ques- 
tion of  efficiency  or  performance  of  the 
Plans.  Since  its  inception  in  1947  Blue 
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Cross  of  South  Carolina  has  provided 
over  103  million  dollars  for  benefits  on 
behalf  of  its  members.  This  is  a return 
of  slightly  more  than  92  cents  on  the  dol- 
lar. Blue  Shield  of  South  Carolina  has  for 
professional  services  provided  since  1950 
better  than  35  and  one-half  million  dol- 
lars or  a return  of  slightly  better  than 
86  cents  on  the  dollar.  These  are  records 
unmatched  of  course  by  any  profit-orient- 
ed insurance  companies  and  have  a double 
importance,  for  all  of  these  funds  go  in 
direct  support  of  South  Carolina’s  health 
care  complex.  As  a sidelight  on  this  point, 
it  has  been  estimated  that  if  all  the  money 
being  spent  in  this  State  for  hospital  in- 
surance were  channeled  through  Blue 
Cross,  our  hospitals’  income  would  in- 
crease approximately  $1,000  per  bed  per 
year.  And  I believe  doctor  income  from 
health  coverage  would  be  likewise  in- 
creased if  Blue  Shield  handled  all  the 
money  spent.  Or,  putting  it  another  way; 
in  1965,  foreign  and  domestic  insurers 
in  South  Carolina  collected  53  and  one- 
half  million  dollars  in  health  insurance 


premiums  and  paid  out  in  health  benefits 
only  41  million  dollars.  These  underwrit- 
ing profits  would  have  paid  all  this  state’s 
public  welfare  health  care  expenditures 
for  1966  more  than  five  times  over. 

For  your  information,  when  we  add 
our  1967  Blue  Cross  and  Blue  Shield  Dues 
income  to  the  dollars  handled  for  Medi- 
care Parts  A & B,  we  are  doing  an  an- 
nual business  of  more  than  45  million 
dollars. 

Now  for  Blue  Shield  in  1968.  During  the 
year  we  expect  to  raise  the  level  of  those 
few  remaining  contracts  with  the  $250 
surgical  fee  schedule  to  $325  and  to  sell 
even  higher  benefits  throughout  the  state. 
Additionally,  we  project  a probable  claims 
payment  of  over  four  and  one-half  million. 
This  is  supported  by  a very  bright  out- 
look as  far  as  our  enrollment  gains  are 
concerned.  We  expect  an  increase  of  ap- 
proximately 11%  in  Blue  Shield  enroll- 
ment plus  what  could  be  a bonanza  in  net 
gain  if  we  can  contract  with  the  textile 
companies. 


To  fight  TB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULINJINETEST 

7 (Rosenthal) 

Side  effects  are  possible  but  rare;  vesiculation,  ulceration,  or  necrosis 
i,c  test  site.  Contraindications:  none,  but  use  with  caution  in  ac;  /e 
tuberculosis.  Available  in  5’s  and  25’s. 


330-8/6135 
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CONTINUITY  OF  HEALTH  CARE 


E.  KENNETH  AYCOCK,  M.D.,  M.P.H. 


The  technological  advances  in  Medicare 
are  expanding  at  a rapid  pace,  demanding 
ever-increasing  specialization  of  knowl- 
edge resulting  in  the  increasing  proba- 
bility of  further  fragmentation  of  health 
services.  We  have  reached  a point  in  time 
when  it  would  seem  appropriate  for  each 
of  us  to  take  a close  look  at  continuity  of 
services  offered,  levels  of  care  rendered, 
and  continuing  services  which  we  provide 
for  our  patients. 

Continuity  of  health  care  is  a component 
of  comprehensive  health  care,  a goal  to- 
ward which  we  are  planning  and  work- 
ing. Continuity  of  care  occurs  when  a 
personal  physician  refers  a patient  to  a 
specialized  diagnostic  or  treatment  center, 
and  then  follows  up  on  the  care  and  ad- 
vice given  by  the  center  after  the  patient 
returns  home ; when  the  physician  draws 
up  a home  care  plan  to  be  carried  out 
jointly  with  the  nurse,  therapists,  social 
worker,  or  aides ; when  a physician  is  not 
content  to  exercise  and  diagnose  the  ills 
of  a patient,  but  helps  that  patient  get  the 
needed  treatment  or  rehabilitation;  when 
health  records  are  passed  on  from  one 
physician  to  another ; when  a hospital 
staff  helps  a patient  plan  for  his  return 
to  home  and  work ; or  when  the  doctor, 
nurse,  and  therapist  work  together  over  a 
period  of  several  months  helping  the 
stroke  patient  recover  his  mobility. 

One  of  the  roles  of  your  county  health 
departments  is  to  help  the  physician  pro- 
vide continuity  of  health  care  to  his  pa- 
tient. Thirty-four  county  health  depart- 
ments are  certified  under  Medicare  to 
provide  home  health  services  under  a 
plan  for  furnishing  such  services  estab- 
lished and  periodically  reviewed  by  the 
patient’s  physician.  In  addition  to  the 
skilled  nursing  service  offered  by  these  34 
county  health  departments,  14  of  them 
offer  physical  therapy,  5 offer  speech 
therapy,  4 offer  occupational  therapy,  one 


offers  medical  social  service,  and  21  offer 
services  of  a home  health  aide.  At  present, 
the  home  health  services  program  is  on 
a shoestring  basis,  primarily  utilizing 
personnel  already  fully  occupied  with  pub- 
lic health  duties,  because  insufficient 
funds  were  available  to  employ  adequate 
staff.  We  hope  in  the  next  six  years, 
through  physicians’  recognition  of  the 
values  of  such  services,  and  hence  utili- 
zation, to  achieve  optimal  staffing  in  every 
county. 

Physicians  may  contact  their  local 
health  department  to  learn  what  services 
are  offered  in  their  county. 

Today,  with  more  people  living  longer 
and  developing  more  chronic,  debilitating 
diseases,  the  foremost  health  problems  are 
chronic  illness  and  disability,  which  are 
frequently  accompanied  by  emotional, 
social,  and  financial  difficulties.  These  pa- 
tients often  need  health  services  other 
than  those  of  a physician,  services  which 
the  physician  cannot  provide  in  his  office 
but  which  the  community  may  be  able  to 
provide  on  a multi-county  basis. 

It  is  critically  important  to  make  full 
use  of  available  medical  manpower.  The 
physician  is  neither  nurse,  social  worker, 
nor  physical  therapist.  He  is  a physician. 
His  training  and  talents  as  a physician 
must  not  be  dissipated  by  employing  them 
— except  in  critical  situations — in  any 
tangential,  nonmedical  discipline.  With 
South  Carolina  ranking  47th  in  the  na- 
tion in  the  physician-population  ratio, 
there  is  not  enough  of  him  in  the  State 
today  to  warrant  wasting  a minute  of  his 
education  and  experience  on  jobs  others 
can  do  as  well.  Because  it  is  necessary  to 
face  up  to  this  fact  squarely  and  make 
the  most  efficient  use  of  limited  physician 
manpower,  health  care  functions  not  re- 
quiring medical  training  should  be  dele- 
gated by  the  physician  to  other  members 
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of  the  health  care  team  to  the  maximum 
extent  practical. 

Today  in  many  areas  in  South  Carolina 
there  is  a shortage  of  hospital  beds  and 
also  an  over-usage  of  existing  beds,  in 
that  often  patients  remain  in  the  hos- 
pital longer  than  necessary.  Surveys  of 
general  hospital  patients  in  the  United 
States  show  that  between  20  and  30  per- 
cent of  those  who  remained  hospitalized 
for  30  days  or  more  were  no  longer  there 
for  medical  reasons.  The  use  of  services 
of  allied  health  workers  in  nursing  homes, 
or  in  the  patient’s  home  when  the  acute 
phase  of  illness  has  passed,  will  release 
hospital  beds,  enabling  the  general  hos- 
pital to  fulfill  its  primary  responsibility, 
the  care  of  the  acutely  ill. 

For  example,  once  the  stroke  patient 
gets  over  the  acute  phase  and  is  not  in 


danger  from  bleeding  or  dislodgement  of 
the  clot,  he  can  be  moved  to  an  extended 
care  facility  or  to  his  home,  and  the  other 
members  of  the  health  care  team  can  be 
called  in  to  assist  with  early  rehabilita- 
tion. 

What  is  needed  is  comprehensive  and 
continuing  health  care,  including  not  only 
the  diagnosis  and  treatment  of  illness, 
but  also  its  prevention,  and  the  suppor- 
tive and  rehabilitative  care  that  helps  a 
person  to  maintain  or  to  return  to  as 
high  a level  of  physical  and  mental  health 
and  well-being  as  he  can  attain. 

An  all-out  effort  to  achieve  continuity 
of  health  care  is  urged.  Continuity  of 
health  care  can  become  more  than  a pious 
aspiration ; with  purpose,  cooperation,  and 
coordination  it  can  become  a reality. 


From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN"  V Capsules 

Tetracycline  HC1  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


329-8/6094 
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NEW  MEMBERS 


Dr.  John  A.  Aycoek,  Jr. 
Mt.  Pleasant 
Dr.  Donald  H.  Blodgett 
Walhalla 

Dr.  Robert  E.  Bell,  Jr. 
Columbia 

Dr.  Robert  P.  Bland,  Jr. 
Columbia 

Dr.  Emmett  W.  Flynn,  Jr. 
Marion 

Dr.  Henry  G.  Kelley,  Jr. 

Spartanburg 

Dr.  Katherine  L.  Lovett 

Spartanburg 


Dr.  Samuel  K.  Morgan 
Charleston 

Dr.  Harvey  Oberman 
Charleston 

Dr.  F.  Johnson  Putney 
Charleston 

Dr.  Bernard  Schencker 
Columbia 

Dr.  James  T.  Wiggins 
Columbia 

Dr.  John  B.  Willis 
Lancaster 

Dr.  Robert  D.  Wootton 

Spartanburg 

Dr.  Herbert  V.  Rast 

Swansea 


DEATHS 


I)r.  William  .1.  Beasley 

Dr.  William  J.  Beasley,  88,  Hartsville 
physician,  died  March  12.  A native  of 
Darlington  County,  Dr.  Beasley  studied 
medicine  at  the  Medical  College  of  Vir- 
ginia in  Richmond  and  received  his  M.D. 
degree  from  the  Medical  College  of  South 
Carolina. 

In  1905,  he  opened  his  medical  practice 
at  his  home  in  Ashland  in  Lee  County, 
and  in  1922  moved  to  Hartsville. 

A member  of  the  medical  staff  of  the 
Byerly  Hospital  since  its  beginning,  he 
was  unanimously  elected  last  year  as  a 
“lifetime  honorary  staff  member  for  help- 
in  bringing  modern  medicine  to  the  Harts- 
ville community  through  63  years  of  untir- 


ing service.”  He  was  a member  of  the  Dar- 
lington County,  Pee  Dee,  South  Carolina 
and  American  Medical  Associations  and 
held  a 40-year  service  plaque  from  the 
last. 


Dr.  Maurice  Lyndon  Townsend 

Dr.  Maurice  Lyndon  Townsend,  former 
mayor  of  Society  Hill,  died  March  23  in 
a Darlington  clinic  after  a short  illness. 
He  was  91. 

Dr.  Townsend  was  born  in  Richmond, 
Ind.  and  moved  to  Society  Hill  in  1940. 
He  was  president  of  the  Darlington  County 
Medical  Society  and  was  a member  of  the 
North  Carolina  Medical  Society  and  South 
Carolina  Medical  Association. 


OFFICE  SUITE  FOR  RENT  IN  COLUMBIA,  S.  C. 

Includes:  Waiting  room  for  patients  — office  space  for  secretary  and 
records  — two  privae  paneled  offices  — three  examining  rooms  — labor- 
atory space  — rest  room  facilities  — free  on-premises  parking. 

Choice  of  sharing  with  another  physician  or  renting  the  whole  suite. 

Phone  787-7937  For  information  contact 

or  787-6434  J.  Drake  Edens,  Jr. 

905  Arbutus  Dr. 
Columbia,  S.  C. 
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It  won’t  do  the  job. 


Neither  will  protection  which  pays  for  only 
a small  portion  of  hospital  and/or  surgical 
costs. 


Blue  Cross  and  Blue  Shield  pre-payment 
plans  are  today’s  best  answer  for  surgical 
and  hospital  protection. 


Blue  Cross.  — Blue  Shield. 
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Book  Reviews 


RESPIRATORY  PHYSIOL- 
OGY edited  by  N.  Balfour 
Slonim.  M.D.,  Ph.D.,  John 
L.  Chapin,  Ph.D.  The  C.  V. 
Mosby  Company,  St.  Louis, 
1967,  199  pages.  Price:  $8.75 
Interest  in  chronic  pulmon- 
ary disease  in  the  past  25 
years  has  stimulated  a great 
deal  of  clinical  and  basic  phy- 
siologic investigation  in  the 
field  of  respiration  and  res- 
piratory physiology.  As  a con- 
sequence medical  literature  presenting  current  con- 
cepts and  explanations  of  respiratory  physiology 
and  pathology  has  been  voluminous.  This  mono- 
graph. a recent  offering  in  this  field,  is  a review 
of  the  physiology  of  respiration,  gas  laws  and 
clinical  pulmonary  physiology,  and  its  application 
in  pulmonary  function  evaluation.  Acid-base  me- 
chanisms as  affected  by  respiratory  function  are 
reviewed  and  explained.  A chapter  on  the  regula- 
tion of  respiration  is  included,  and  a chapter  on 
responses  to  unusual  environments  such  as  high 
altitudes,  underwater  and  aerospace.  In  spite  of 
the  authors’  efforts  to  clarify  and  at  times  simplify 
some  aspects  of  acid-base  relationships  and  regula- 
tion of  ventilation,  many  aspects  of  these  impor- 
tant features  of  pulmonary  patho-physiology  will 
remain  obscure  to  many  readers  even  after  study. 
The  complexity  of  these  subjects  and  the  inability 
to  discuss  them  without  use  of  complex  formulae 


and  diagrams  contribute  a deterrent  to  their  easy 
understanding.  Nevertheless,  as  a concise  and 
thorough  exposition  of  the  subject  of  clinical  appli- 
cation of  respiratory  physiology  this  book  has  much 
to  offer  to  students  and  physicians  interested  in 
this  field. 

Kelly  T.  McKee,  M.D. 


A HISTORY  OF  WHITTEN  VILLAGE.  By  Ben- 
jamin Otis  Whitten.  Jacobs  Press  Inc.,  Clinton, 
S.  C.  1967.  Pp  188. 

Whitten  Village  had  its  beginnings  in  1920.  From 
then  until  now  its  destiny  has  been  in  the  capable 
hands  of  Dr.  Whitten,  who  has  seen  his  institution 
grow  from  a rather  primitive  state  to  an  efficient, 
well  equipped  plant. 

The  story  of  the  village  and  of  Dr.  Whitten  are 
inseparable.  The  record  of  the  many  trials,  tribu- 
lations, arguments,  backsets,  and  misunderstand- 
ings gives  a concept  of  the  difficulties  which  have 
beset  the  growth  of  the  Village.  The  book  tells  the 
troubles  of  public  misunderstanding,  of  difficulties 
with  legislators  and  appropriations  and  it  tells  also 
of  a steady  development  and  improvement  which 
has  resulted  in  the  successful  growth  of  the  present 
plant. 

Dr.  Whiten  has  retired  after  nearly  50  years  of 
association  with  his  beloved  institution.  Without  his 
concern,  his  dedication  and  his  constant  sustained 
efforts,  the  Village  could  never  have  been  what  it 
is  today. 

J.I.W. 


New  Pharmaceutical  Specialties 

by  Paul  De  Haen 


For  detailed  information  regarding  indications, 
dosage,  contraindications  and  adverse  reactions, 
refer  to  the  manufacturer's  package  insert  or  bro- 
chure. 

Single  Chemicals — Drugs  not  previously  known, 
including  new  salts. 

Duplicate  Single  Products — Drugs  marketed  by 
more  than  one  manufacturer. 

Combination  Products — Drugs  consisting  of  two 
or  more  active  ingredients. 

New  Dosage  Forms — Of  a previously  introduced 
product. 

NEW  SINGLE  CHEMICALS 

HIPREX 

Antibacterial-Urinary  Rx 
Manufacturer:  Riker  Laboratories 
Non  proprietary  Name:  Methenamine  Hippurate 
Indications:  Long  term  therapy  of  acute,  chronic 
and  recurrent  urinary  tract  infections. 


Contraindications:  Renal  insufficiency,  severe 

hepatic  insufficiency,  severe  dehydration,  and  as 
sole  therapeutic  agent  in  acute  parenchymal  infec- 
tions causing  systemic  symptoms. 

Dosage:  Adults  and  children  over  12  yrs.:  1 Gm, 
bid.  Children  6-12  yrs.:  0.5-1  Gm,  bid. 

Supplied:  Tablets — 1 Gm.  bottles  of  100 

VALISONE 

Corticoid — Local.  Rx 
Manufacturer:  Schering  Corp. 

Nonproprietary  Name:  Betamethasone  17-valerate 
Indications:  Psoriasis,  eczema,  various  dermatitis, 
lichen  planus,  lichen  simplex  chronicus,  intertrigo, 
ano-genital  pruritus,  sunburn,  miliaria. 

Contraindications:  Tuberculosis  of  the  skin,  viral 
infections  with  skin  lesions. 

Dosage:  Apply  topically  one  to  three  times  daily. 
Supplied:  Cream— 0.1%,  tubes  of  5 and  15  Gm. 
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reasons 
wny  more 
doctors  are 
switching 
to  pbc 
computer- 
ized billing: 


1.  Up-to-the-minute  ledger 
cards  for  each  patient 
remain  in  the  doctor's 
office  at  all  times. 

(Your  girl  has  com- 
plete account  infor- 
mation for  immediate  use. 


2.  PBC  specialists  do  all  key  punching.  Your  girl  is 
not  required  to  be  a part-time  key  punch  operator. 
Costly  mistakes  are  eliminated  by  PBC's  own 
trained  computer  specialists  with  eight  individual 
checks  on  each  transaction. 


We  can  tell  you  and  show  you  dozens  of  reasons 
why  PBC  computerized  medical  billing  is  the  most 
efficient  and  least  expensive  billing  system  for  the 
Medical  Profession. 

Reasons  such  as  production  of  increased  cash  receipts; 
personalized  and  detailed  patient  statements; 
complete  easy-to-analyze  account  aging  control  forms; 
accurate,  on-time  local  service  in  your  area,  etc.,  etc. 

For  details  about  PBC  computerized  billing  in  your 
area,  return  this  coupon  or  call  Professional  Billing 
Corporation  national  headquarters  in  Charlotte,  N.  C. 


Professional 

Billing 

Corporation 

1311  East  Morehead  Street 
Charlotte,  N.  C.  28204 
Phone  704/375-4541 


Professional  Billing  Corporation 
1311  East  Morehead  Street 
Charlotte,  N.  C.  28204 

Gentlemen:  I am  interested  in  improving  the  billing  & accounts 
control  system  in  my  Practice.  Please  provide  details  of  the  PBC 
Program  designed  to  increase  cash  receipts  and  save  "girl  time." 
There  is  no  obligation. 


Name  

Street  Address 


City 


. State 


...  Zip  . 


1 


J 


A leading  area  collection  agency,  as  a PBC  licensee,  serves  you  locally. 


let’s  be  specific  about  Campbell’s  Soups... 

I and  /uxti/c/HV  c/ic/j 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 


One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 


Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


Vistaril 

HYDROXYZINE 

PAMOATE 

an  antianxiety 
agent  that 
serves 

a human  need... 


“The  danger  involved  in  prescribing  dependency  produc- 
ing medication  for  relief  of  anxiety  lies  in  the  fact  that 
we  do  not  know  in  advance  the  dependency  proneness  of 
the  individual.”1 

A woman  who  is  undergoing  the  emotional  stresses  of 
the  menopause  may,  for  the  first  time,  need  an  antianxiety 
agent.  But  she  may  also  be  susceptible  to  drug  abuse. 

Vistaril  can  fulfill  the  need  for  tranquilization  without 
creating  a new  need  — dependency. 

Vistaril  calms  anxiety  and  agitation  quickly  — usually 
begins  to  work  in  15-30  minutes.  And,  in  more  than  ten 
years  of  clinical  use,  after  more  than  a billion  doses  to 
date,  there  have  been  no  reported  instances  of  dependency 
on  hydroxyzine. 

When  the  need  for  antianxiety  medication  is  reduced  or 
no  longer  exists,  Vistaril  dosage  may  be  lowered  or  dis- 
continued without  ill  effects. 

Recommended  starting  dose,  anxious  menopausal 
patient,  50  mg.  t.i.d. 

WithVistaril,  it  is  as  easy  to 
stop  therapy  as  it  is  to  start. 


Contraindications:  Hypersensitivity  to  hydroxyzine.  The  parenteral  solu- 
tion, for  intramuscular  or  intravenous  use,  must  not  be  injected  sub- 
cutaneously or  intra-arterially. 

Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat,  and  rabbit 
induced  fetal  abnormalities  in  the  rat  at  doses  substantially  above  the 
human  therapeutic  range.  Clinical  data  in  human  beings  are  inadequate. 
Until  adequate  data  are  available  to  establish  safety  in  early  pregnancy, 
hydroxyzine  is  contraindicated  during  this  period. 

Precautions : Hydroxyzine  may  potentiate  the  action  of  central  nervous 
system  depressants  such  as  narcotics  and  barbiturates.  In  conjunctive  use, 
dosage  for  these  drugs  should  be  decreased  as  much  as  50%.  Because 
drowsiness  may  occur,  patients  should  be  cautioned  against  driving  a car 
or  operating  dangerous  machinery.  The  usual  precautions  for  intramus- 
cular injection  should  be  followed;  soft-tissue  reactions  have  rarely  been 
reported  when  proper  technique  has  been  used.  Hydroxyzine  parenteral 
solution  for  intramuscular  use  should  be  injected  well  within  the  body  of 
a relatively  large  muscle.  In  adults,  the  preferred  sites  are  the  upper  outer 
quadrant  of  the  buttock  (i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh. 
In  children,  preferably  the  mid-lateral  muscle  of  the  thigh.  In  infants  and 
small  children  the  upper  outer  quadrant  of  the  gluteal  region  should  only 
be  used  when  necessary,  as  in  burn  patients,  in  order  to  minimize  the 
possibility  of  damage  to  the  sciatic  nerve.  The  deltoid  area  should  be  used 
only  if  well  developed,  such  as  in  certain  adults  and  older  children,  and 
only  with  caution  to  avoid  radial  nerve  injury.  Injections  should  not  be 
made  in  the  lower  and  middle  thirds  of  the  upper  arm.  Aspiration  should 
be  done  to  help  avoid  intravascular  injection.  On  reported  intravenous 
injection  a few  instances  of  digital  gangrene  have  occurred  distal  to  the 
injection  site,  considered  to  be  due  to  inadvertent  intra-arterial  injec- 
tion or  possibly  periarterial  extravasation.  Therefore,  particular  caution 
(aspiration  and  site  injection)  should  be  observed  to  insure  injection 
only  into  intact  veins;  avoid  either  intra-arterial  injection  or  extravasa- 
tion. Intravenous  administration  should  be  accomplished  slowly,  no  faster 
than  25  mg.  per  minute,  and  not  to  exceed  100  mg.  in  any  single  dose.  In 
order  to  avoid  possible  adverse  effects  it  is  recommended  that  hydroxy- 
zine parenteral  solution  be  diluted  to  at  least  50  cc.  with  sterile  normal 
saline  and  administered  over  a period  of  four  minutes  or  more,  preferably 
into  the  tubing  of  a running  intravenous  infusion. 

The  intravenous  administration  of  this  drug  is  not  recommended  for 
children  under  12  years  of  age. 

Adverse  Reactions:  Drowsiness  may  occur;  if  so,  it  is  usually  transitory 
and  may  disappear  in  a few  days  of  continued  therapy  or  upon  dosage 
reduction.  Dryness  of  the  mouth  may  occur  with  higher  doses.  Involun- 
tary motor  activity,  including  rare  instances  of  tremor  and  convulsions, 
has  been  reported,  usually  with  higher  than  recommended  dosage. 

When  this  product  is  given  intravenously  undiluted,  minimal  amounts 
of  intravascular  hemolysis  occur  at  the  site  of  injection.  Giving  the  maxi- 
mum recommended  intravenous  dose  (100  mg.)  to  adults  results  in  imme- 
diate transient  hemolysis  with  the  liberation  of  a total  of  2-3  grams  of 
hemoglobin,  which,  in  some  individuals,  can  cause  small  amounts  of  hemo- 
globinuria. This  compares  with  the  normal  red  cell  destruction  from  which 
approximately  8 Gm.  of  hemoglobin  are  liberated  every  24  hours.  If  the 
hydroxyzine  is  diluted  with  50  cc.  of  normal  saline  and  given  during  a 
period  of  four  minutes  or  more,  this  phenomenon  does  not  occur. 

Supply : Vistaril  (hydroxyzine  pamoate)  Capsules : Equivalent  to  25  mg., 
50  mg.,  100  mg.  hydroxyzine  HC1.  Vistaril  (hydroxyzine  pamoate)  Oral 
Suspension  : Equivalent  to  25  mg.  hydroxyzine  HC1  per  5 cc.  teaspoonful. 
Vistaril  (hydroxyzine  HC1)  Parenteral  Solution:  25  mg./ce.— 10  cc.  vial 
and  50  mg./cc.— 2 cc.  and  10  cc.  vial;  Isoject,®  25  and  50  mg.  per  cc.,  1 cc. 
per  unit. 

More  detailed  professional  information  available  on  request. 

References : 1.  Greenhouse,  H.  R. : Medication  and  the  Dependent  Per- 
sonality, Symposium  of  Non-Narcotic  Drug  Dependency  and  Addiction, 
The  Amer.  Psychiat.  Assn.,  N.Y.  County  Dist.  Branch,  New  York,  N.Y., 
March  10, 1966. 
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burning 


itching 


of  trichomonal  vaginitis... ! 


Flagyl 

brand  of 

metronidazole 


tablets/ inserts 


brings 

clinical  cures 
microscopic  cures 
culture  cures 


or  the  most  widespread  form  of  vagi- 
itis  the  most  widely  successful  thera- 
eutic  agent,  Flagyl,  is  clearly  indi- 
ated. 


In  trichomonal  vaginitis,  most  physi- 
ians  have  reported  a cure-rate  of  95 
er  cent  or  more  with  Flagyl  when  in- 
ected  male  partners  are  treated  con- 
urrently  and  when  treatment  is 
epeated  for  occasional  refractory  in- 
ections  in  women. 


Among  the  few  patients  who  do  not 
espond  to  Flagyl  are  those  who  may 
ot  have  taken  the  prescribed  dosage 
nd  those  who  may  have  been  rein- 
ected. 

This  high  rate  of  cure  obtained  with 
lagyl  is  unparalleled.  Only  systemi- 
ally  active  Flagyl  reaches  the  hidden 
eservoirs  of  reinfection  in  male  and 
male  genitourinary  tracts. 

dications:  Flagyl  is  indicated  only  in  the 
eatment  of  trichomoniasis  in  both  the  male 
d female. 

ontraindications:  Pregnancy;  disease  of  the 
ntral  nervous  system;  evidence  or  history  of 
ood  dyscrasia. 

recaution:  Complete  blood  cell  counts  should 
: made  before,  during  and  after  therapy,  es- 
-cially  if  a second  course  is  necessary. 


Side  effects : Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste  and  furry  tongue. 
Gastrointestinal  disturbances,  flushing  and 
headache  sometimes  occur,  especially  with  con- 
comitant ingestion  of  alcohol.  The  taste  of  al- 
coholic beverages  may  be  altered.  Other  effects, 
all  reported  in  an  incidence  of  less  than  1 per 
cent,  are  diarrhea,  dizziness,  vaginal  dryness 
and  burning,  dry  mouth,  rash,  urticaria,  gas- 
tritis, drowsiness,  insomnia,  pruritus,  sore 
tongue,  darkened  urine,  anorexia,  vomiting, 
epigastric  distress,  dysuria,  depression,  vertigo, 
incoordination,  ataxia,  abdominal  cramping, 
constipation,  stomatitis,  numbness  or  pares- 
thesia of  an  extremity,  joint  pains,  confusion, 
irritability,  weakness,  cystitis,  pelvic  pressure, 
dyspareunia,  fever,  polyuria,  incontinence,  de- 
creased libido,  nasal  congestion,  proctitis  and 
pyuria.  Elimination  of  trichomonads  may  ag- 
gravate candidiasis. 

Dosage  and  Administration:  In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten 
days.  A vaginal  insert  of  500  mg.  is  available 
for  local  therapy  when  desired.  When  used,  one 
vaginal  insert  should  be  placed  high  in  the  vagi- 
nal vault  each  day  for  ten  days;  concurrently 
two  oral  tablets  should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days 
in  conjunction  with  treatment  of  his  female 
partner. 

Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 


SEARLE 


Research  in  the  Service  of  Medicine 


THE  BOOK  "PR Ay  YOUR  WEIGHT  AWAY" URGES  READERS  TO 
"ASK  GOD  TO  HELP  YOU  LIKE  EXERCISE"  FOR  15  MINUTES  A DAY. 

source:  rev.  c.w.  shedd:  new  York  lippincott.  195a. 


ACCORDING  TO  DRS.  SHIPMAN  AND  PLESSET 
"APPARENTLY  NO  DIETER  SUCCEEDS  WHO  If 
VERY  ANXIOUS  OR  DEPRESSED."*  THE  AMBAR  FORMULA 
PROVIDES  METHAMPHETAMINE  TO  HELP  ELEVATE  THI 
MOOD  AND  PHENOBARBETAL  TO  HELP  REDUCE  ANXIET' 

* SOURCE : ARCHIVES  OF  GENERAL  PSYCHIATRY  8:26  (JUNE  1963)  ; 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DO 


AMBAR  #2 


One  Ambar  Extentab  before  breakfast  can  I ll  ? I If  / BRIEF  SUMMARY/Indieations:  An1  r 

help  control  most  patients’  appetite  for  up  I 'T"1  \Ty  I ’ A TY  O"  suppresses  appetite  and  helps  offset  e j 

to  12  hours.  Methamphetamine,  the  appe-  J (A.1  L j 1 N AvYU  k3  tional  reactions  to  dieting.  Contraind  • 

tite  suppressant,  gently  elevates  mood  and  methamphetamine  hci  is  mg.,  tions:  Hypersensitivity  to  barbiturates  r 

helps  overcome  dieting  frustrations.  Pheno-  (Warning:  may  be  habit  forming).  sympathomimetics;  patients  with  advandj 
barbital,  the  sedative  in  Ambar,  controls  irritability  and  renal  or  hepatic  disease.  Precautions:  Administer  with  c T 


anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs"  — methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


tion  in  the  presence  of  cardiovascular  disease  or  hypertens  '• ;i 
Side  Effects:  Nervousness  or  excitement  occasionally  no  [LI 
but  usually  infrequent  at  recommended  dosages.  Slight  drcrl 
iness  has  been  reported  rarely.  See  package  insert  for  fur  r 
details.  a.  h.  robins  company,  5 


RICHMOND,  VA.  23220 
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“Will  it  stop  the  pain?” 


) 


4 


i 


a solution 
to  peptic  ulcer 
distress 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J R Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


When  the  agitated  geriatric  disrupts  the  home... 


His  daughter 
can’t  please  him. 
There  is  “just 


His  disturbances 
at  the  table 
make  every  meal 


His  teen-age 
granddaughter  won’t 
invite  friends  home 
because  of  his  outbursts. 


Before  prescribing,  see  package  insert  for  full  product  information. 


His  slovenly 
room  and  habit: 
create  more 
tension. 


In  moderate  to  severe  anxiety . . . 

■ Mellaril  helps  control  the  most  frequent  symptoms:  marked 
tension,  agitation,  apprehension,  restlessness,  hypermotility 

■ Mellaril  often  alleviates  anxiety-induced  somatic  complaints 

■ Mellaril  frequently  helps  strengthen  emotional  resources 

■ Mellaril  helps  the  patient  maintain 
realistic  contact  with  environment,  closer 
harmony  with  family 
Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 


time.  May  potentiate  central  nervous  system  depressants,  ai 
pine,  and  phosphorus  insecticides.  Where  complete  mental  at 
ness  is  required,  administer  the  drug  cautiously  and  incre; 
dosage  gradually.  In  addition,  orthostatic  hypotension  (espfec 
ly  in  female  patients)  has  been  observ 
Epinephrine  should  be  avoided  in  1 
ment  of  drug-induced  hypotension. 
Side  Effects:  Pseudoparkinsonism  i 
other  extrapyramidal  disorders  are 
frequent;  drowsiness,  especially  in  h 
doses  early  in  treatment,  may  occ 
nocturnal  confusion,  dryness  of  1 
mouth,  nasal  stuffiness,  headache, 
ripheral  edema,  lactation,  galactorrh 
and  inhibition  of  ejaculation  are  no 
on  occasion;  photosensitivity  and  ot 
allergic  skin  reactions  may  occur  but 
extremely  rare. 


for  moderate  to  severe  anxiety 

Mellaril 

(thioridazine) 
25  mg.  t.i.d. 
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When  it’s  time  for  Thorazine  dM^mazme 


...can  you  depend  on  less? 


For  profound  calming  effect  in  moderate  to  severe  mental  and 
emotional  disturbances  of  everyday  practice. 

Before  prescribing,  see  complete  information,  including  adverse 
effects  reported  with  phenothiazines  and  symptoms  and  treatment 
of  overdosage,  in  SK&F  literature  or  PDR.  The  following  is  a 
brief  precautionary  statement. 

Contraindications:  Comatose  states  or  the  presence  of  large 
amounts  of  C.N.S.  depressants. 

Precautions:  Potentiation  of  C.N.S.  depressants  may  occur 
(reduce  dosage  of  such  agents  when  used  concomitantly).  Use 
with  caution  in  patients  with  chronic  respiratory  disorders. 
Antiemetic  effect  may  mask  overdosage  of  toxic  drugs  or  obscure 
other  conditions.  Administer  in  pregnancy  only  when  necessary. 
Because  of  possible  drowsiness  use  cautiously  and  warn  patients 
who  operate  vehicles  or  machinery. 

Adverse  Reactions:  Drowsiness;  dry  mouth;  nasal  congestion; 


constipation;  amenorrhea;  miosis;  mild  fever;  weight  gain; 
hypotensive  effects,  sometimes  severe  with  I.M,  administration; 
epinephrine  effects  may  be  reversed;  dermatological  reactions; 
parkinsonism-like  symptoms  on  high  dosages  (in  rare  instances, 
may  persist);  lactation  and  moderate  breast  engorgement 
(in  females  on  high  dosages);  and  less  frequently,  cholestatic 
jaundice  (use  cautiously  in  patients  with  liver  disease).  Adverse 
reactions  occurring  rarely,  include:  mydriasis;  agranulocytosis; 
skin  pigmentation;  epithelial  keratopathy;  lenticular  and 
corneal  deposits  (after  prolonged  substantial  doses). 

Available:  Tablets,  10  mg.,  25  mg.,  50  mg.,  100  mg.  and  200  mg.; 
Spansule® capsules,  30  mg.,  75  mg.,  150  mg.,  200  mg.  and  300  mg.; 
Injection,  25  mg./cc.;  Syrup,  10  mg./5  cc.;  Suppositories.  25  mg. 
and  100  mg. 

©1967.  1968  Smith  Kl-ine  & French  Laboratories 

Smith  Kline  & French  Laboratories,  Philadelphia 
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Structurally  unique 
topical  steroid 
in  propylene  glycol 
vehicle  produces 
rapid  response 
in  many  dermatoses. 

Synalar  Solution  produces 
rapid  antiinflammatory,  anti- 
pruritic action  through  its 
unique  topical  corticosteroid, 
fluocinolone  acetonide.  The 
propylene  glycol  vehicle  pro- 
vides additional  benefits  for 
therapy  at  problem  sites  where 
it  is  difficult  to  achieve  contact 
between  the  lesion  and  medica- 
tion — or  where  creams  or 
ointments  may  make  the  lesions 
worse.  Synalar  Solution  has 
proved  particularly  valuable  in 
the  symptomatic  treatment  of 
seborrheic  dermatitis  of  the 
scalp,  nasolabial  folds,  eyebrows, 


ears,  and  in  flexural  folds  such  as 
the  axillae,  inframammary, 
umbilical  and  anocrural  areas. 

It  has  also  been  reported 
to  achieve  excellent  results 
in  the  adjunctive  management 
of  atopic  dermatitis,  contact 
dermatitis,  neurodermatitis, 
nummular  eczema,  psoriasis, 
and  sweat  retention  syndromes 
in  these  problem  sites. 


Penetrates 
the  hairy  sites. 

In  many  areas  of  the  body, 
hair  gets  in  the  way  of  treating 
the  underlying  dermatitis. 

The  propylene  glycol  vehicle  of 
Synalar  Solution  permits 
penetration  and  dispersion  at 
sites  where  creams  and  oint- 
ments do  not  readily  penetrate. 
May  be  applied  without 
matting  of  hair.  / 


f 

Ideal  for  moist  or 
intertriginous  areas. 

Propylene  glycol  is  strongly 
hygroscopic  and  is  especially 
useful  where  sweat  retention  is  1 
a problem.  Its  low  surface 
tension  permits  easy  spread- 
ability  in  difficult-to-treat  body  • 
areas.  A number  of  studies 
have  also  shown  that  propylene 
glycol  has  inherent  anti-  | | 
microbial  activity. 


Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and 
varicella) . Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  of 
the  components. 


Ismetically 
eeptable 
o exposed  areas. 


'hi  propylene  glycol  vehicle 
f l/nalar  Solution  possesses 
i£  y useful  cosmetic  properties. 
!<  r and  greaseless,  it  is 
oijiticky  or  messy,  will  not 
all  clothing  or  skin. 
i ’cposed  areas  of  the  body 
hre  cosmetic  appeal  is 
njirtant,  Svnalar  Solution 
k 's  nothing  but  results. 


onomical-a  little 
cjs  a long  way. 

ei  use  of  the  properties 
1 opylene  glycol  and  the 
ilgram  potency  of 
i<  inolone  acetonide,  a small 
ictity  of  Synalar  Solution 
>ea  long  way.  Also,  the 
Tiption  price  of  a 20  cc. 
ic  squeeze  bottle  of 
rij.lar  Solution  is  surprisingly 
Thus,  your  patients  obtain 
imy  with  the  proved 
cy  of  a potent,  truly 
Ifynced  topical  corticosteroid. 


Precautions:  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dry- 
ness, scaling,  or  itching.  Application  to 
denuded  or  fissured  areas,  such  as 
genital  or  perianal  sites,  may  produce  a 
burning  or  stinging  sensation.  If  this 
persists  and  dermatitis  does  not  improve, 
discontinue  medication.  Although 
propylene  glycol  has  antiseptic  activity, 
there  should  be  careful  initial  evaluation 
and  follow-up  of  infected  sites.  Incom- 
plete response  or  exacerbation  of  lesions 
may  be  due  to  true  infection,  which 
requires  susceptibility  testing  and 
appropriate  therapy.  On  the  other  hand, 
saprophytic  or  low  grade  infections  may 
clear  spontaneously  under  the  influence 
of  Synalar  Solution  alone.  Where  severe 
local  infection  or  systemic  infection 
exists,  the  use  of  systemic  antibiotics 
should  be  considered,  based  on  suscepti- 
bility testing.  While  topical  steroids 
have  not  been  reported  to  have  adverse 
effect  on  pregnancy,  the  safety  of  their 
use  on  pregnant  females  has  not  abso- 
lutely been  established.  Therefore,  they 
should  not  be  used  extensively  on  preg- 
nant patients,  in  large  amounts,  or  for 
prolonged  periods  of  time. 

Side  Effects:  Side  effects  are  not 
encountered  ordinarily  with  topically 
applied  corticosteroids.  As  with  all 


drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under 
certain  conditions. 

Availability:  Synalar  (fluocinolone 
acetonide)  Solution  0.01%  in  a propy- 
lene glycol  vehicle  with  citric  acid  as 
preservative.  20  and  60  cc.  plastic 
squeeze  bottles.  Also  available : Synalar 
(fluocinolone  acetonide)  Cream  0.025% 
— 5,  15  and  60  Gm.  tubes  and  425  Gm. 
jars.  Cream  0.01%  — 15,  45  and  60  Gm. 
tubes  and  120  Gm.  jars.  Ointment 
0.025%  — 15  and  60  Gm.  tubes. 
Neo-Synalar®  (neomycin  sulfate  0.5% 
[0.35%  neomycin  base] , fluocinolone 
acetonide  0.025%)  Cream  — 5,  15  and 
60  Gm.  tubes. 


fluocinolone  acetonide  — an  original  steroid  from 


LABORATORIES  INC.  PALO  ALTO,  CALIF 


Synalar 

(fluocinolone  acetonide) 

Solution 


An  invisible  topical 


i 


Synirin  provides  prompt  barbiturate  potentia- 
tion of  aspirin  without  limiting  the  therapeutic 


52-A 


The  Journal  ok  the  South  Carolina  Medical  Association 


Here’s  what  you  do  to 
get  samples  of  the 

anticostive* 

hematinic 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?) 

PERITI1VIC 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Ba 7.5  mg 

Vitamin  Bis 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 
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removes  the  mental  blur 


that  clouds  vision 


S0LF0T0N 

Each  tablet  or  capsule  contains 
PHI.NOBARBEI  AL  16  mg, 

(Warning:  may  be  habit  forming) 
BfNSL'LFOID  ® (See  P D R)  65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy' 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 
Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAILABLE  

Solfoton  (yellow,  uncoated  tablets  “P”) 

1 00s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1000s 

Solfoton  S/C  ( sugar-coated  beige  tablets ) 

100s,  500s,  4000s 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  oj  ethical  pharmaceuticals  since  1856 
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The  excitement  of  San  Francisco’s  famous  sites  is  waiting 
for  you.  Chinatown,  the  Golden  Gate  Bridge,  Fisherman's  Wharf, 
Telegraph  Hill,  will  add  to  five  memorable  and  stimulating  con- 
vention days.  Plan  to  attend  now  and  look  forward  to  an  excel- 
lent convention  in  a city  of  unlimited  charm. 

Continue  your  postgraduate  education  with  a varied  program 
of  • four  General  Scientific  Meetings  on  Auto  Accidents,  Health 
Care  Planning,  Infectious  Diseases,  Treatment  of  Advanced 
Malignant  Disease  • 23  Section  Programs  • Color  Television 
• Medical  Motion  Pictures  • and  over  600  scientific  and  indus- 
trial exhibits.  All  are  designed  to  bring  you  up-to-date  on  what 
is  making  medical  news  today.  You  will  attend  lectures  by  the 
nation’s  outstanding  medical  authorities  and  discuss  with  them 
the  significant  advances  in  medicine. 

In  addition  the  AMA  TV  network  will  present  more  than  40 
hours  of  convention  news. 

Reserve  now  for  the  Scientific  Awards  Dinner  in  honor  of 
the  Scientific  Award  Winners — Wednesday,  June  19,  1968. 
Since  space  is  limited,  we  suggest  you  make  your  reservations 
before  June  3,  1968.  Tickets  are  $10.00  each,  payable  in 
advance. 

The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be  featured  in 
JAMA,  May  6,  1968. 

SAN  FRANCISCO,  CALIFORNIA- JUNE  16-20, 1968 


AMERICAN  MEDICAL  ASSOCIATION'S  117th  ANNUAL  CONVENTION  BROOKS  HALL 


HMD  BRAND  OF LUTUTRIN 

3000  UNIT  TABLETS 

I THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
F?EMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


I LUTREXIN,  the  non-steroid  “uterine 
r axing  factor"  has  been  found  to  be  useful 
t many  clinicians  in  controlling  abnormal 
uerine  activity. 

Literature  on  indications  and  dosage  avail- 
s»le  on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


|U 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 


( LTR23  ) 


the” Librium  effect ” 

(chlordiazepoxide  HCI) 


For  years,  physicians 
have  valued  Librium 
(chlordiazepoxide  HCI) 
Capsules  for  their  reliable 
calming  effect. 


(in  capsules) 


Now,  the  same  dependable 
antianxiety  effect  can  be 
obtained  with  convenient 
tablets— Libritabs 
(chlordiazepoxide). 


(in  Libritabs  ) 

(chlordiazepoxide) 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 
Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  signifi- 
cant components  of  the  clinical 
profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about 
possible  combined  effects  with  al- 
cohol and  other  CNS  depressants.  As 
with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupa- 
tions requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psy- 
chological dependence  have  rarely 
been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those 
who  might  increase  dosage;  with- 
drawal symptoms  (including  convul- 
sions), following  discontinuation  of 
the  drug  and  similar  to  those  seen 
with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbear- 
ing age  requires  that  its  potential 
benefits  be  weighed  against  its  pos- 
sible hazards. 

Precautions:  In  the  elderly  and  debili- 
tated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially 
10  mg  or  less  per  day)  to  preclude 


ataxia  or  oversedation,  increasing 
gradually  as  needed  and  tolerated. 

Not  recommended  in  children  under 
six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  in- 
hibitors and  phenothiazines.  Observe 
usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excite- 
ment, stimulation  and  acute  rage) 
have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with 
evidence  of  impending  depression; 
suicidal  tendencies  may  be  present 
and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially 
in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  in- 
stances syncope  has  been  reported. 
Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema. 


minor  menstrual  irregularities,  nau- 
sea and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally 
controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage 
fast  activity)  may  appear  during  and 
after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  peri- 
odic blood  counts  and  liver-function 
tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Ora/— 
Adults:  Mild  and  moderate  anxiety 
and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.; 
severe  states,  20  or  25  mg  t.i.d.  or 
q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and 
25  mg— bottles  of  50.  LibritabsT  M- 
(chlordiazepoxide)  Tablets,  5 mg, 

10  mg  and  25  mg— bottles  of  100. 

With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguish- 
able. 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  New  Jersey  07110 
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SPARGANOSIS 
MAMMAPLASTY 
STICIDE  POISONING 
ATOLOGICAL  DONTS 


IAPHY  OF  THE  CLASS  OF 
1967-68 

FILM  OF  THE  MONTH 


HEALTH  IN  MEDICAL 
INISTRATION 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 
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A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 

Psychotherapy,  analytic  or  directive,  individually  or  group  oriented ; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 


THE  PINEBLUFF  SANITARIUM 


Pinebluff,  North  Carolina 


Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 
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beyond  this  must  be  paid  for  by  the  author  except  under  unusual  condi- 
tions. Illustrations  should  be  sent  as  glossy  prints  or  graphs  in  black  ink 
with  lettering  large  enough  to  show  after  reduction. 

References — Should  conform  to  the  following  order:  surname  and  initials 
of  author,  title  of  article  in  small  letters,  name  of  periodical,  with  volume, 
page,  month,  day  of  the  month  if  weekly,  and  year — e.g.:  Lee,  G.  _S.:  The 
heart  rhythm  following  therapy  with  digitalis.  Arch  Int  Med  44:5o4,  Dec. 
1942.  They  should  be  listed  numerically  in  order  of  appearance  in  the  text. 
Standard  abbreviation  for  journals  should  be  used.  Note  that  periods  are  not 
used  with  these  abbreviations  as  indicated  by  the  Index  Medicus.  Other 
abbreviations  should  also  be  standard—  e.g.  mg,  ml,  Gm. 

Reprints — Reprints  will  be  made  for  the  author  at  established  rates. 
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PROOF  POSITIVE 

Diet-Rite  Cola  ...  America ' s Number  One  low-calorie  cola... 
no  sugar  at  all . . . less  than  one  calorie  per  bottle . . . the 
one  with  the  wonderful  taste  of  cola . . . pH  approximately 
2.6  to  2. 8... same  general  range  acidity  as  other  cola 
beverages  plus  number  of  fruit  juices. 


You  will  like  Diet-Rite  Cola.  So  will  your  patients. 


Royal  CrOWTleCOla  0/O.  Columbus,  Georgia 
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effective  single-dose  oxyuricide 

Over  the  years,  POVAN  has  won  a wide  circle  of 
prescribes  because  of  its  unusual  efficacy— 
usually  one  close  can  eradicate  pinworm  infec- 
tion. This  well-tolerated  agent  can  also  help  to 
control  the  spread  of  pinworm  infection  if  pre- 
scribed for  all  individuals  exposed.  Because  of  its 
efficacy,  POVAN  has  proved  both  convenient  and 
economical  to  use  on  an  individual  or  group  basis. 
PRECAUTIONS:  Tablets  should  be  swallowed  whole 
to  avoid  staining  teeth.  Pyrvinium  pamoate  will 
stain  most  materials.  Stools  may  be  colored  red. 
ADVERSE  REACTIONS:  Nausea,  vomiting,  cramp- 
ing, and  diarrhea  have  been  reported. 


1 guest*  with  pinworms... 
12  potential  candidates  for 


(pyrvinium  pamoate) 

PABKE-DAVIS 

POVAN  is  available  in  suspension  or  tablet  form. 
The  pleasant-lasting,  strawberry-flavored  sus- 
pension contains  the  pamoate  equivalent  of 
10  mg.  of  pyrvinium  base  per  cc.,  in  2-oz.  bottles. 
The  sugar-coated  tablets  each  contain  the 
pamoate  equivalent  of  50  mg.  of  pyrvinium  base, 
bottles  of  25. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 
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Been  sued  for  a 
king’s  ransom  lately? 


( Save  this  ad.  You  may  need  it  tomorrow 
if  you  don’t  today.) 


Now  our  brochure  about  this  policy  is 
printed  on  what  appears  to  be  solid 
mahogany.  The  thought  of  wasting  one  of 
these  brochures  makes  our  thrifty  souls 
twitch.  (The  same  thrift  which  has  kept 
us  so  solvent  these  114  years.)  So  only  if 
you  feel  you  really  need  our  “Top 
Brass”  brochure  . . . write  for  one. 
(How  efficient  are  you?  Unload 
your  entire  bundle  of  insurance 
detail  on  one  pair  of 
knowledgeable  shoulders:  a 
St.  Paul  agent  or  broker. 

Write  or  call.) 


For  further  information,  or 
the  name  of  your  nearest  St. 
Paul  agent,  please  contact 
The  St.  Paul  office  at: 


CHARLOTTE 

1228  East  Morehead  St.,  28204 
P.  0.  Box  4487 
Phone:  375-9894 


RALEIGH 

1620  Hillsboro  Street,  27605 
P.  0.  Drawer  12225 
Phone:  828-9075 


The  St.  Paul  “Top  Brass”  Policy  is  for 
people  like  you  who,  by  profession,  are 
vulnerable  to  heavy  liability  judgments. 
Not  every  insurance  company  offers 
this  kind  of  policy;  few  cover  so  broadly. 


You  can  now  increase 
your  Professional  (and 
personal)  Liability 
. coverage  by  as  much  as 
: $5,000,000 


St.  Paul  Fire  and  Marine  Insurance  Company 
St.  Paul  Mercury  Insurance  Company 
Western  Life  Insurance  Company 
St  paul,  Minnesota  55102 


MORNING  STIFFNESS 

EASED 
LAST  NIGHT 

(She  took  Persistin® 
instead  of  aspirin) 


rersistm  treats  morning  stiffness  and  pain  the 
night  before. 

Persistin  is  a unique  salicylate  which  com- 
bines the  prompt  analgesic  action  of  aspirin  to 
encourage  early  sleep  with  the  proven,  persist- 
ent action  of  salicylsalicylic  acid  to  permit  un- 
interrupted sleep.  Three  Persistin  tablets  at 
bedtime  yield  therapeutic  serum  salicylate 
levels  on  arising  which  are  well  within  the 
range  of  effective  salicylate  therapy  for  the 
relief  of  pain  and  stiffness  in  arthritis. 

Thus,  therapy  with  Persistin  allows  many  ar- 
thritics  to  dress  more  quickly  and  easily,  anc 
face  the  morning  optimistically. 

Persistin  is  also  valuable  for  day-long  control 
of  the  pain  and  discomfort  of  arthritis. 

DOSAGE:  To  relieve  morning  stiffness  and  pain: 
when  salicylates  have  not  been  taken  during 
the  day,  an  adult  dose  of  three  tablets  at  bed- 
time is  suggested. 

For  24-hour  control  of  pain:  Adults  up  to  160 
lbs.,  one  tablet  after  each  meal  and  one  at  bed- 
time. Adults  over  160  lbs.,  one  tablet  after  each 
meal  and  two  at  bedtime. 

PRECAUTION:  Other  salicylates  should  not  be 
taken  concurrently.  Do  IC*Tl  K.  I® 

not  exceed  recom- 
mended doses. 


PERSISTIN* 

salicylsalicylic  acid  7V: 2 gr. 
(485  mg.)— aspirin  2Vl  gr. 
(160  mg.) 


SHERMAN 

LABORATORIES,  INC. 

Detroit,  Michigan  *38211 
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The  muscle  relaxant 
that  works 

before  you  write  a prescription 

Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 

Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,  1 tablet  b.i.d. 

CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon’')  concurrently. 

WARNING:  Transient  lightheaded  ness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 

SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 

Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 

DOSAGE:  INJECTABLE  — Average  adult  dose: 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 

I.M.  or  I.V.  May  be  repeated  every  12  hours. 

Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS -Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 

For  lull  information,  see  Package  Insert 
or  P.D.R. 

Riker  Laboratories 
Northridge,  California  91324 


Norflex 

(orphenadrine  citrate) 


A simplified  approach 
to  the  practica  management 
of  hypertension 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patienl  ■< 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  lo\  I 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  houi  <i 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosa.  i 
without  skimping  your  patients  on  day-long  thiazide  effectivene:  I 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiu 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  me 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample 
most  cases. 


Once  a day,  every  day 

ENDURON 


METHYCLOTHIAZIDE 


MILD  TO  MODERATE  TO  SEVE: 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 


! 

: 'i 


When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


- ■ 
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)nce  a day,  every  day 


NDURONYL 


IETHYCLOTHIAZIDE  5 mg.  with 
ESERPIDINE  0.25  mg.  or  ( FORTE)  0.5  mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 
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Once  a day,  every  day 

EUTRON 


PARGYLINE  HYDROCHLORIDE  25  mg. 
with  IYIETHYCLOTHIAZIDE  5 mg. 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  you 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  wer 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  fror 
1 15  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearl 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  It 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffic* 


MILD  TO  MODERATE  TO  SEVER 


See  Brief  Summary  on  final  page  of  advertisement  sot 
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ENDURON 

METHYCLOTHIAZIDE 


ENDURONYL 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 
Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson's  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications—  Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with;  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 

TM-TRADEMARK 


itors;  methyldopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs:  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions—  Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1901* 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF 
DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified 

for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric 
patients,  including  individual  psychotherapy,  group  therapy,  psychodrama, 
electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social 
service  work  with  families,  family  therapy,  and  an  extensive  and  well  or- 
gainzed  activities  program,  including  occupational  therapy,  art  therapy, 
athletic  activities  and  games,  recreational  activities  and  outings.  The 
treatment  program  of  each  patient  is  carefully  supervised  in  order  that 
the  therapeutic  need  sof  each  patient  may  be  realized. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded 
grounds  in  the  City  of  Asheville. 

Brochures  and,  information  on  financial  arrangements  available 

Contact:  Mrs.  Elizabeth  Harkins,  ASCW,  Coordinator  of  Admissions 

or 

Area  Code  704  253-2761 
Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
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cpor  GJ ron  C]^)eficiency  (y/frtcmia 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue.  New  York,  N Y.  10016 
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FAMOUS 


brand  of  FERROUS 


GLUCONATE 


June,  1968 
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To  fight  TB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

7 (Rosenthal) 

*;>ide  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications  none,  but  use  with  caution  in  act*ve 
tuberculosis  Available  in  5’s  and  25  s. 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
M nnujacturers  of  ethical  pharmaceuticals  since  1856 


C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator 
and  cerebral  stimulation  for  tli 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 


t f i 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  ( See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  co! 
tinuous  on  a daily  dose  of  only  one  Geroniazol  TT  ta 
let  every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geronia; 
TT  will  provide  the  well-known  peripheral  vasodilaf 
tion  needed  in  patients  with  deficient  circulation  aj 
with  a minimum  amount  ( if  any)  of  “flushing.”  At 
cerebrovascular  circulation  is  complemented  by  ptj 
tylenetetrazol,  long-established  as  a cerebral  and  r<[ 
piratorv  stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunal 
signs  of  senile  confusion.  Patients  become  more  ale' 


- ! — 

Fig  II.  Cumulative  average  urinary  excretion  of  C-14  radioactivity  following  oral  administration  of  C-14  nicotinic  acid  tablets. 
Kev  ^«Group  A,  one  sustained-release  tablet  containing  150  mg.  C-14  nicotinic  acid,  ==  Group  B,  one  nonsustained- 
I release  tablet  containing  50  mg.  C-14  nicotinic  acid,  mmmmmmmmm  Group  C,  one  nonsustained-release  tablet  containing  50  mg. 

I 50  ~ C-14  nicotinic  acid  at  0,  4 and  8 hours. 


TIME  AFTER  ADMINISTRATION  (Hours) 


ws  confused  and  moody.  Personal  care,  memory, 
notional  stability,  social  attention  improve.  Fatigue, 
{lathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
limit  your  patients  to  enjoy  the  benefits  of  time- 

Ifplonged  nicotinic  acid./pentylenetetrazol  therapy, 
sjan  economical  price.  Dosage  is  only  one  tablet  every 
B hours. 

| ntraindications : There  are  no  known  contraindica- 
tes. 

mecautions:  Exercise  caution  when  treating  patients 
c( 1,1  vth  a low  convulsive  threshold. 

iZOlV 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  1 1 :617  (July)  1960. 
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"First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 
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beromazol  1 1 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 
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Vacation  trip.... 


Motion  sickness? 


This  time  it’ll  be  different.  Emetrol  taken  before  the 
trip  begins  will  usually  prevent  nausea  and  vomiting. 
Emetrol  is  effective  and  safe... most  helpful  where  safe- 
ty is  most  important.  It  acts  locally— not  systemically. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN"  V Capsules 

Tetracycline  HC1  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


*-  u 

achrostatin*  v 

HO  250  **- 
SYSfATlN  /:•  ? -'  1 

(APMIb 

C*»  Tk*v  v tf 


329-8/6094 


b.i.d. 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  consider 
DECLOMYCIN  300  mg  b.i.d. 

The  maintenance  dosage  of  DECLOMYCIN 
300  mg  can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

In  clinical  practice,  blood  levels  produced  by  a 
therapeutic  dose  of  DECLOMYCIN  are  high, 
prolonged,  and  effective,  because  of  high  serum 
binding  and  slow  renal  clearance. 

DECLOMYCIN 


Prescribing  information  on  next  page. 


(It) 

IOECIjOMYCITV 

DEMETIIYIjCIILOKI’CTKACYCIJNE 

b.i.d. 


DECLOMYCIN  Demethylchlortetracycline  should  he 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  maybe 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occur.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects— Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney— rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare).  Hyper- 
sensitivity reactions— urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth— dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue 
medication  and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18 
Gm  given  in  equally  divided  doses  over  a period  of  10  to  15  days 
should  be  followed.  Close  follow-up  observation  of  the  patient  is 
recommended,  including  appropriate  laboratory  tests,  since  demethyl- 
chlortetracycline has  not  had  adequate  evaluation  in  all  stages  of 
syphilis.  Spinal  fluid  examination  should  be  included  as  part  of  this 
follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  ef- 
fectively with  a single  dose  of  600-900  mg  of  DECLOMYCIN  De- 
methylchlortetracycline. Individuals  unable  to  tolerate  large  single 
doses  due  to  gastrointestinal  side  effects  may  be  treated  with  150  mg 
every  6 hours  for  a minimum  of  4 doses  or  300  mg  every  12  hours  for 
a minimum  of  2 doses.  Females  should  he  treated  with  a dosage  of 
150  mg  every  6 hours  or  300  mg  every  12  hours  until  a cure  is  effected. 
Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg  in  3 divided  doses  for  six  days. 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi. -Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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POLYMYXIN  B-BACITRACIN 


NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


New 


Therapeutic 
breakthrough 
in  non-narcotic 
control  of 
the  pain  of 


Tegretol*  trigeminal 

carbamazepine  neura|gja 


Warning 

Fatal  cases  of  aplastic  anemia  have  been  reported  following  treatment 
with  Tegretol.  Agranulocytosis,  thrombocytopenia  and  transitory 
leukopenia  have  also  been  observed. 

Complete  blood  and  platelet  counts  should  be  done  prior  to  and  at  regular 
intervals  during  treatment  with  the  drug  (see  recommendations  under 
“Important  Note  and  Precautions”)  to  help  in  the  early  detection  of  serious 
bone  marrow  injury.  Abnormalities  in  initial  blood  tests  should  rule  out 
use  of  the  drug.  Also,  patients  should  be  made  aware  of  such  early  toxic 
signs  of  a potential  hematologic  problem  as  fever,  sore  throat,  mouth 
ulcers,  easy  bruising  and  petechial  or  purpuric  hemorrhage.  Should  such 
signs  appear,  the  patient  should  be  advised  to  discontinue  the  drug  and  to 
report  to  the  physician  immediately. 


Indication  Tegretol  is  indicated  in  the  treatment  of  the  pain  associated 
with  true  trigeminal  neuralgia.  It  is  not  a simple  analgesic  and  should 
never  be  administered  for  relief  of  trivial  facial  aches  or  pains. 
Contraindication  Do  not  use  in  those  with  a known  sensitivity  to  any 
tricyclic  compound  or  in  those  being  treated  with  M.A.O.I.  agents.  As  long 
a period  as  possible  should  elapse  before  using  Tegretol  in  patients  who 
have  been  treated  with  M.A.O.I.'s,  with  a minimum  of  7 days.  In  such 
cases,  initial  dosage  should  be  low  and  the  patient’s  reaction  to  gradual 
increments  closely  observed. 

Important  Note  and  Precautions  Familiarity  with  the  clinical  symptoms 
which  lead  to  an  accurate  diagnosis  of  true  trigeminal  neuralgia  and  with 
the  complete  prescribing  information,  careful  patient  selection,  a 
thorough  examination  before  treatment  and  close  patient  supervision 
throughout  the  treatment  period  are  essential  to  the  safe  and  effective 
use  of  this  drug. 

Where  feasible,  Tegretol  should  not  be  used  in  conjunction  with  any  potent 
drug  which  may  increase  the  possibility  of  toxic  reactions. 

In  pregnancy,  the  drug  should  not  be  prescribed  during  the  first  trimester 
and  thereafter  only  to  patients  in  whom  the  clinical  situation  warrants  the 
potential  risk.  It  should  not  be  administered  to  nursing  mothers. 

Patients  with  increased  intraocular  pressure  should  be  closely  observed 
during  treatment  with  this  drug  because  of  its  anticholinergic  effect. 
Because  of  the  drug’s  relationship  to  other  tricyclic  compounds,  the  possi- 
bility of  activation  of  latent  psychosis  and,  in  the  elderly,  of  confusion  or 
agitation,  should  be  considered. 

Dizziness  and  drowsiness  may  occur  and  patients  should  be  cautioned 
about  the  hazards  of  operating  machinery  or  automobiles  and  of  engaging 
in  other  hazardous  tasks. 

Use  cautiously  in  patients  with  a history  of  coronary  artery  disease, 
organic  heart  disease,  congestive  failure  or  liver  disease. 

Before  initiating  therapy,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  which,  if  abnormal,  should  rule  out 
the  use  of  the  drug. 

2.  Baseline  evaluations  of  liver  function. 

During  treatment  with  Tegretol,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  should  be  done  at  intervals  of  one 
week  during  the  first  month  of  drug  treatment,  every  two  weeks  during  the 
second  and  third  months,  and  at  monthly  intervals  thereafter  for  as  long 
as  the  patient  is  taking  the  drug.  A trend  toward  a decreasing  white  blood 
cell  count  should  suggest  a dosage  reduction  and  more  frequent 


laboratory  and  clinical  evaluations.  Should  this  trend  continue,  the 
should  be  discontinued. 

2.  Liver  function  tests  must  be  performed  at  regular  intervals  during 
ment  with  this  drug  since  liver  damage  may  occur  during  therapy 
drug  should  be  discontinued  immediately  in  cases  of  aggravated  li\ 
dysfunction  or  active  liver  disease. 

3.  Periodic  eye  examinations,  including  slit-lamp,  funduscopy  and  to 
etry,  are  recommended  for  patients  being  treated  with  this  drug  sin 
many  phenothiazines  and  related  drugs  have  been  shown  to  cause 
changes. 

4.  Complete  urinalysis  and  BUN  should  be  done  on  patients  treate 
Tegretol  because  of  observed  renal  dysfunction. 

Adverse  Reactions  Dizziness,  drowsiness,  unsteadiness  on  the  feel 
nausea,  vomiting,  aplastic  anemia,  transitory  leukopenia,  agranuloc; 
eosinophilia,  leukocytosis,  thrombocytopenia,  purpura,  abnormalitie 
liver  function  tests,  cholestatic  and  hepatocellular  jaundice,  urinary 
quency,  acute  urinary  retention,  oliguria  with  elevated  blood  pressu 
albuminuria,  glycosuria,  elevated  BUN,  microscopic  deposits  in  the 
impotence,  disturbances  of  coordination,  confusion,  headache,  fatic 
blurred  vision,  transient  diplopia  and  oculomotor  disturbances,  spet 
disturbances,  abnormal  involuntary  movements,  peripheral  neuritis 
paresthesias,  depression  with  agitation,  talkativeness,  nystagmus,  ti 
nitus,  paralysis  and  other  symptoms  of  cerebral  arterial  insufficienc 
pruritic  and  erythematous  rashes,  urticaria,  Stevens-Johnson  syndr<| 
photosensitivity  reactions,  alterations  in  skin  pigmentation,  exfoliati 
dermatitis,  alopecia,  diaphoresis,  recurrence  of  thrombophlebitis,  e| 
multiforme  and  nodosum,  aggravation  of  disseminated  lupus  erythe 
tosus,  gastric  distress,  abdominal  pain,  diarrhea,  constipation,  ano 
dryness  of  the  mouth  and  pharynx,  glossitis,  stomatitis,  fever,  chills 
adenopathy,  lymphadenopathy,  aching  joints  and  muscles,  leg  crarr 
conjunctivitis,  left  ventricular  failure,  aggravation  of  hypertension,  h §• 
tension,  syncope  and  collapse,  edema,  aggravation  of  coronary  artt 
disease  and  congestive  heart  failure.  (Whether  these  cardiovascula 
are  drug-related  is  not  known.  However,  some  of  these  complicatic 
resulted  in  fatalities.)  The  necessity  for  discontinuing  the  drug  shou 
dictated  by  the  gravity  and  severity  of  the  adverse  reactions. 

Dosage  and  Administration  The  drug  should  always  be  taken  with  r 
if  possible. 

Initial:  One-half  tablet  (100  mg.)  b.i.d.  on  the  first  day.  Thereafter,  th 
should  be  increased  in  one-half  tablet  (100  mg.)  increments  every  1 
until  freedom  from  pain  is  achieved.  To  relieve  pain,  between  200  n 
1200  mg.  per  24  hours  may  be  necessary. 

Maintenance:  Initial  control  of  pain  can  be  maintained  in  most  patif 
with  a dose  of  400  mg.  to  800  mg.  daily.  Maintenance  doses  may  rai 
between  200  mg.  and  1200  mg.  daily. 

At  least  once  every  3 months  during  treatment  period  attempts  shoi 
made  to  discontinue  the  drug  or  to  reduce  the  dose  to  the  minimun 
effective  level. 

Availability  Round,  white,  single-scored  tablets  of  200  mg.  in  bottl 
of  100  and  1000.  (B)46-8 

For  complete  details,  please  see  Prescribing  Information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 
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Grounds...for  Regroton 

chlorthalidone  50  mg. 
reserpine  0.25  mg. 


when  you  want  to  provide  the  combined 
benefits  of  two  accepted  agents 
in  the  treatment  of  mild  to  moderate 

hypertension.  (Contraindications:  history  of  mental 
depression,  hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases.) 

when  you  want  to  prescribe  therapy 
that  is  generally  well  tolerated. 

(However,  adverse  reactions  may  occur.  For  a complete  listing, 
please  refer  to  the  full  prescribing  information  which  is  sum- 
marized below.) 

when  your  patient  wants  an  easy-to- 

remember  and  reasonably  priced 

■ 

regimen.  (One  tablet  a day  usually  costs  about  a dime.) 


Indications:  Hypertension.  Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases.  Warning:  With  the  administration  of  enteric- 
coated  potassium  supplements,  which  should  be  used  only  when 
adequate  dietary  supplementation  is  not  practical,  the  possibility 
of  small-bowel  lesions  (obstruction,  hemorrhage,  and  perforation) 
should  be  kept  in  mind.  Surgery  for  these  lesions  has  frequently 
been  required  and  deaths  have  occurred.  Discontinue  coated 
potassium-containing  formulations  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  1 week  before  electroshock  therapy,  and  if  depression 
or  peptic  ulcer  occurs.  Use  in  pregnancy:  Regroton  should  be  used 
in  pregnant  patients  or  in  women  of  childbearing  potential  only 
when,  in  the  judgment  of  a physician,  its  use  is  deemed  essential  to 
the  welfare  of  the  patients;  adverse  reactions  (thrombocytopenia, 
hyperbilirubinemia,  altered  carbohydrate  metabolism,  etc.)  are  po- 
tential problems  in  the  newborn.  Precautions:  Antihypertensive 
therapy  with  Regroton  should  always  be  initiated  cautiously  in  post- 
sympathectomy patients  and  in  patients  receiving  ganglionic  block- 
ing agents,  other  potent  antihypertensive  drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihypertensive  agents  by  at  least  one- 
half.  To  avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In  emer- 
gency surgery,  use,  if  needed,  anticholinergic  or  adrenergic  drugs 
or  other  supportive  measures  as  indicated.  Because  of  the  possibil- 
ity of  progression  of  renal  damage,  periodic  kidney  function  tests 
are  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is 
aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  po- 
tassium depletion  should  occur  during  therapy,  Regroton  should 
be  discontinued  and  potassium  supplements  given,  provided  the 
patient  does  not  have  marked  oliguria.  Take  particular  care  in  cir- 
rhosis or  severe  ischemic  heart  disease  and  in  patients  receiving 


corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recom- 
mended. Use  cautiously  in  patients  with  ulcerative  colitis  or  gall- 
stones (biliary  colic  may  be  precipitated).  Bronchial  asthma  may 
occur  in  susceptible  patients.  Adverse  Reactions:  The  drug  is  gen- 
erally well  tolerated.  The  most  frequent  side  effects  are  nausea, 
gastric  irritation,  vomiting,  diarrhea,  constipation,  muscle  cramps, 
headache,  dizziness  and  acute  gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety,  depression,  bradycardia  and  ec- 
topic cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyperuricemia, 
lassitude,  restlessness,  transient  myopia,  impotence  ordysuria, 
orthostatic  hypotension  which  may  be  potentiated  when  chlorthali- 
done is  combined  with  alcohol,  barbiturates  or  narcotics,  leuko- 
penia, aplastic  anemia,  skin  rashes,  thrombocytopenia,  agranulo- 
cytosis, nasal  stuffiness,  increased  gastric  secretions,  nightmare, 
purpura,  urticaria,  ecchymosis,  weakness,  uveitis,  optic  atrophy 
and  glaucoma,  and  pruritus.  Eruptions  and/or  flushing  of  the  skin, 
a reversible  paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea, 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deafness, 
anorexia,  and  pancreatitis  when  epigastric  pain  or  unexplained 
G.l.  symptoms  develop  after  prolonged  administration.  Jaundice, 
xanthopsia,  paresthesia,  photosensitization  and  necrotizing  angi- 
itis are  possible.  Average  Dosage:  One  tablet  daily  with  breakfast. 
Availability:  Pink,  single-scored  tablets  in  bottles  of  100  and  1000. 
For  details,  see  complete  Prescribing  Information.  (B)46-600-B 
Geigy  Pharmaceuticals 
Division  of  Geigy  Chemical  Corporation  (m) 

Ardsley,  New  York  10502 
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for  the  searing  pain 
of  “Shingles”. 


After  the  picnic 
even  Gramps 

Was  a victim  of 
intestinal  cramps 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 
In  elderly  patients  it  is  particularly  important 
to  stop  the  diarrhea  fast.  Parepectolin  helps  you 
control  diarrhea  promptly  and  gain  the  patient’s 
confidence  until  etiology  has  been  determined. 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

*Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin  (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three  times 
daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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men 


LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 

THE  SPARTANS  HERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 


CITIZENS  WERE  ASSIGNED 

SPECIAL  EXERCISES! 


YOUR  SECRETARY  will  burn  up 

90  FEWER  CALORIES  PER  DAY,  IF 
SHE  SWITCHES  FROM  A MANUAL  TO 
AN  ELECTRIC  TYPEWRITER. 


T^Cost  of 

AMBAR  EXTENTABS 


IS  APPROXIMATELY 
ONE-HALF  THAT  OF 
OTHER  LEADING 
APPETITE 
SUPPRESSANTS. 


AN  IMPORTANT  FACTOR 
IN  LONG-TERM  THERAPY! 


IS  GREATEST  IN  THE  MONTHS : 
JANUARY- FEBRUARY  and  MAY- JUNE. 
OVERWEIGHT  PEOPLE 
ARE  LEAST 
l INTERESTED 
IN  DIET  IN 
DECEMBER 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
ielp  control  most  patients’  appetite  for  up 
o 12  hours.  Methamphetamine,  the  appe- 
ite  suppressant,  gently  elevates  mood  and 
ielps  overcome  dieting  frustrations.  Pheno- 
^arbital,  the  sedative  in  Ambar,  controls  irritability  and 
nxiety... helps  maintain  a state  of  mental  calm  and  equa- 
imity.  Both  work  together  to  ease  the  tensions  that  erode 
oe  willpower  during  periods  of  dieting, 
dso  available:  Ambar  #1  Extentabs®— methamphetamine 
ydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
>g:  may  be  habit  forming). 


AMBAR2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  >1,U,r)nP|N|C 

RICHMOND.  VA.  23220  f 1 1 1 I 1 1 * J 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  he’s  getting  better 


Achrocidin 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACH  ROM  YCIN  " Tetracycline  HCI  1 25  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  bacterial/allergic  u.r.i.,  ACHROCIDIN  brings  the  treatment  together  in  a single  prescription 
—prompt  relief  of  headache  and  congestion  together  with  effective  control  of  the  tetracycline- 
sensitive  organisms  frequently  responsible  for  complications  leading  to  prolonged  disability 
in  the  susceptible  patient. 

For  children  and  elderly  patients  yon  may  prefer  caffeine-free  ACH  ROC  I DIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Average  adult  dosage:  2 tablets  four  times  daily,  given  at 
least  one  hour  before,  or  two  hours  after  meals. 
Contraindications:  History  of  hypersensitivity  to  any 
component. 

Warning:  If  renal  impairment  exists,  even  usual  doses 
may  lead  to  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy  is  pro- 
longed, serum  level  determinations  may  be  advisable. 
Hypersensitive  individuals  may  develop  a photodynamic 
reaction  to  natural  or  artificial  sunlight  during  use. 
Individuals  with  a history  of  photosensitivity  reactions 
should  avoid  direct  exposure  while  under  treatment, 
which  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions:  Some  individuals  may  experience  drowsi- 
ness, anorexia,  and  slight  gastric  distress.  If  excessive 
drowsiness  occurs,  it  may  be  necessary  to  increase  the 
interval  between  doses.  Persons  on  full  dosage  should 
not  operate  any  vehicle.  Use  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  infections  appear  during 
therapy,  appropriate  measures  should  be  taken.  Infec- 
tions caused  by  beta-hemolytic  streptococci  should  be 
treated  for  at  least  10  full  days  to  help  prevent  rheumatic 


fever  or  acute  glomerulonephritis.  Use  of  tetracycline 
during  tooth  development  may  cause  discoloration  of 
teeth. 

Adverse  Reactions:  Gastrointestinal-anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin  - maculopapular  and  erythematous 
rashes  (a  case  of  exfoliative  dermatitis  has  been  re- 
ported); photosensitivity;  onycholysis  and  discoloration 
of  nails  (rare).  Kidney- rise  in  BUN,  apparently  dose 
related.  Hypersensitivity  reactions-urticaria,  angioneu- 
rotic edema,  anaphylaxis.  In  young  infants,  bulging 
fontanels  following  full  therapeutic  dosage  has  been 
reported.  This  has  disappeared  rapidly  when  drug  was 
discontinued.  Teeth-dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline  during  the  latter 
half  of  pregnancy  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy,  and  early  childhood.  En- 
amel hypoplasia  has  been  seen  in  a few  children.  Blood  - 
anemia,  thrombocytopenic  purpura,  neutropenia,  eosin- 
ophilia.  Liver-cholestasis  (rare),  usually  at  high  dos- 
age. If  adverse  reaction  or  idiosyncrasy 
occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy. 


bronchodilation  for  asthmatic  children.  ..without ” jitters” 

Most  anti-asthmatic  products  contain  ephedrine-like  drugs.  ELIXOPHYLLIN " never  did.  So.  ELIXOPHYLLIN 
will  not  cause  jitters,  tachycardia,  or  other  undesirable  side  effects  of  ephedrine-like  products. 

Other  ad  vantages  of  ELIXOPHYLLIN:  rapid  and  sustained  bronchodilation  • convenient,  adjustable  dosage 
• hypoallergenic  • pleasant-tasting  liquid  • well  accepted  by  children. 

ELIXOPHYLLIN  is  theophylline  in  its  free  and  soluble  form— resulting  in  rapid  and  dependable  absorption 
with  less  risk  of  gastric  irritation. 

In  pediatric  bronchial  asthma,  the  recommended  maintenance  dosage  is  0.2  ml.  per  pound  of  body  weight  on 
arising,  at  3 P.M.,  and  on  retiring.  Adjust  dosage  to  patient  response.  This  average  dosage  provides  continu- 
ous bronchodilation.  Do  not  administer  other  xanthine  Tqr  |''«7'/^W'r|¥'|\7¥  T T"1VT® 
preparations  concurrently.  May  be  contraindicated  in  P j I i I w I I I W I jl  I ¥ 

peptic  ulcer.  Each  15  ml.  contains  theophylline  (anhydrous)  80  mg.;  alcohol  20% 

SHERMAIM 

LABORATORIES,  INC. 

Detroit.  Michigan 
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The  lowest  priced 
tetracycline-nystatin  combination 

ACHROSTATIN^V  Capsules 

Tetracycline  HC1  250  mg  /Nystatin  250,000  units 


One  of  the  31  useful 
dosage  forms 
in  the  ACHRO  Family 
-the  First  Family 
of  Tetracycline 


328-8/6094 


SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

The  Professional  Organization  that  is 

GOOD  FOR  ITS  MEMBERS 

For  instance,  the  S.C.M.A.  sponsors  a fine 

INCOME  PROTECTION  PLAN 

which  has  paid  its  insured  members  more  than 

$135,500 

FOR  TIME  LOST  DUE  TO  DISABILITY 

Right  now,  more  than  350  smart  S.C.M.A.  members  enjoy  this  protection. 
Take  your  first  step  to  join  them. 

Write  today  for  full  details  of  this  economical,  practical  plan. 
administered  by 

Charles  W.  Dudley  Box  3201  Florence,  S.  C.  29501 

representing 

INSURANCE  COMPANY 

HOME  OFFICE:  LANCASTER,  PA. 


bronchodilation  in  asthma... without  'jitters” 

Most  anti-asthmatic  products  contain  ephedrine-like  drugs.  ELIXOPHYLLIN®  never  did.  So,  ELIXOPHYLLIN 
will  not  cause  nervousness,  palpitations,  insomnia,  or  other  undesirable  side  effects  of  ephedrine-like  products. 
Other  advantages  of  ELIXOPHYLLIN:  rapid  and  sustained  bronchodilation  • convenient,  adjustable  dosage 
• hypoallergenic  • adrenergic  abuse  eliminated. 

ELIXOPHYLLIN  is  theophylline  in  free  and  soluble  form— resulting  in  rapid  and  dependable  absorption  with 
less  risk  of  gastric  irritation. 

Adult  maintenance  dosage  in  bronchial  asthma:  one  ounce  (30  ml.)  t.i.d.  on  arising,  at  3 P.M.,  and  on  retiring. 
Adjust  dosage  to  patient  response.  This  average  dosage  provides  t tt  t TmT’ 

continuous  bronchodilation.  Do  not  administer  other  xanthine  Id  I I Y III 

preparations  concurrently.  May  be  contraindicated  in  peptic  ulcer.  Each  is  mi.  contains  theophylline  (anhydrous)  so  mg.;  alcohol  20% 
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Part  of 
the  fine  art 
of  medicine 


DARVON* 

COMPOUND-65 

Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


1 

Additional  information  available  to 
physicians  upon  request. 

ELI  LILLY  AND  COMPANY 
INDIANAPOLIS,  INDIANA  46206 
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PESTICIDE  POISONING  IN 


Introduction 

Many  practicing  physicians  in  South 
Carolina  care  for  sporadic  cases  of  pesti- 
cide poisoning,  but  few  are  aware  that 
these  cases  constitute  a significant  mor- 
tality and  morbidity  problem.  In  the  forth- 
coming summer  there  will  be  widespread 
use  of  many  toxic  chemicals  on  farms  and 
orchards  across  the  state  and  potentially 
fatal  acute  poisonings  are  inevitable.  This 
report  will  depict  the  scope  of  the  problem 
in  South  Carolina,  and  presents  two  in- 
teresting case  histories  which  exemplify 
important  aspects  of  common  poisonings. 

Materials 

Poisoning  reports  and  mortality  rec- 
ords were  obtained  from  the  S.  C.  State 
Health  Department  (1957-66),  from  in- 
vestigations by  the  U.  S.  Department  of 
Agriculture  (1963-66),  and  from  the  mor- 
bidity tabulations  of  the  state’s  two  Poison 
Control  Centers  in  Columbia  and  Charles- 
ton. Hospital  records  were  searched  for 
illustrative  cases.  Quantities  of  pesticide 
usage  and  crop  production  were  obtained 
from  the  community  profile  of  the  South 

*This  work  supported  by  the  Pesticides  Program, 
National  Communicable  Disease  Center,  Bureau  of 
Disease  Prevention  and  Environmental  Control, 
Public  Health  Service,  U.  S.  Department  of  Health, 
Education  and  Welfare  under  contract  number 
PH  21-2017. 

**Senior  Assistant  Surgeon,  USPHS,  assigned  to 
South  Carolina  Community  Pesticide  Studies. 

fAssistant  Professor  of  Preventive  Medicine  and 
Pediatrics,  Medical  College  of  South  Carolina,  Char- 
leston, South  Carolina. 

tField  Studies  Supervisor,  South  Carolina  Com- 
munity Pesticide  Study. 


SOUTH  CAROLINA 

R.  L.  PIETSCH,  M.D.* ** 

J.  F.  FINKLEA,  M.D.t 
J.  E.  KEILt 

Carolina  Community  Pesticide  Study. 
Population  characteristics  were  extracted 
from  the  1960  census. 

RESULTS  AND  DISCUSSION 
Mortality 

Mortality  records  for  South  Carolina 
from  1957  through  1966  revealed  38 
deaths  caused  by  pesticide  poisoning.  Dur- 
ing the  year  1964  when  five  pesticide 
deaths  occurred  in  the  state,  South  Caro- 
lina tied  for  the  fourth  largest  number  of 
such  deaths  in  the  nation  behind  Texas, 


South  Carolina  Pesticide  Deaths  1957-66 
Distributed  by  County  and  Congressional  District 

Florida,  and  Georgia.1  If  one  compares 
South  Carolina  to  the  rest  of  the  nation  in 
1964,  the  pesticide  mortality  rate  here 
was  four  times  greater  than  that  for  the 
nation  as  a whole. 

The  descriptive  epidemiology  of  fatal 
pesticide  poisonings  i.e.,  residence,  age, 
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Table  I 

Cumulative  Pesticide  Mortality  Rates 
Distributed  by  South  Carolina 
Congressional  District,  1957-66 

Cumulative 
Mortality  Rate 


Cumulative 

Per  100,000 

Mortality  Rate 

for  Children 

Per  100,090 

Under  5 Yrs. 

District 

Population 

of  Age 

I 

1.2 

13.4 

11 

0.9 

6.8 

III 

0.6 

9.0 

IV 

0.7 

4.1 

V 

1.8 

9.1 

VI 

4.6 

35.1 

All  South  Carolina  1.6 

12.9 

sex,  and  race,  was  examined.  Figure  1 
shows  the  state  divided  into  the  six  con- 
gressional districts  and  their  component 
counties.  The  arabic  numerals  show  the 
number  of  pesticide  deaths  in  each  county 
during  the  10  years  studied.  Most  poison- 
ings occurred  in  the  Sixth  Congressional 
District.  Horry  County  in  District  VI  had 
the  most  deaths  (5)  but  18  other  counties 
also  had  fatalities. 

Congressional  districts  and  counties  dif- 
fer significantly  in  total  population.  More- 
over, 60  per  cent  of  fatal  poisonings  oc- 
curred in  children  under  5 years  of  age, 
the  median  age  being  only  2.5  years. 
Therefore  cumulative  pesticide  mortality 
rates  for  the  total  population  and  for  the 
population  under  5 years  of  age  were  cal- 
culated for  each  congressional  district  as 
shown  in  Table  I.  The  mortality  rates  for 
children  under  5 years  of  age  was  eight 
times  that  of  the  total  population.  The 
mortality  rate  of  the  Sixth  Congressional 
District  is  about  three  times  greater  than 
that  of  any  other  district.  The  mortality 
rate  in  children  under  5 years  of  age  in 
the  Sixth  District  is  likewise  higher  than 
that  of  any  other  district  and  three  times 
that  for  the  state  as  a whole. 

Mortality  by  race  and  sex  is  presented 
in  Table  II.  The  57  per  cent  of 
deaths  which  occur  among  non-whites 
may  be  compared  to  the  percentage  of 
non-whites  in  the  state  (34.9%)  and  also 


the  percentage  of  non-whites  in  rural 
areas  (39.3%).  Whether  total  population 
or  rural  population  is  considered  there 
is  a significant  increase  in  poisonings 
among  non-whites  as  compared  to  whites. 

There  are  several  causes  for  the  large 
number  of  pesticide  deaths  in  South  Caro- 
lina. The  state’s  production  of  cotton  and 
tobacco  requires  heavy,  frequent  applica- 
tions of  pesticides.  The  semi-tropical  cli- 
mate also  permits  growth  of  large  popu- 
lations of  a wide  variety  of  insects 
thereby  requiring  usage  of  many  pesticides 
in  the  home  and  garden.  The  higher  mor- 
tality rate  of  the  Sixth  Congressional  Dis- 
trict where  there  is  intense  cultivation  of 
cotton  and  tobacco  is  certainly  significant. 
Forested  and  industrialized  areas  of  the 
state  such  as  District  III  and  IV  have 
much  lower  mortality  figures.  The  prepon- 
derance of  pesticide  deaths  among  chil- 


Table  II 


Per  Cent  of 

Pesticide  Deaths  by 

Sex  and 

Race  1957-66 

Raee 

Males 

Females 

Total 

White 

27 

16 

43 

Non-White  33 

24 

57 

Total 

60 

40 

100 

dren 

probably  reflects  poor  safety 

stand- 

ards  used  in  application  and  storage  of 
these  potent  chemicals. 

Children  tend  to  taste  and  play  with 
anything  within  reach,  and  a soft  drink 
bottle  previously  used  for  mixing  insecti- 
cides is  a frequent  cause  of  death. 

The  cause  of  increased  poisoning  fa- 
talities among  non-whites  is  probably  a 
reflection  of  the  larger  numbers  of  Neg- 
roes living  on  the  farm  and  applying  pesti- 
cides, although  other  socio-economic  fac- 
tors such  as  lack  of  safety  awareness  are 
undoubtedly  contributory.  Some  difference 
in  poisonings  between  the  sexes  can  be 
expected  both  because  of  the  small  num- 
ber of  cases  involved  and  because  males 
apply  these  chemicals. 

Morbidity 

The  morbidity  data  for  three  consecu- 
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Table  III 

Average  Annual  Pesticide  Morbidity 
in  South  Carolina  1964-1966* 

Average  Annual  Average  Annual 
Cases  for  Total  Cases  Under 

South  Carolina  Five  Years 


Type  of 

Population 

of  Age 

Poisoning 

Number 

Per  cent 

Number 

Per  cent 

Insecticides 

41.0 

62.7 

22.0 

59.0 

Rodenticides 

18.0 

27.5 

11.0 

29.5 

Herbicides 

1.0 

1.5 

0.7 

1.9 

Moth  Balls 

4.7 

7.2 

3.3 

8.8 

Fungicides 

0.7 

1.1 

0.3 

0.8 

All  Pesticides 

65.4 

100.0 

37.3 

100.0 

*Aggregate 

of  reports 

of  poison  control 

centers 

within  South  Carolina. 

tive  years  was  obtained  from  the  Poison 
Control  Centers  and  is  summarized  in 
Table  III. 

There  are  about  640  poisonings  of  all  types 
reported  in  the  state  annually  and  pesti- 
cides account  for  about  10%  of  these. 
Like  pesticide  deaths,  about  three-fifths 
of  pesticide  poisonings  occur  in  children 
under  5 years  of  age. 

Insecticides  account  for  more  than 
60  per  cent  of  all  pesticide  poisonings.  The 
organophosphate  parathion,  an  extrem- 
ely potent  cholinesterase  inhibitor,  is  the 
most  common  single  offender.  Arsenic, 
which  is  a component  of  many  herbicides, 
is  the  only  other  pesticide  approaching 
parathion  as  a cause  of  morbidity  or  mor- 
tality. Thus  every  physician  should  be 
familiar  with  the  typical  signs  and  symp- 
toms of  organophosphate  and  arsenic  toxi- 
city. 

Case  Studies 

The  following  cases  have  been  chosen 
to  illustrate  several  points:  1)  the  fre- 
quent inadequate  history  of  exposure  to 
toxins;  2)  the  signs  and  symptoms  of 
typical  parathion  poisoning;  3)  the  com- 
mon dangerous  practices  used  in  pesticide 
application;  and  4)  the  importance  of 
prompt  diagnosis  and  treatment.  These 
cases  recovered,  but  38  others  did  not. 

Case  1.  An  11  month  old  Negro  boy 
was  brought  to  the  Emergency  Room  at 
5:30  A.M.  stuporous,  limp,  and  in  acute 
respiratory  distress.  He  had  been  normal 


the  evening  before  and  the  mother  knew 
of  no  recent  head  trauma,  illnesses  or 
poison  ingestion. 

Physical  examination  revealed  normal 
vital  signs  except  for  tachycardia  and 
tachypnea.  There  was  no  evidence  of  head 
injury  or  nuchal  rigidity.  Miotic  pupils, 
excessive  lacrimation  and  sialorhea  were 
noted.  Deep  tendon  reflexes  were  depres- 
sed symmetrically.  Laboratory  tests  show- 
ed that  red  blood  cell  cholinesterase  was 
depressed  (4.4%  of  normal),  while  blood 
barbituate  and  salicylate  levels  were 
normal. 

The  child’s  recovery  was  prompt  and 
uncomplicated  because  of  good  manage- 
ment. To  remove  poison  in  contact  with 
the  skin  and  eyes,  the  child  was  im- 
mediately scrubbed  with  soap  and  water, 
his  fingernails  were  clipped,  and  his  eyes 
were  rinsed.  Supportive  therapy,  tracheo- 
bronchial aspiration,  atropine  sulfate  and 
2 PAM  were  begun  immediately.  The 
child  responded  well  and  therapy  was 
gradually  tapered  over  the  next  36  hours. 

Further  investigation  by  public  health 
personnel  revealed  the  family  had  formu- 
lated its  own  extremely  potent  insecticide 
by  mixing  concentrated  Lindane  and 
parathion  with  Black  Flag.  When  sprayed 
for  fleas,  the  family  dog  had  died  im- 
mediately. The  father  reluctantly  admit- 
ted that  he  had  stolen  the  chemicals  while 
at  work. 

Case  II.  Four  small  children  and  one 
adult  were  admitted  to  a hospital  with 
nausea,  vomiting,  and  abdominal  pains 
shortly  after  ingesting  locally  picked 
blackberries  or  a pie  made  from  these 
berries.  Laboratory  tests  revealed  arsenic 
excretion  as  high  as  995.3  micrograms 
per  24  hours  in  the  adult  and  639.2  micro- 
grams per  24  hours  in  one  of  the  four 
children.  All  patients  recovered. 

Investigation  showed  that  a railroad 
company  had  contracted  with  a local  firm 
to  apply  a herbicide  to  control  brush  and 
weeds  along  a spur  line.  The  spray  con- 
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tained  arsenic  trioxide,  as  did  the  black- 
berry pie. 

Summary  and  Conclusions 

In  South  Carolina,  the  use  of  pesticides 
is  increasing  each  year  and  over  60  acute 
pesticide  poisonings  can  be  expected  an- 
nually. During  the  10  year  study  period 
from  1957-66,  there  were  38  deaths  in 
the  state.  Most  of  these  occurred  in  the 
area  of  highest  pesticide  usage,  the  cot- 
ton and  tobacco  counties  of  the  Sixth 
Congressional  District.  Most  pesticide 
deaths  (61%)  and  poisonings  (63%)  oc- 
curred in  children  under  5 years  of  age. 
Parathion,  a potent  organophosphate  cho- 
linesterase inhibitor,  was  the  most  com- 
mon offender,  accounting  for  34.2%  of 
pesticide  deaths  but  arsenic  followed 
closely  at  31.6%. 

Safety  education  is  the  most  important 
method  of  combating  the  problem.  Indus- 
try must  be  responsible  for  safe  produc- 
tion and  distribution.  Careful  bold  label- 
ing of  containers  is  mandatory.  All  ma- 
terials must  be  safely  stored.  Each  appli- 
cator of  pesticides  must  be  cognizant  of 
potential  lethal  consequences  of  careless- 
ness. Safe  disposal  of  waste  chemicals 
and  containers  both  at  the  plant  and  by 
the  consumer  must  not  be  neglected.  Im- 
proper disposal  can  pollute  streams  and 


turn  dumps,  sheds,  garages,  and  barns 
into  dangerous  booby  traps  for  children. 

Medical  treatment  of  pesiticide  poison- 
ings must  be  prompt  and  vigorous.  Acci- 
dental cases  in  adults  tend  to  have  evident 
causes  while  cases  in  children  often  have 
inadequate  or  negative  histories.  Every 
physician  must  therefore  both  be  alert 
to  the  hazard  and  be  familiar  with  the 
signs  and  symptoms  of  organophosphate 
and  arsenic  intoxication. 

The  South  Carolina  Pesticide  Program 
now  provides  diagnostic  services  that 
were  generally  not  available  in  the  past. 
At  the  main  office  in  Charleston,*  facili- 
ties are  available  for  rapid  red  blood  cell 
and  plasma  cholinesterase  determinations. 
At  the  laboratory  in  Columbia,  pesticide 
metabolites  in  blood  and  urine  can  be  de- 
termined. Current  information  regarding 
treatment  of  pesticide  poisoning  has  been 
distributed  to  the  state’s  two  Poison  Con- 
trol Centers,  and  is  also  available  at  the 
Charleston  office. 

A safety  educated  public  must  be  our 
first  barrier  against  future  pesticide  poi- 
sonings; but  should  cases  occur,  only  an 
alert  and  cooperative  medical  community 
can  prevent  avoidable  deaths. 

*S.  C.  Community  Pesticide  Study,  Research 
Building,  Medical  College  of  South  Carolina,  Char- 
leston, S.  C.:  Telephone  RA3-9411,  Ext.  868  or  839. 
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In  addition  to  being  an  important  func- 
tional organ,  the  female  breast  must  be 
considered  in  the  perspective  of  present 
day  social  consciousness  as  a structure  of 
considerable  psychologic  significance. 
Since  the  era  of  classic  Greek  art,  the  fe- 
male breast  has  been  a symbol  of  feminin- 
ity. Deformities  of  the  size  and  shape  of 
this  structure  assume  importance  above 
and  beyond  those  of  a functioning  second- 
ary sexual  organ.  To  have  physically  ac- 
ceptable breasts  is  a normal  desire  and 
the  psychological  implications  of  this  de- 
sire must  not  be  under-estimated. 

Reconstructive  surgery  involving  the 
creation  of  a cosmetically  acceptable 
breast  was  first  documented  in  1669,  when 
Durstan  developed  the  first  deliberate  at- 
tempt at  a plastic  breast  operation1  in 
which  he  performed  essentially  a mastec- 
tomy to  correct  prolapsed  breasts.  Plastic 
reconstructive  procedures  involving  the 
breasts  would  include  the  mastopexy  or  so- 
called  breast  lift  operation,  the  breast  re- 
duction mammaplasty  for  mammary  hy- 
pertrophy, and  the  augmentation  mamma- 
plasty. 

Interest  first  developed  in  the  augmen- 
tation of  the  size  of  the  female  breast  in 
the  early  1950’s,  when  Longaere2  described 
techniques  of  enlarging  underdeveloped 
female  breasts  by  the  use  of  local  pedicle 
flaps.  A second  form  of  augmentation 
mammaplasty  was  described  by  Berson,3 
Barnes,4  and  others  as  early  as  1945,  using- 
free  dermis-fat  or  fat-fascia  grafts  to  sup- 
ply the  necessary  bulk.  The  third  type  of 
breast  augmentation  involves  the  inser- 
tion of  plastic  prostheses  to  supply  the 
needed  bulk.  The  use  of  Ivalon  sponge  ma- 
terial, much  like  a bath  sponge,  was  de- 
scribed first  by  Pangman  and  Wallace"’ 
in  1954,  and  since  that  time  numerous  re- 
finements, both  of  the  basic  plastic  ma- 


(Fig.  1)  Posterior  and  anterior  view  of  Cronin 
prosthesis.  Note  flatness  of  posterior  surface  with 
four  teflon  mesh  patches  to  stabilize  implant  to 
chest  wall.  Anterior  surface  (R)  of  implant  is  con- 
vex. 


terial  and  the  methods  of  insertion,  have 
been  described  by  Edgerton,6  Conway,7 
Pickerell8  and  Cronin.9  The  original  use 
of  Ivalon,  which  seemed  to  be  quite  re- 
active to  the  tissues,  was  replaced  by  poly- 
urethane sponge  material,  which  is  much 
less  irritating,  and  accordingly  produced 
fewer  reactions  and  infection.  The  prob- 
lem wfith  the  use  of  sponge  was  that  the 
fibroblasts  would  grow  into  and  invade 
the  substance  of  the  multiloculated  spaces 
in  the  sponges  and  in  time  would  cause 
shrinkage  up  to  forty  or  fifty  per  cent 
of  its  bulk  and  result  in  a hard  core  un- 
derlying the  mammary  gland.  Cronin9  in 
1963  described  a subcutaneous  prosthesis 
containing  a gel  form  of  dimethylpoly- 
siloxane  (Silicone)  contained  in  a silastic 
envelope.  This  implant  is  by  far  the  most 
popular  implant  in  use  today  and  results 
in  a breast  that  feels,  as  some  say,  more 
like  a breast  than  a normal  mammary 
gland.  (Fig.  1).  It  comes  in  small, 
medium,  and  large  sizes. 

Before  discussing  the  technique  of  im- 
plantation, a word  should  be  said  of  the 
surgical  anatomy  of  the  breast.  The  breast 
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(Fig.  2)  Preoperative  photographs  showing  small  size  of  breasts — (29”,  A padded  cup),  with  minimal 
ptosis. 


normally  occupies  an  area  extending  from 
the  second  through  the  sixth  ribs  and  from 
the  sternum  to  the  anterior  axillary  line, 
although  the  size  and  shape  vary  widely. 
The  parenchyma  of  the  gland  is  enveloped 
by  a capsule  or  fascial  layer  that  is  con- 
tinuous with  the  pectoral  fascia.  How- 
ever, on  the  posterior  surface  of  the  mam- 
mary gland,  the  mammary  fascia  is  sep- 
arated from  the  fascia  of  the  pectoral  is 
major  muscle  by  a layer  of  adipose  tis- 
sue. At  the  time  of  implantation,  it  is  this 
layer  that  is  separated,  forming  a pocket 
into  which  the  implant  is  placed.  Thus  the 
implant  is  placed  under  the  mammary 
gland,  not  in  it,  and  is  separated  from 
the  mammary  gland  by  a well  formed 
layer  of  fascia. 

Indications : Not  being  a psychologist 
or  a psychiatrist,  I would  like  to  quote 
from  Rees10  of  New  York:  “Indications 
for  augmentation  mammaplasty  lie  al- 
most completely  within  the  realm  of  psy- 
chologic need.  Modern  advertising  meth- 
ods, increased  social  consciousness  of  phy- 
sical acceptability  and  current  social  at- 
titudes of  frankness  toward  sexual  rela- 
tionships have  taken  an  emotional  toll 
in  the  woman  who  believes  herself  to  be 


inadequately  equipped  physically  to  meet 
the  subtle  but  definite  social  standards 
identifying  her  sex.  Flat  chested  women 
can  become  so  emotionally  handicapped 
that  it  is  almost  impossible  for  them  to 
assume  a normal  role  in  courtship  or  mar- 
riage. Their  natural  reaction  to  men  is 
subverted  to  one  of  timidity  and  defense. 
When  women  thus  handicapped  do  marry 
there  is  a significant  incidence  of  sexual 
frigidity,  which  may  be  traced  to  feelings 
of  personal  inadequacy.”  Dr.  Rees  goes 
on  to  say  that  the  typical  patient  seeking 
augmentation  mammaplasty  is  a married 
Protestant  woman  around  the  age  of 
thirty  and  that  they  are  active,  competi- 
tive, on-the-go  people,  who  are  physically 
graceful,  often  pretty  and  socially  at  ease. 

Small  breasts  are  due  to  (1)  primary 
aplasia  or  hypoplasia  (2)  surgery  for 
benign  or  malignant  disease  (3)  sudden 
weight  reduction  in  a patient  with  breasts 
smaller  than  normal  to  begin  with  (4) 
and  idiopathic  involution  usually  follow- 
ing pregnancy. 

Implantation  of  a prosthetic  material 
is  the  procedure  of  choice  today  and  it 
will  be  described  briefly. 

An  incision  is  made  along  the  outer 
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(Fig.  3)  Postoperative  photographs  showing  increased  volume  of  breast—  (32”,  C cup),  and  absence  of 
visible  scar. 


edge  of  the  lower  outer  quadrant  of  each 
breast  at  the  point  where  the  submam- 
mary fold  lies.  In  the  very  small  breasts 
it  is  necessary  to  extend  this  incision  down 
on  to  the  chest  wall  skin  because  the  scar 
will  be  raised  when  the  implant  is  placed. 
The  incision  is  carried  down  to  the  pec- 
toralis  major  fascia  or  if  it  is  low  enough, 
to  the  fascia  of  the  rectus  abdominis  mus- 
cle. The  plane  lying  between  the  anterior 
surface  of  the  fascia  of  the  pectoralis 
major  muscle  and  the  posterior  surface 
of  the  fascia  of  the  mammary  gland  is 
identified  and  much  of  the  dissection  can 
be  done  by  finger  stripping.  A pocket  is 
created  extending  up  to  a level  of  the 
second  rib,  and  sometimes  higher,  almost 
to  the  midline  of  the  sternum,  and  later- 
ally enough  to  allow  easy  insertion  of  the 
implant.  Care  should  be  taken  not  to 
create  a pocket  that  is  too  large,  since  it 
is  the  snug  fit  of  the  prosthesis  that  keeps 
it  in  place.  Absolute  hemostasis  should  be 
provided.  A supportive  bandage  is  kept 
in  place  for  seven  days,  at  which  time 
it  is  removed,  the  sutures  are  removed, 
and  a properly  fitting  brassiere  is  applied. 
The  patient  is  instructed  to  keep  arm  rais- 
ing activities  to  a minimum  for  a period 
of  three  weeks.  She  is  urged  to  sleep  in 


the  guest  bedroom  until  thirty  days  post- 
operative. 

Typical  Case  History: 

The  patient  is  a 35  year  old  woman  seen 
originally  with  the  complaint  of  small 
breasts  (Fig.  2).  She  is  a very  stylish  and 
tasteful  dresser  and  is  generally  an  at- 
tractive woman.  She  complains  of  being 
unable  to  wear  low  cut  evening  and  cock- 
tail dresses  and  the  presence  of  “falsies” 
in  a bathing  suit  is  always  nerve-shatter- 
ing. Her  overall  desire  is  to  make  herself 
more  attractive  to  her  husband. 

An  augmentation  mammaplasty  was 
performed  at  Roper  Hospital,  using  the 
Cronin  “natural-feel”  implants.  Postop- 
eratively  she  had  a smooth  course  without 
temperature  elevation.  She  was  discharged 
on  the  fourth  postoperative  day.  The  su- 
tures were  removed  in  the  office  on  the 
seventh  postoperative  day,  and  at  that 
time  healing  of  the  skin  wounds  was  com- 
plete. She  was  last  seen  six  months  follow- 
ing surgery  and  since  there  were  no  prob- 
lems, she  was  discharged  “thrilled  with 
the  result”.  (Fig.  3). 

Another  thirty  year  old  woman  wrote 
three  years  following  augmentation  mam- 
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maplasty:  “There  has  been  no  discom- 
fort. Tn  fact,  I am  not  even  aware  that 
they  are  not  a part  of  me.  In  a nut  shell, 
1 couldn’t  be  more  pleased.” 


Summary 

A brief  history  of  augmentation  mam- 
maplasty  is  presented,  giving  indications 
and  techniques  used.  A typical  case  report 
is  presented. 
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TRANSURETERO-URETEROSTOMY  — Fletcher 
C.  Derrick,  Jr.,  M.D.,  Kenneth  M.  Lynch,  Jr., 
M.D.,  Raymond  Price,  Jr.,  M.D.,  William  R.  Tur- 
ner, Jr.,  M.D.,  (Charleston*  JAMA  200:987-990  (June 
12,  1967) 

Injury  to  the  distal  third  of  the  ureter  is  not 
uncommon.  This  type  of  injury  frequently  occurs 
during  surgery  to  pelvic  organs  and  of  course 
if  recognition  occurs  at  the  time  of  injury,  pri- 
mary repair  usually  can  be  done  with  good  results. 
The  late  complications  of  ureteral  stricture,  ure- 
terovaginal  fistula  or  ureteral  necrosis  and  the 
leakage  of  urine  either  into  the  retroperitoneal  or 
peritoneal  spaces  present  more  difficult  problems. 
Frequently,  the  distal  ureteral  injury,  when  recog- 
nized late,  does  not  lend  itself  to  any  form  of 
primary  repair  or  ureteroneocystostomy.  When  this 
situation  develops,  one  must  either  devise  a bladder 
flap,  remove  the  kidney,  or  interpose  an  isolated 
ileal  segment  between  the  ureter  and  the  bladder. 


Anastomosing  an  injured  ureter  to  its  opposite 
fellow  by  way  of  a transperitoneal,  retroperitoneal, 
crossed  uretero-ureterostomy  was  mentioned  in 
experimental  work  as  early  as  1900.  In  1935  it  was 
accomplished  in  the  human;  however,  it  was  only 
recently  that  it  met  with  any  surgical  success  and 
use  in  regular  management  of  the  problem. 

Four  patients  were  managed  by  transuretero- 
ureterostomy at  the  Medical  College  of  South  Caro- 
lina and  all  met  with  excellent  surgical  results. 

The  operation  is  accomplished  through  a transperi- 
toneal approach  opening  the  retroperitoneal  mem- 
brane and  through  a tunnel  dissected  caudal  to 
the  inferior  mesenteric  artery.  The  ureter  to  be 
anastomosed  to  its  fellow  is  brought  and  anasto- 
mosed with  5-0  chromic  catgut.  We  have  not  used 
any  ureteral  splinting  catheters  routinely.  We  have 
used  a Penrose  drain  in  the  retroperitoneal  space  ^ 
and  this  is  brought  through  a bluntly  constructed 
tunnel  in  the  wall  of  the  abdomen. 
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Human  sparganosis,  the  extra-intesti- 
nal infection  caused  by  a larval  form  of 
Diphyllobothrium  tapeworm,  is  apparently 
an  unusual  disease  in  the  United  States. 
Approximately  forty-three  instances  of 
this  infection  are  known  to  have  occurred 
in  this  country.10  Most  of  these  have  been 
residents  of  the  Southern  states.  As  far  as 
is  known,  South  Carolina  has  never  had 
a reported  case.  It  is  the  purpose  of  this 
paper  to  report  a case  of  sparganosis  oc- 
curring in  a resident  of  this  state. 

Case  Report 

The  patient,  an  adult  white  male,  was 
a farmer  and  a life-long  resident  of 
Coastal  South  Carolina.  Approximately 
three  months  before  consulting  a physi- 
cian, the  patient  noted  a painless  nodule 
of  his  right  leg.  During  this  period  the 
lesion  was  said  to  have  increased  rapidly 
in  size.  The  skin  over  the  involved  area 
was  described  as  having  a gray  appear- 
ance and  the  underlying  tissues  were  firm 
and  nodular.  His  physician  thought  the 
lesion  might  be  an  inclusion  cyst.  The 
nodule  was  surgically  excised. 

Pathology 

Gross  examination : The  surgical  speci- 
men was  2.4  x 1.3  x 1.6  cm  and  consisted 
of  a segment  of  skin  with  attached  fat. 
The  dermis  and  subcutaneum  were  quite 
firm. 

Microscopic  examination : The  epider- 
mis was  unremarkable.  In  the  superficial 
dermis  there  was  a perivascular  infiltrate 
consisting  of  polymorphonuclear  cells, 
plasma  cells,  and  lymphocytes.  In  the  deep 
dermis  and  extending  into  the  superficial 
subcutaneum,  there  was  a single,  slightly 
folded  flatworm  larval  form  (Fig.  1).  It 
had  a moderately  thick,  deeply  eosinophilic 
cuticle  supported  by  a single  layer  of  cu- 

From  the  Pathology  Department,  Greenville  Gen- 
eral Hospital,  Greenville,  South  Carolina  29601. 


Figure  1.  A portion  of  larva  is  seen  in  the  dermis 
where  it  is  surrounded  by  inflammatory  cells,  x 40. 


boidal  cells  with  dark  round  nuclei  and 
scant  cytoplasm.  The  parenchyma  of  the 
larval  body  consisted  of  a very  loose  tis- 
sue containing  frequent  round,  concentri- 
cally laminated  basophilic  structures.  The 
tissues  about  the  organism  were  heavily 
infiltrated  with  plasma  cells,  lymphocytes 
and  eosinophils.  Also  there  were  fairly 
numerous  aggregates  of  multinucleated 
giant  cells  (Fig.  2) . 

Discussion 

The  parasite  found  in  the  tissues  of 
this  patient  was  felt  to  be  a plerocercoid 
larva  of  a tapeworm  (Diphyllobothrium 
rnansonoides ) whose  more  common  defi- 
nitive hosts  are  the  dog,  domestic  cat,  and 
the  bobcat.  In  the  usual  life  cycle,  eggs 
passed  from  the  digestive  tract  of  the 
definitive  hosts  develop  in  water  into  a 
free-swimming  miracidium.  This  is  in- 
gested by  a small  crustacean  ( Cyclops) 
and  develops  into  a procercoid  larva. 
When  the  cyclops  is  eaten  by  intermediate 
hosts  (frogs,  rats  or  water  snakes)  the 
procercoid  larva  develops  into  the  plero- 
cercoid form.  If  the  infected  frog,  rat,  or 
snake  is  eaten  by  one  of  the  definitive 
hosts,  the  plerocercoid  larva  develops  into 
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Figure  2.  The  wall  of  the  sparganum  shows  a 
thick  cuticle  on  the  exterior  with  numerous  cal- 
careous bodies  in  the  central  portion,  x 400. 


an  adult  tapeworm  and  resides  in  the  gas- 
trointestinal tract.  It  is  thought  that  most 
forms  of  human  infection  result  from  the 
ingestion  of  a cyclops2  containing  the  pro- 
cercoid larva  which  changes  into  the  plero- 
ceroid  form  and  migrates  to  the  extra- 
intestinal  tissues,  usually  the  skin, 
extra-intestinal  tissues,  usually  the  skin, 
subcutaneum  or  muscle,  producing  human 
sparganosis.  The  organisms  elicit  a florid 
inflammatory  response  in  the  host’s  tis- 
sues. This  larve  (sparganum)  is  an  elon- 
gated, ribbon-like  worm  several  centi- 
meters in  length  and  a millimeter  or  more 
wide.  It  is  structurally  undifferentiated 
except  for  a rudimentary  scolex.4 

Human  sparganosis  was  first  recog- 
nized by  Patrick  Manson2  in  1882  when  he 
reported  involvement  of  the  abdominal 
and  pleural  cavities  in  a native  of  Amoy, 
China.  After  this  initial  report  there  have 
been  quite  a number  of  cases  reported 
from  the  Far  East.  The  first  case  in  the 
United  States  was  recorded  in  Florida  in 
1908. 3 

As  far  as  is  known  a presurgical  diag- 
nosis of  this  condition  has  never  been 
made.4  Probably  one  of  the  greatest  draw- 
backs to  a clinical  diagnosis  is  the  lack  of 
knowledge  of  the  existence  of  this  disease 
by  many  physicians.  Except  for  the  most 
singular  characteristic  of  movement  or 


migration  of  the  nodule  that  has  been 
noted  in  some  cases,  there  are  no  truly 
distinguishing  features  of  the  presenting 
lesion.4  Surgical  excision  is  the  most  com- 
mon form  of  therapy.  This  is  usually  cura- 
tive and  of  course  provides  a specimen 
from  which  the  diagnosis  can  be  made. 
Ethyl  alcohol  injection  has  been  tried  in 
some  intraocular  cases.  Also  novarseno- 
benzol  intravenously  every  four  to  five 
days  for  two  to  six  doses  has  been  used 
with  some  success  in  ocular  infections.2 
Mueller3  reports  that  he  has  an  antigen 
available  for  skin  testing.3  An  unequivocal 
diagnosis  can  be  made  only  by  feeding  the 
larva  obtained  from  the  surgical  speci- 
men to  an  appropriate  animal  and  sub- 
sequently examining  the  morphologic 
characteristics  of  the  adult  worm.3  How- 
ever this  ideal  is  rarely  achieved.  This 
was  not  possible  in  the  case  reported  here 
since  the  surgical  material  was  received 
in  formalin  and  the  larva  was  dead.  How- 
ever, the  microscopic  findings  are  iden- 
tical to  those  cases  that  have  been  gen- 
erally accepted  as  being  due  to  Diphyllo- 
both Hum  manson  aides  S' 

It  is  not  anticipated  that  this  disease 
will  ever  become  a serious  public  health 
menance.  However,  it  is  an  intriguing  in- 
fection and  the  occurence  of  sporadic  cases 
particularly  in  the  South  and  its  occas- 
ional appearance  in  other  parts  of  the 
United  States  make  knowledge  of  its  exis- 
tence and  characteristics  important. 

Summary 

A case  of  sparganosis  occuring  in  a 
life-long  native  of  South  Carolina  is  re- 
ported. This  is  thought  to  be  the  first 
case  reported  from  this  state  though 
cases  have  been  reported  in  virtually  all 
the  other  Southern  states.  Generally  man 
becomes  involved  by  drinking  water  con- 
taining infected  copepods.  The  condition 
is  usually  diagnosed  by  gross  and  micro- 
scopic examination  of  the  tissue  removed 
by  surgical  excision.  Surgical  excision  of 
the  lesion  is  the  usual  form  of  treatment 
and  this  is  generally  curative. 
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Treatment  of  Acute  Massive  Pulmonary  Embolism: 
Medical  or  Surgical — R.  D.  Sauter,  D.  A.  Emanuel, 
and  E.  J.  Wenzel.  Ann  Thor  Surg  4:95-105  <Aug> 
1967. 

It  is  generally  agreed  among  surgeons  that  the 
indication  for  pulmonary  embolectomy  is  sustained 
hypotension  in  a patient  with  massive  pulmonary 
embolus.  The  surgical  mortality  under  these  cir- 
cumstances is  between  60%  and  70%.  Other  meth- 
ods for  the  treatment  of  these  patients  should  be 
explored.  Three  patients  who  fulfilled  the  above 
criteria  were  treated  with  urokinase,  which  is  an 
enzymatic  fibrinolytic  activator.  All  these  patients 
suffered  acute  massive  pulmonary  embolism  and 
would  have  been  considered  candidates  for  pul- 
monary embolectomy;  all  survived  and  their  clin- 
ical results  were  good.  Because  of  the  poor  results 
with  embolectomy,  particularly  in  patients  over  65, 
the  authors  suggest  that  these  patients  be  treated 
with  urokinase,  even  though  partial  cardiopulmonary 
bypass  may  be  necessary  for  temporary  support. 
In  the  younger  age-group  urokinase  is  suggested 
as  the  principal  form  of  therapy  unless  the  pa- 
rent’s condition  deteriorates,  at  which  time  pul- 
monary embolectomy  could  be  performed.  Spontan- 
eous resolution  of  acute  pulmonary  emboli  has 
been  well  documented.  While  this  complicates  some- 
what the  evaluation  of  results  of  fibrinolytic  therapy, 
in  the  authors’  opinion  urokinase  greatly  hastens 
the  lytic  process. 


Functional  Evaluation  of  Esophageal  Replacement 

in  Children — B.  Othersen.  J Thor  Card  Surg  53:55- 

63  < Jan)  1967. 

There  is  widespread  agreement  that  the  colon 
appears  to  be  the  substitute  of  choice  when  replac- 
ing the  esophagus.  However,  there  is  controversy 
as  to  whether  the  segment  should  be  right,  trans- 
verse or  left,  iso-  or  antiperistaltic,  retrosternal  or 
intrapleural. 

Eleven  children,  with  esophageal  replacement  by 
various  techniques,  were  studied  carefully  by  his- 
tory and  cinefluoroscopy.  The  following  conclusions 
and  recommendations  were  made: 

1.  There  is  no  discernible  difference  in  function 
between  right  or  left  colonic  segments  or  between 
iso-  and  antiperistaltic  arrangements. 

2.  Colonic  interposition  between  cervical  esophagus 
and  stomach  is  best  performed  in  a single  procedure. 
The  colonic  segment  should  be  placed  without  kink- 
ing or  redundance— it  will  grow  with  the  child. 

3.  Infants  with  a cervical  esophagostomy  should 
be  fed  by  mouth  when  gastrostomy  feedings  are 
given,  so  that  they  learn  to  eat. 

4.  Esophageal  replacement  should  be  delayed  un- 
til the  child  is  ambulatory  (18-24  months).  The 
erect  position  after  meals  aids  in  the  drainage  of 
the  interposed  segment. 

5.  Gravity,  not  peristalsis,  governs  the  flow  of 
food  through  the  interposed  colon,  which  acts  not 
as  an  esophageal  substitute  but  as  a conduit  only 


ERRATUM 

In  the  article  by  Grady  Hendrix,  M.D. 
on  Coronary  Arteriography  in  the  April 
number  of  the  Journal,  the  legends  for 
the  cuts  on  page  118  and  119  are  reversed 
as  the  result  of  a printers  error. 
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THE  MEDICAL  COLLEGE  OF 
SOUTH  CAROLINA— SCHOOL  OF 
MEDICINE 


Eighty-two  freshmen  began  their  stu- 
dies in  the  School  of  Medicine  of  the 
Medical  College  of  South  Carolina  on  Sep- 
tember 7,  1967.  A like  number  will  be 
chosen  for  the  class  of  1968-69.  The  fresh- 
man class  size  will  increase  to  102  begin- 
ning in  September  1969. 

Realizing  the  interest  of  the  medical 
community,  and  particularly  the  alumni, 
in  the  affairs  of  the  School  of  Medicine, 
information  concerning  the  freshman 
class  was  published  last  year  for  the  first 
time  (J  S Carolina  Med  Ass  62:445, 
1966).  Since  the  initial  effort  received 
considerable  attention,  the  following  per- 
tinent information  on  the  1967-1968 
freshman  class  is  presented  herewith. 

Composition  of  the  Total  Applicant  Pool 
( Past  7 yrs.) 


In-State 

Out-of-State 

Men 

Women 

Men 

Women 

Total 

1961-62 

153 

9 

0* 

0* 

162 

1962-63 

173 

7 

0* 

0* 

180 

1963-64 

184 

10 

0* 

0* 

194 

1964-65 

184 

13 

83 

6 

286 

1965-66 

199 

12 

131 

10 

352 

1966-67 

193 

10 

176 

10 

389 

1967-68 

198 

8 

163 

11 

380 

*Out- 

Of-State 

applications 

were 

not  accepted  for 

processing  until  1964-65. 

cine,  The  Medical  College  of  South  Carolina. 

The  total  number  of  applications  pro- 
cessed was  approximately  the  same  as  that 
for  the  preceding  year. 

By  interesting  coincidence  the  distribu- 
tion of  students  by  sex  and  geographic 
source  is  the  same  as  for  the  class  of  1966- 
67.  Male  applicants  continue  to  greatly 
outnumber  female  applicants.  Out-of-state 
students  are  required  to  have  somewhat 
higher  academic  qualifications  than  in- 

*Assistant Registrar. 

** Associate  Dean,  Associate  Professor  of  Medi- 
cine, The  Medical  College  of  South  Carolina. 


CAROLINE  B.  LOWN,  B.S.* 
LOUIS  P.  JERVEY,  M.D.** 


Composition 

of  the 

Accepted 

Classes 

(Past  7 

yrs.) 

In-State 
Men  Women 

Out-of-State 
Men  Women 

Total 

1961-62 

77 

3 

— 

— 

80 

1962-63 

77 

3 

— 

— 

80 

1963-64 

76 

4 

— 

— 

80 

1964-65 

75 

2 

4 

1 

82 

1965-66 

75 

2 

5 

0 

82 

1966-67 

72 

3 

7 

0 

82 

1967-68 

72 

3 

7 

0 

82 

state  students  before  consideration.  At  the 
time  of  acceptance  of  the  class  of  1965-66, 
only  one  publicly  or  privately  owned  medi- 
cal school  in  this  country  failed  to  admit 
any  out-of-state  residents  to  its  first  year 
class.  (Education  Number,  JAMA  198: 
865,  Nov.  1966). 

The  following  figures  apply  specifically 
to  the  present  freshman  class  (1967-68)  : 

Geographical  Distribution  of  the  Total 
Applicant  Pool: 

There  were  applicants  from  23  states, 
the  District  of  Columbia  and  Puerto  Rico 
as  well  as  5 applicants  from  5 foreign 
countries.  States  with  the  largest  repre- 


sentation  were: 

South  Carolina 

206 

North  Carolina 

34 

New  York 

24 

Florida 

20 

Georgia 

19 

Pennsylvania 

16 

New  Jersey 

10 

Other  states  represented  were : 

Alabama 

(5),  Connecticut  (5)  Maryland  (5),  Vir- 
ginia (5),  California  (3)  Delaware  (3), 
Illinois  (3)  Michigan  (2),  Minnesota  (2), 
Ohio  (2).  Tennessee  (2),  Texas  (2),  Wis- 
consin (2),  District  of  Columbia  (1), 
Kentucky  (1),  Massachusetts  (1),  West 
Virginia  (1),  and  Puerto  Rico  (1),  Can- 
ada (1),  China  (1),  Hong  Kong  (1), 
Japan  (1),  and  Jordan  (1). 


236 


The  Journal  of  the  South  Carolina  Medical  Association 


DEMOGRAPHY  OF  1967-68  CLASS 


Geographical  Distribution  by  South 
Carolina  County  of  the  Total  Applicant 
Pool. 


Of  the  46  counties  in  South  Carolina,  38 
were  represented  as  follows: 


Richland 

23 

Abbeville 

4 

Chesterfield 

2 

Spartanburg  21 

Fairfield 

4 

Georgetown 

2 

Greenville 

19 

Kershaw 

4 

Greenwood 

2 

Charleston 

14 

Sumter 

4 

Hampton 

JLi 

Florence 

10 

Williamsburg 

4 

Lancaster 

2 

York 

10 

Beaufort 

4 

Lee 

2 

Orangeburg 

8 

Cherokee 

3 

Pickens 

2 

Aiken 

7 

Clarendon 

3 

Union 

2 

Darlington 

7 

Colleton 

3 

Allendale 

1 

Anderson 

6 

Horry 

3 

Dillon 

1 

Laurens 

6 

Marion 

3 

Dorchester 

1 

Newberry 

6 

Oconee 

3 

Jasper 

1 

Lexington 

5 

Barnwell 

2 

Geographical  Distribution  of  the  Ac- 
cepted Class. 

In  the  present  freshman  class  there  are 
students  from  5 states.  A majority  of  the 
accepted  applicants  are  from  the  State  of 
South  Carolina  and  their  counties  of  origin 
are  shown  below : 


South  Carolina  75 


Spartanburg 

9 

Colleton 

2 

Cherokee 

1 

Charleston 

7 

Clarendon 

2 

Horry 

1 

Greenville 

6 

Kershaw 

2 

Georgetown 

1 

Richland 

5 

Orangeburg 

2 

Greenwood 

1 

Florence 

5 

Hampton 

2 

Lancaster 

1 

York 

6 

Marion 

2 

Laurens 

1 

Darlington 

4 

Anderson 

1 

Newberry 

1 

Sumter 

3 

Allendale 

1 

Oconee 

1 

Aiken 

2 

Barnwell 

1 

Pickens 

1 

Abbeville 

2 

Beaufort 

1 

Union 

1 

Out-of-state  students  show  the  follow- 
ing distribution: 

Florida  2 

North  Carolina  2 

New  York  2 

New  Jersey  1 

Again  this  year,  larger  counties  pro- 

vided the  greatest  number  of  applicants 
for  consideration.  Distribution  by  county 
is  even  more  general  than  with  last  year’s 
class  (24  counties  represented  1966-67,  30 
counties  represented  1967-68). 

College  Distribution,  Total  Applicant 
Pool. 

Students  applied  from  112  colleges.  The 
11  institutions  from  which  the  largest 


number  of  applications  were  received  are 


as  follows : 

University  of  South  Carolina  57 

Clemson  University  30 

Wofford  College  24 

University  of  North  Carolina  20 

Furman  University  15 

The  Citadel  14 

The  College  of  Charleston  13 

University  of  Georgia  10 

Davidson  College  9 

Emory  University  9 

Wake  Forest  9 

College  Distribution — Accepted  Class 

University  of  South  Carolina  28 

Clemson  University  10 

Wofford  College  8 

Furman  University  6 

College  of  Charleston  7 

University  of  North  Carolina  6 

The  Citadel  4 

Davidson  College  2 

Medical  College  of  South  Carolina  Pharmacy  1 

Winthrop  College  1 

Emory  University  1 

Florida  State  1 

Mercer  University  1 

University  of  Georgia  1 

George  Washington  University  l 

University  of  the  South  l 

Valdosta  State  1 

Waite  Forest  l 

Washington  & Lee  University  1 


82 

By  comparing  the  college  distribution 
of  the  total  applicant  pool  with  that  of  the 
accepted  class  an  impression  can  be  gained 
about  the  percentage  of  students  accepted 
by  institution.  It  must  be  remembered, 
however,  that  some  students  who  are  ac- 
cepted decline  the  offer  or  withdraw  their 
acceptance  to  attend  other  schools  and  are 
thus  not  represented  in  the  “Accepted 
Class”  table.  During  the  selection  of  this 
class,  for  example,  there  were  18  South 
Carolina  applicants  accepted  by  the  Medi- 
cal College  of  South  Carolina  who  elected 
to  attend  out-of-state  schools. 

The  wide  diversity  of  family  back- 
ground of  these  students  is  apparent.  This 
data  would  seem  to  refute  adequately  the 
oft-repeated  rumor  that  only  doctors’  sons 
get  into  medical  college. 
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DEMOGRAPHY  OF  1967-68  CLASS 


Occupations  of  Parents  of  Accepted 


Freshmen: 

Sales  & Clerical  Workers  22 

Business  Executives  or  Operators  of  small 
Businesses  12 

Government  Services  9 

Physicians  8 

Laborers  6 

Health  Professions  6 

Farmers  3 

Skilled  Trade  Workers  3 

Lawyers  3 

Engineers  3 

Homemakers  3 

Ministers  2 

Teachers  2 
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Performance  on  each  of  the  four  parts 
of  the  Medical  College  Admission  Test  is 
recorded  in  the  following  table: 

Medical  College  Admission  Test  (Ac- 
cepted Class  1967-1968) 


Mean  Standard  Deviation  Median 


Verbal 

489 

86 

505 

Quantitative 

General 

530 

76 

535 

Information 

528 

76 

535 

Science 

519 

75 

515 

These  scores  compare  favorably  with 
those  of  last  year’s  freshman  class  show- 
ing minor  variation  in  each  category. 

The  admissions  process  is  a careful  and 
deliberate  attempt  to  select  qualified  stu- 
dents who  have  the  greatest  potential  for 
completing  satisfactorily  a medical  educa- 
tion. Attrition  figures  are  therefore  of  in- 
terest as  one  means  of  evaluating  the  ade- 
quacy of  the  selection  process.  The  fol- 
lowing table  shows  attrition  from  all 
causes  in  the  past  12  graduating  classes : 

Failure  to  graduate  in  4 years  due  to 
academic  failure  means  loss  of  potential 
physicians.  However,  the  above  figures  in- 
clude individuals  who  dropped  out  of  the 
regular  program  to  pursue  a year  of  re- 
search, individuals  required  to  repeat  a 
year  for  academic  reasons,  etc.,  and  do 
not  necessarily  represent  loss  of  medical 
manpower.  Averaging  the  figures  over  the 
12  year  period  tends  to  minimize  these 
distortions.  Attrition  rate  is  in  keeping 


Entering 

Graduates 

Year 

1st  Year  Students  4 years  later 

1952 

79 

<80  accepted  but  67 

one  failed  to  appear) 

1953 

80 

74 

1954 

79 

(80  accepted  but  74 

one  failed  to  appear) 

1955 

80 

74 

1956 

80 

70 

1957 

80 

75 

1958 

80 

71 

1959 

80 

70 

1960 

80 

74 

1961 

80 

SO 

1962 

80 

68 

1963 

80 

81 

958  1100%)  878  ( 91.65%) 

Number  not  graduating  in  4 years  80  <8.35%) 

with  published  figures  of  the  Association 
of  American  Medical  Colleges  which  in- 
dicate that  “about  85-90  % of  those  en- 
tering medical  school  in  the  first  year  will 
gain  the  MD  degree  four  years  later.” 
(JAMA  Education  Number  202:756, 
1967). 

One  hundred  and  seventy-five  (175)  in- 
terviews were  conducted  by  members  of 
the  Admissions  Committee.  Generally,  ap- 
plicants were  interviewed  by  only  one 
member  of  the  Committee  and  applicants 
who  reapplied  were  not  given  a second  in- 
terview unless  important  changes  neces- 
sitated reevaluation. 

Seven  students  entered  after  3 years 
of  college  without  degrees,  and  3 after 
4 years  of  college  with  no  degree.  Three 
students  entered  with  master’s  degrees 
while  the  remainder  completed  4 or  more 
years  of  college  and  received  a degree. 

While  the  Admissions  Committee  is 
pleased  with  the  composition  of  the  class 
as  characterized  by  these  descriptive 
figures,  it  recognizes  that  even  more  im- 
portant characteristics  must  be  considered 
which  do  not  lend  themselves  to  such 
tabulation.  Character,  leadership,  integ- 
rity, motivation  and  dedication  are  all 
important  considerations  which  are  re- 
viewed by  the  members  of  the  Committee 
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in  a variety  of  ways.  It  is  felt  that  the 
class  of  1967-1968  is  well  qualified  aca- 
demically for  the  study  of  medicine,  and 


personally  for  the  assumption  of  the  phy- 
sician’s role  in  tomorrow’s  medical  prac- 
tice. 


MEDICAL  COLLEGE  CLINIC 


DERMATOLOGICAL  DON’T’S 


KATHLEEN  RILEY,  M.D. 
Department  of  Dermatology 


CASE  11 — Biologic  False  Positive 
Serum  Test — Revised  (1968) 

White,  Male,  Age — 30 
History 

On  routine  general  check-up  a white 
male,  age  30,  was  found  to  have  a routine 
VDRL  positive  in  the  dilution  of  1 :2. 

There  was  no  history  of  previous  serum 
tests.  He  claimed  no  contacts  except  with 
his  wife. 

There  had  not  been  any  skin  eruptions 
or  genital  sores. 

During  the  last  several  months  there 
was  no  history  of  any  type  of  immuniza- 
tion or  injections. 

There  was  no  history  of  recent  respira- 
tory infection,  tuberculosis,  lupus  erythe- 
matosus, arthritis,  fever  or  illnesses  of 
any  kind. 

Physical  Examination 

Physical  examination  was  entirely  nor- 
mal with  no  cutaneous  or  mucous  mem- 
brane lesions  present. 

Diagnosis 

One  positive  serum  test — possible  Bio- 
logic False  Positive. 

TREATMENT 

DON’T’S 

1.  DON’T  make  a diagnosis  of  syphilis 
on  the  basis  of  one  positive  test,  especially 


if  it  is  of  a low  titre.  Always  repeat  test. 

2.  DON’T  treat  with  penicillin  on  the 
basis  of  one  positive  test  of  low  titre. 

3.  DON’T  alarm  the  patient  and  insist 
that  this  is  most  likely  syphilis.  Let  him 
know  that  there  is  a possibility  that  this 
is  a false  positive  and  explain  the  mean- 
ing to  the  patient. 

4.  DON’T  fail  to  pursue  further  for  a 
more  definitely  diagnosis. 

5.  DON’T  forget  to  do  VDRL  on  his 
wife. 

DO 

1.  DO  repeat  routine  titred  VDRL  and 
FT  A (Fluorescent  Treponema  Antibody 
Test — Absorption  type)  * 

2.  DO  treat  syphilis  if  both  are  positive, 
as  the  diagnosis  of  syphilis  is  justified. 

3.  DO  further  evaluation  with  lumbar 
puncture  and  treat  as  indicated. 

4.  DO  make  a diagnosis  of  biologic  false 
positive  if  the  FTA  Absorption  Test  is 
negative  even  if  VDRL  is  still  positive. 

*An  absorption  technique  designed  to  remove  non- 
specific treponemal  antibodies  from  human  serums 
has  resulted  in  an  improved  FTA  test  designated 
as  FTA  absorption  test.  This  new  test  procedure 
gives  greater  sensitivity  in  the  serologic  diagnosis  of 
syphilis  than  any  recommended  treponemal  or  non- 
treponemal  test  at  this  time.  Its  specificity  in  eval- 
uations to  date  appears  comparable  to  that  of  the 
TPI  test.  It  is  a much  simplier,  more  practical  test 
than  the  TPI.  This  procedure  was  developed  at  the 
Venereal  Disease  Research  Laboratory. 
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X-RAY  FILM  OF  THE  MONTH 


S.  E.  PUCKETTE,  JR.,  M.I). 
Medical  College  Hospital 
Charleston,  S.  C. 


This  spot  film  of  the  bladder  was  taken 
during  a IVP  done  as  a part  of  a hyper- 
tensive workup  on  a 52  year  old  white 
male.  The  patient  had  no  urinary  tract 
symptoms,  a normal  urinalysis,  and  a sub- 
sequent diagnosis  of  essential  hyperten- 
sion was  made. 


This  is  a case  of  bilateral  simple  ure- 
teroceles. They  are  produced  by  cystic 
dilatation  of  the  intravesical  submucosal 
segment  of  the  ureter,  which  balloons  in- 
to the  bladder  lumen.  Stenosis  of  the  ure- 
teral orifice  with  perhaps  weakness  at  the 
ureterovesical  junction  is  thought  to  be 
the  underlying  cause.  In  general  they  are 
asymptomatic  but  urinary  stasis  and  in- 
fection may  result.  Stones  may  form  or 
become  lodged  within  the  caivty  of  the 
ureterocele. 

Simple  ureteroceles  occur  with  equal 
frequency  in  both  sexes  and  on  both  sides 
of  the  body.  Commonly,  they  are  bilateral 
as  seen  here.  Complete  upper  track  dupli- 
cation on  the  affected  side  may  be  pres- 
ent, and  under  these  circumstances,  almost 


invariably  it  is  the  upper  drainage  sys- 
tem which  has  the  ureterocele. 

In  addition  to  this  group  of  simple  ure- 
teroceles usually  found  in  adults,  there 
is  an  ectopic  group  usually  found  in  child- 
hood, usually  in  females.  Here  the  ureter 
terminates  ectopically  in  the  urethra  and 
thus  produces  a much  more  serious  and 
complex  urological  problem.  This  ectopic 
group  is  probably  always  congenital, 
whereas  the  simple  group  may  be  congeni- 
tal or  acquired. 

On  an  excretory  urogram,  one  sees  the 
“cobra  head”  or  “spring  onion”  effect  due 
to  the  contrast  media  collecting  within  the 
cavity  of  the  ureterocele.  Around  this  is 
a thin  halo  representing  the  non-opaque 
wall  of  the  lesion.  On  retrograde  cysto- 
graphy one  usually  sees  a round  or  oval 
radiolucent  filling  defect  in  the  posterior 
aspect  of  the  bladder. 

The  treatment  of  simple  ureteroceles 
will  depend  on  the  degree  of  obstruction 
and  dilatation  of  the  ureter  and  upper  col- 
lecting tracts.  It  will  vary  from  one  to 
another  of  several  procedures  which  re- 
lieve the  obstructive  factor. 
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President’s  Page 

In  his  report  to  the  AMA  House  of  Delegates  in 
Atlantic  City  in  June  1967  Dr.  Wesley  Hall,  Chairman  of 
the  AMA  Board  of  Trustees,  said : “The  AMA  board  be- 
lieves that  never  before  has  the  Medical  Pac  movement 
more  strongly  deserved  and  needed  your  support  and 
the  support  of  all  members  of  the  profession  and  the  state 
and  county  medical  societies.  There  should  be  maximum 
voluntary  participation  in  the  national  and  state  Paes, 
as  independent  organizations  established  under  the  law, 
by  the  entire  profession  and  especially  by  its  leadership. 
We  urge  strongly  that  the  state  medical  associations  use 
their  influence  in  stimulating  voluntary  participation 
and  that  this  participation  be  as  universal  as  possible.” 

All  legislation  related  to  health  and  medicine  origi- 
nates in  the  U.  S.  House  of  Representatives.  It  follows  then  that  the  House  becomes  the 
starting  or  stopping  point  of  all  bills  affecting  health  and  the  practice  of  medicine.  This 
is  why  AMPAC  and  SCALPEL  (one  of  the  fifty  arms  of  AMPAC)  place  such  great  em- 
phasis on  electing  members  to  the  House  of  Representatives  who  have  a sympathetic 
understanding  of  the  problems  of  organized  medicine.  Legislation  detrimental  to  medi- 
cal practice  can  thus  be  defeated. 

As  a practicing  physician  this  effort  deeply  involves  you,  and  I do  not  believe  that 
we  can  afford  the  luxury  of  being  too  busy  or  disinterested.  I am  confident  that  most 
of  you  care,  and  I urge  you  to  join  this  effort  to  preserve  the  free  enterprise  system 
of  medical  practice.  Membership  in  AMPAC  and  SCALPEL  is — and  must  be — every- 
body’s job.  Don’t  forget  that  your  wife’s  partnership  in  politics  is  needed,  and  we  wel- 
come her  membership  too.  JOIN  TODAY  FOR  BOTH. 

“The  triumph  of  evil  requires  only  that  good  men  do  nothing.”  Edmund  Burke 
(1729-1797). 

Joel  W.  Wyman,  M.D.,  President 


50  YEARS  AGO 


June  1918 

More  doctors  were  sought  for  the  Armed  Services. 

The  serious  plight  of  many  communities  which 
were  short  of  doctors  because  of  their  absorption 
by  the  Army  was  discussed. 

It  was  noted  that  South  Carolina  had  furnished 
about  200  physicians  or  about  15  percent  of  all  the 
doctors  in  the  state. 
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Editorials 


WILLIAM  PERRY,  M.D. 


At  the  Annual  Meeting  of  the  South 
Carolina  Medical  Association,  Dr.  Wil- 
liam L.  Perry  was  named  president-elect 
of  the  Association.  He  will  take  office 
in  1969. 

A native  of  Chesterfield,  William  L. 
Perry,  M.  D.  was  graduated  from  Wake 
Forest  College  and  received  his  M.D.  de- 
gree from  the  Medical  College  of  South 
Carolina.  He  served  his  internship  at  Mc- 
Leod Infirmary  in  Florence  and  has  been 
in  private  practice  since  1940. 

Dr.  Perry  has  been  chairman  of  the 
Chesterfield  County  Board  of  Education 
for  eight  years,  is  a past  president  of 
Chesterfield  County  Society  and  Pee  Dee 
Medical  Association.  He  is  a member  of 
the  American  Academy  of  General  Prac- 
tice. Dr.  Perry  has  been  a councillor  of  the 
6th  Medical  District  for  nine  years  and  is 
currently  chairman  of  council. 


Annual  Meeting  Business 

The  Annual  Meeting  of  the  South  Caro- 
lina Medical  Association  was  held  at  Myr- 
tle Beach  on  May  13-15,  1968  with  more 
than  400  physicians  present.  The  meeting 
was  somewhat  uneventful.  New  officers 
were  elected  as  follows.  President,  Wil- 
liam Perry  of  Chesterfield;  vice-president, 
C.  Tucker  Weston  of  Columbia;  secretary, 
Strother  Pope  of  Columbia  and  J.  Howard 
Stokes  of  Florence,  treasurer. 

Thomas  Parker  of  Greenville  was 
named  delegate  to  the  AMA  house  of  dele- 
gates. 

Harrison  Peeples  was  elected  alternate 
delegate  to  the  AMA.  J.  D.  Gilland  was 
elected  to  Council.  Reelected  to  Council 
were  Martin  Teague  and  Harold  Hope. 

Elected  to  the  Mediation  Committee 
were  Robert  Solomon,  Gordon  Able,  Swift 
C.  Black  and  W.  A.  Wallace.  Clay  Evatt 
Jr.  was  elected  to  the  Benevolence  Fund 
Committee.  Harold  S.  Gilmore  and  Harold 
E.  Jervey  Jr.  were  re-elected  members  of 
the  State  Board  of  Medical  Examiners. 
Richard  Allison  Jr.  was  named  to  the 
State  Board  of  Nursing  Examiners,  and 
T.  C.  McFall  to  the  Hospital  Advisory 
Council  to  the  State  Board  of  Health. 

The  Association  gave  endorsement  to 
the  South  Carolina  Regional  Medical  Pro- 
gram for  Heart  Disease,  Cancer,  Stroke 
and  Related  Diseases. 

In  other  resolutions,  the  house  of  dele- 
gates recommended  that: 

Registered  hospitals  in  the  state  allow 
admission  and  treatment  of  alcoholics. 

Direct  billing  of  private  patients  under 
the  South  Carolina  Medicaid  program  be 
permitted  in  accordance  with  federal  law. 

The  AMA  cooperate  with  the  federal 
government  in  its  investigation  of  “of  the 
true  reasons  for  rising  hospital  costs”. 

This  resolution  urged  the  AMA  to  col- 
lect per  diem  rates  and  utilization  figures 
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from  Veterans  Administration  and  other 
federally  controlled  hospitals  and  insist 
that  the  data  be  utilized  as  a yardstick 
for  evaluating  hospitals  costs  in  non- 
federally  controlled  hospitals. 

The  physicians  also  praised  Sen.  Strom 
Thurmond  for  opposing  the  confirmation 
of  Wilbur  Cohen  as  secretary  of  health, 
eduction,  and  welfare. 

The  Medical  College  of  South  Carolina 
presented  a scroll  to  its  former  president, 
Dr.  Kenneth  M.  Lynch,  in  appreciation  of 
his  past  service. 

The  banquet  speaker  was  Dr.  William 
McCord,  who  filled  the  place  of  Governor 
McNair,  whose  presence  was  prevented  by 
illness. 

A resolution  to  change  the  composition 
of  the  State  Board  of  Health  was  referred 
to  a committee  for  study  over  the  com- 
ing year. 

It  was  reported  that  the  bill  in  the 
legislature  to  bar  advertising  by  any 
members  of  the  healing  arts  would  prob- 
ably be  defeated  and  was  not  being  pushed 
too  hard. 

Direct  billing  for  Medicaid  patients  was 
urged.  A crown  tax  to  provide  funds  for 
a center  for  alcoholics  was  suggested. 

Family  planning  was  endorsed,  as  was 
a resolution  to  revise  the  laws  concerning 
abortion  and  sterilization.  The  State 
Board  of  Health  was  urged  to  pursue  its 
active  campaign  of  inspection  of  restau- 
rants and  cafes. 

A committee  on  Mongolism  was  created. 
Resolutions  called  for  establisment  of  fi- 
nancial need  for  patients  accepted  on  the 
Vocational  Rehabilitation  program,  and 
permission  for  examination  of  its  candi- 
dates by  the  family  physicians  were  ap- 
proved. 

The  House  voted  that  hospitals  ap- 
proved by  Accreditation  Commission 
should  be  acceptable  to  the  Vocational  Re- 
habilitation Commission. 

A proposed  amendment  to  limit  to  five 
the  number  of  memberships  of  past  presi- 
dents in  the  House  was  not  passed.  The 
resolution  about  coordination  of  benefits 


by  Blue  Cross  was  referred  to  a study 
committee.  Resolutions  concerning  inves- 
tigation of  costs  of  hospital  care,  service 
of  physicians  on  hospital  boards,  and  al- 
lowance for  certain  automobile  expenses 
as  tax  free  items  were  approved.  SCAL- 
PEL was  commended. 


John  Booker,  M.D. 
Chairman  of  Council 


At  the  reorganization  meeting  of  Coun- 
cil on  May  15,  Dr.  John  Booker  was  elec- 
ted chairman,  and  Dr.  J.  D.  Gilland  was 
named  as  clerk. 

The  date  of  the  next  meeting  was  set 
for  July  10  at  2 p.m.  at  the  offices  of  the 
State  Board  of  Health  in  Columbia. 

Dates  for  the  next  annual  meeting  were 
named  as  May  11-14,  1969. 


QUIDNUNC 

“A  physician  that  has  his  tongue  well  hung,  and 
is  master  of  the  art  of  persuading,  fastens,  by  the 
mere  force  of  words,  such  a virtue  upon  his  reme- 
dies, and  raises  the  faith  and  hopes  of  the  patient  to 
that  pitch,  that  sometimes  he  masters  difficult  dis- 
eases with  the  silliest  remedies;  which  physicians 
of  greater  learning  could  not  do  with  noble  reme- 
dies, merely  because  they  talked  faintly,  and  with 
a soft  dead  air.” 

Georye  Baglivi  (1668-1706) 
“Professors  may  be  divided  into  four  classes. 
There  is,  first,  the  man  who  can  think,  but  who 
has  neither  tongue  nor  technique.  Though  useless  for 
the  ordinary  student,  he  may  be  the  leaven  of  a 
faculty  and  the  chief  glory  of  his  University.  A 
second  variety  is  the  phonographic  professor,  who 
can  talk,  but  who  can  neither  think  nor  work.  Under 
the  old  regime  he  repeated  year  by  year  the  same 
lecture.  A third  is  the  man  who  has  technique,  but 
who  can  neither  talk  nor  think:  and  a fourth  is  the 
rare  professor  who  can  do  all  three,  think,  talk,  and 
work.” 

Sir  Wiliam  Osier  (1849-1919) 
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Dr.  Alvin  L.  Rittenberg  and  Dr.  Henry 
W.  Rittenberg  have  removed  their  offices 
to  3939  Whipper  Barony  Lane,  Charleston 
Heights.  Drs.  J.  C.  Hedden,  W.  A.  Wallace 
and  E.  Kenneth  Aycock  recently  partici- 
pated in  laying  a cornerstone  in  the  new 
Spartanburg  County  Health  Department 
building.  Dr.  Peter  C.  Gazes  of  the  Medi- 
cal College,  president-elect  of  the  S.  C. 
Heart  Association,  and  Dr.  Donald  E. 
Saunders  Jr.  of  Columbia,  vice  president, 
took  part  in  the  program  of  a recent  con- 
ference of  the  American  Heart  Associa- 
tion in  New  York.  Dr.  Carter  P.  Maguire, 
clinical  associate  in  surgery  at  the  Medi- 
cal College,  has  been  elected  president  of 
the  Coastal  Medical  Society.  Dr.  Leon 
Banov  Jr.  of  Charleston  was  elected  secre- 
tary-treasurer. Dr.  Harvey  L.  Burnette 
Jr.,  chief  of  staff  and  director  of  the  stu- 
dent medical  center  at  Bowling  Green 
University,  has  been  appointed  director 
of  health  services  at  the  University  of 
South  Carolina.  Dr.  Burnette,  a 1945  grad- 
uate of  the  Medical  College  of  S.  C.,  re- 
places the  late  Dr.  Robert  B.  McNulty.  A 
native  of  Cheraw,  Dr.  Burnette  is  cur- 
rently two-term  president  of  the  Ohio  Col- 
lege Health  Assn,  and  institutional  repre- 
sentative to  the  American  College  Health 
Assn.  Dr.  Charles  R.  Propst  of  Sumter 
has  been  named  one  of  525  physician  con- 
sultants to  evaluate  the  medical  aspects  of 
Head  Start  program  in  communities 
throughout  the  United  States.  Dr.  Robert 
L.  Wingate  Jr.  has  opened  his  office  for 
the  practice  of  internal  medicine  at  2800 
Rosewood  Drive,  Columbia.  A graduate  of 
the  Medical  College  of  S.  C.,  Dr.  Wingate 
completed  his  internship  at  Cincinnati 
Ohio  General  Hospital  and  his  residency 
training  at  Cincinnati,  Medical  College  of 
Virginia,  and  Charity  hospitals  of  Lou- 
isiana. 


Dr.  Edward  M.  Tracy  has  announced 
the  opening  of  his  office  for  the  practice 
of  internal  medicine  in  the  Charleston 
Medical  Center.  Dr.  Frank  F.  Espey  of 
Greenville,  president  of  the  Association  of 
Surgeons  of  the  Southern  Railway  Sys- 
tem, presided  at  that  group’s  annual  meet- 
ing in  Cincinnati  April  21-24.  Dr.  Margaret 
B.  Neville  has  succeeded  retired  Green- 
wood County  Health  Officer  Dr.  J.  W. 
Bell.  A native  of  Walterboro,  Dr.  Neville 
graduated  from  the  College  of  Charleston 
and  obtained  her  M.D.  from  the  Medical 
College  of  South  Carolina.  In  a ceremony 
held  recently  in  Camden  at  the  Selective 
Service  office  Drs.  Carl  A.  West  and 
George  S.  Rhame,  medical  advisors  for  the 
Kershaw  County  Selective  Service  Board, 
were  presented  with  25-year  Certificates 
of  Service.  Dr.  George  Dean  Johnson, 
Spartanburg  pediatrician,  was  recognized 
this  spring  by  the  Spartanburg  County 
Medical  Society  for  outstanding  work  as 
a citizen  and  as  a physician.  Making  the 
presentation  was  Dr.  Wardlaw  Hammond. 
Dr.  Johnson  has  served  as  president  of  the 
Rotary  Club,  chairman  of  the  District  7 
School  Board  of  Trustees,  president  of  the 
Chamber  of  Commerce,  and  has  received 
the  Sertoma  state  award  for  Service  to 
Mankind.  He  also  has  been  president  of  the 
Medical  Society  and  president  of  the  S.  C. 
Medical  Association.  Dr.  Johnson  is  a dele- 
gate to  the  American  Medical  Association 
and  is  on  its  committee  for  constitution 
and  bylaws.  Dr.  Louis  Stephens  will  be- 
come president  of  the  Clinton  Chamber 
of  Commerce.  Dr.  Joseph  I.  Waring  of 
Charleston  received  an  honorary  degree 
of  doctor  of  letters  from  the  College  of 
Charleston  May  28.  Dr.  William  B.  Gam- 
ble, a Charleston  pediatrician,  was  elected 
president  of  the  Tuberculosis  and  Health 
Assn,  of  Coastal  Carolina  recently. 
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Medical  College 

Dr.  Dale  Groom  was  elected  Chairman 
of  the  Board  of  Governors  of  the  Ameri- 
can College  of  Physicians  at  their  annual 
convention  held  in  Boston  on  April  1-5.  Dr. 
Groom  had  served  for  two  years  as  Vice- 
Chairman  of  the  Board  of  Governors  and 
was  a member  of  the  committee  which  pro- 
duced the  “Medical  Knowledge  Self-As- 
sessment Program”  conducted  by  the  or- 
ganization. 

While  attending  the  American  College 
of  Physicians  convention  in  Boston,  Dr. 
Groom  presided  over  the  General  Session 
on  Cardiology. 

Eight  scientific  papers  were  presented 
April  15-20  by  representatives  of  the  Medi- 
cal College  at  the  annual  meetings  of  the 
Federation  of  American  Societies  of  Ex- 
perimental Biology  in  Atlantic  City,  N.  J. 
The  Federation  is  the  world’s  largest  bio- 
logical scientific  organization. 

Members  of  the  Department  of  Oto- 
laryngology attended  several  meetings  of 
national  otolaryngologic  societies,  April 
18-26,  in  Hollywood  Beach,  Fla.  Those  at- 
tending included  Drs.  F.  J.  Putney,  C.  S. 


NEW 

The  State  Board  of  Health’s  Executive 
Committee  acted  March  27  on  the  recom- 
mendations of  its  Hospital  Advisory  Coun- 
cil for  allocation  of  Hill-Burton  Funds. 

Funds  totalling  $5,434,661  are  broken 
down  into  the  categories  of  construction 
and  modernization.  This  includes  hospi- 
tals, long-term  care  facilities,  public 
health,  rehabilitation,  diagnostic  and 
treatment  centers. 

A total  of  $205,359  was  allocated  for 
rehabilitation  centers.  One  hundred 


South  Carolina 

Bagiev,  A.  L.  Lemel,  Frank  Young,  Jack 
Thornton,  and  Cliff  Chapman.  Drs.  Putney 
and  Young  presented  a paper  entitled 
“Ossifying  Fibroma  of  the  Sinuses”  be- 
fore the  American  Laryngological  Assn. 

Dr.  R.  Ramsey  Mellette  served  as  mod- 
erator of  the  7th  annual  Colloquium  for 
Graduate  Education  of  Non-Psychiatrist 
Physicians  held  in  New  Orleans. 

Dr.  George  H.  Orvin  recently  presented 
two  papers  on  adolescents  at  the  Oxford 
University  Medical  School,  Oxford,  Eng- 
land. 

Nineteen  students  and  faculty  members 
from  the  Medical  College  participated  in 
the  41st  annual  meeting  of  the  S.  C.  Aca- 
demy of  Science  April  26-27,  on  the  Uni- 
versity of  S.  C.  campus  in  Columbia. 

Dr.  Curtis  P.  Artz  was  guest  speaker  at 
the  annual  Shaw  Air  Force  Base  spon- 
sored Sumter-Clarendon  County  Medical 
Society  meeting,  April  4.  On  April  16,  he 
spoke  to  the  Postgraduate  Medical  As- 
sembly in  Atlanta  and  participated  in  var- 
ious sessions  of  the  American  Surgical 
Assn,  in  Boston  the  17-19th. 


S 

twenty-four  thousand  dollars  was  awarded 
to  the  S.  C.  Retarded  Children’s  Habilita- 
tion  Center  in  Summerville.  The  re- 
mainder will  go  to  the  construction  of  the 
new  Easter  Seal  Rehabilitation  Center 
in  Columbia. 

The  Committee  also  approved  $3,177,- 
000  for  new  construction  and  moderniza- 
tion of  general  hospitals. 

Eligibility  for  these  funds  is  based  on 
a priority  determined  by  the  number  of 
existing  beds  serving  the  county’s  popula- 
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tion.  Any  county  may  use  any  or  all  of 
the  total  amount  allocated  if  they  meet 
the  matching-funds  requirement. 

Three  hundred  seventy-three  thousand 
and  one  hundred  dollars  will  go  to  Colum- 
bia Hospital  for  construction  of  a diag- 
nostic and  treatment  center.  Sumter 
County  will  receive  $140,000  to  add  to  its 
public  health  center;  Berkeley  County  will 
get  $26,000  to  build  a new  health  center 
in  Wando;  and  Richland  County  will  re- 
ceive $1,000  to  complete  construction  of 
its  recently  expanded  facility. 

The  council  also  makes  recommenda- 
tions on  allocations  for  construction  of 
mental  health  and  mental  retardation 
facilities,  $184,619,  to  the  proposed  new 
Pee  Dee  Rehabilitation  Center  to  be 
located  near  Florence. 

In  addition,  $495,212  was  approved  for 
the  construction  of  a new  community  men- 
tal health  center  in  Columbia,  and  $112,- 
692  to  the  Charles  Lee  Mental  Health 

Center  in  Spartanburg. 

* * ❖ 

Dr.  Hilla  Sheriff  and  the  professional 
staff  of  the  Child  Evaluation  Clinic  of 
the  State  Board  of  Health  appeared  in  one 
of  a series  of  11  educational  television 
programs  on  mental  retardation. 

This  series,  entitled  “The  Other  Three 
Percent,”  was  made  possible  by  a federal 
grant  to  Columbia  College  and  through 


the  cooperation  of  the  S.  C.  Educational 
Television  Center.  The  programs  are  de- 
signed to  create  a public  awareness  of 
mental  retardation  and  what  can  be  done 
for  the  mentally  retarded.  All  aspects  of 
mental  retardation  will  be  covered.  Bill 
Houth  wrote  the  script  for  the  program. 

“Retardation  must  be  viewed  as  a na- 
tional problem,”  said  Dr.  Sheriff.  “In 
terms  of  magnitude,  it’s  the  most  handi- 
capping of  all  childhood  disorders.  Three 
percent  of  children  are  retarded,  and  the 
numbers  are  increasing.  More  than  125,- 
000  mentally  retarded  babies  are  born 
in  the  United  States  every  year,  accord- 
ing to  best  estimates,  and  a much  larger 
number  probably  function  ineffectively 
throughout  life,  without  ever  being  iden- 
tified as  retarded. 

Public  health  efforts  are  aimed  pri- 
marily at  preventing  conditions  of  disease 
and  disability,”  she  continued ; “and  even 
though  there  is  much  about  mental  retar- 
dation that  we  still  don’t  know,  we  are 
rapidly  gathering  evidence  that  will  help 
in  the  prevention  of  mental  retardation.” 

Dr.  Sheriff’s  part  in  the  program  was 
filmed  in  the  Baptist  Hospital  Nursery. 


A special  four-bed  ward  for  intensive 
care  of  cardiac  patients  is  under  construc- 
tion and  scheduled  for  operation  in  May  at 
Greenville  General  Hospital. 


MEDICAID  APPROVED  FOR  STATE 


South  Carolina’s  Medicaid  program,  ex- 
pected to  cost  $16  million  the  first  year, 
received  final  approval  this  spring  from 
the  Health,  Education  and  Welfare  De- 
partment, Social  and  Rehabilitation  Serv- 
ice. 

Covering  only  welfare  recipients,  the 
program  will  receive  80.5  percent  of  its 
funds  from  the  federal  government  to  pro- 
vide free  health  care  for  an  estimated 
75,000  persons. 

The  Medicaid  program  was  authorized 
by  Congress  two  years  ago,  and  South 


Carolina  is  the  41st  state  to  use  it. 

It  is  the  second  major  federal  govern- 
ment program  dealing  with  payment  of 
medical  expenses.  The  other,  Medicare,  is 
designed  for  persons  over  65. 

Medicaid  is  aimed  at  aid  to  the  indigent 
on  the  state’s  assistance  roles,  without  re- 
gard to  age. 

Five  basic  services  will  be  provided  by 
the  Palmetto  Medicaid  project.  They  are 
inpatient  and  out-patient  treatment,  nurs- 
ing home  care,  physicians’  services,  x-ray 
and  laboratory  services. 
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It  won’t  do  the  job. 


Neither  will  protection  which  pays  for  only 
a small  portion  of  hospital  and/or  surgical 
costs. 


Blue  Cross  and  Blue  Shield  pre-payment 
plans  are  today’s  best  answer  for  surgical 
and  hospital  protection. 


Blue  Cross  - Blue  Shield. 
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THE  MONTH  IN  WASHINGTON 


The  federal  government  has  established 
a new  agency  and  appointed  two  new  ad- 
visory committees  in  the  health  care  field. 

The  new  agency  is  the  National  Center 
for  Health  Services  Research  and  Develop- 
ment. The  committees  are : 

1.  The  Medical  Assistance  Advisory 
Council  that  will  advise  the  secretary  of 
Health,  Education  and  Welfare  on  mat- 
ters relating  to  federal-state  medical  aid 
programs. 

2.  A panel  to  give  the  social  security 
commissioner  advice  on  experiments  to 
find  new  methods  of  reimbursing  hos- 
pitals and  physicians  for  health  care  un- 
der medicare  and  other  federal  health 
programs. 

Health,  Education  and  Welfare  spokes- 
men said  the  new  center  will  work  with 
universities,  industry,  hospitals,  practi- 
tioners and  research  institutions  to  seek 
new  ways  of  delivering  health  care,  was 
authorized  by  Congress  last  year  at  the 
Johnson  administration’s  request. 

“The  ultimate  goal  of  the  center  is  to 
aid  practitioners  and  institutions  involved 
in  health  services  to  improve  the  distribu- 
tion and  quality  of  services  and  to  make 
the  best  possible  use  of  manpower,  funds, 
and  facilities.’’  said  Dr.  Philip  R.  Lee, 
assistant  HEW  secretary  for  Health  and 
Scientific  Affairs. 

The  immediate  goals  of  the  center  were 
listed  as : 

- — More  efficient  utilization  of  health 
personnel,  including  the  development  of 
new  types  of  health  workers  at  the  pro- 
fessional, technical  and  auxiliary  levels. 

— Increased  productivity  and  better 
management  of  all  elements  of  the  medical 
care  system  to  improve  quality  and  mod- 
erate rapidly  rising  costs. 

— Technological  innovation,  for  im- 
mediate application,  to  achieve  cost  re- 
duction and  quality  improvement. 

— To  survey  and  analyze  health  sys- 
tems, including  costs  and  financing  and 
to  test  new  concepts  and  systems  of 
health  care  delivery. 


— To  recruit,  train  and  develop  per- 
sonnel for  health  services  research,  in- 
cluding the  establishment  of  regional,  non- 
Eederal  centers  for  health  services  re- 
search and  training. 

— Collection  and  correlation  of  existing 
information  on  health  services  delivery 
for  planning  and  organization  design. 

— Initiation  of  systems  studies  of  insti- 
tutional design,  construction,  equipment 
and  maintenance  and  support  of  construc- 
tion of  cost-saving  innovations. 

Director  of  the  center,  which  is  under 
the  newly  created  Health  Services  and 
Mental  Health  Administration,  is  Dr. 
Paul  J.  Sanazaro,  who  had  directed  ed- 
ucation and  medical  care  research  for  the 
Association  of  American  Medical  Colleges 
since  1962. 

HEW  said  the  advisory  council  would 
be  consulted  on  program  development  and 
practical  operational  problems  involved 
in  Medicaid  (Title  XIX  of  Social  Secur- 
ity). Such  programs  are  in  operation  in 
38  states,  Guam,  Puerto  Rico  and  the  Vir- 
gin Islands.  Rashi  Fein,  Ph.D.,  a chief 
economist  at  the  Brookings  Institution, 
was  named  chairman  of  the  21-member 
council  which  includes  six  physicians: 

John  B.  Farley,  Pueblo,  Colo.;  Thomas 
B.  Georges,  Pennsylvania  health  and  wel- 
fare official;  Amos  N.  Johnson,  Garland, 
N.  C. ; Maynard  Shapiro,  Chicago,  presi- 
dent-elect of  the  American  Academy  of 
General  Practice;  George  W.  Slagle,  Bat- 
tle Creek,  Mich.,  chairman  of  the  Ameri- 
can Medical  Association’s  Council  on  Med- 
ical Service,  and  Donald  Smith,  public 
health  professor  at  the  University  of 
Michigan. 

The  Social  Security  Administration  said 
the  reimbursement  panel  would  review 
proposals  for  experiments  submitted  by 
institutions  and  individuals  in  the  health 
care  and  health  insurance  fields.  After 
such  reviews,  it  will  be  asked  to  recom- 
mend the  ones  it  believes  to  have  the 
greatest  potential. 

Nathan  J.  Stark,  a Kansas  City,  Mo., 
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businessman  is  chairman  of  the  17-mem- 
ber group.  Four  members  are  physicians : 
Solomon  J.  Axelrod,  University  of  Michi- 
gan; Thomas  W.  Georges,  Jr.,  Pennsyl- 
vania welfare  official ; Donald  R.  Hayes, 
Springfield,  Mass,  and  Pierre  J.  Salmon, 
San  Mateo,  Calif.,  county  public  health 
and  welfare  official. 

* * * 

The  American  Medical  Association 
urged  that  Congress  appropriate  maxi- 
mum amounts  for  support  of  medical  ed- 
ucation. 

The  AMA  position  was  outlined  by  Dr. 
C.  H.  William  Ruhe,  director  of  the  AMA’s 
division  of  medical  education,  at  a hearing 
of  a House  appropriations  subcommittee. 

“We  recognize  the  present  concern  of 
the  Congress  and  the  nation  for  an  over- 
all reduction  in  federal  expenditures,” 
Dr.  Ruhe  said  “However,  we  believe  that 
the  urgent  need  for  more  physicians 
merits  the  funding,  to  the  fullest  extent 
possible  of  legislation  supporting  medical 
education.  . . . 

“An  urgent  need  exists  in  this  country 
for  more  physicians  to  meet  the  health 
care  needs  of  the  American  public.  This 
need  can  only  be  met  effectively  by  a 
major  increase  in  the  capacity  of  Ameri- 
can medical  schools  to  educate  more  phy- 
sicians.” 

Dr.  Ruhe  noted  that  Federal  aid  to  med- 
ical schools  under  the  proposed  Health 
Manpower  Act  of  1968  would  not  become 
available  before  1970.  Therefore,  he  said 
efforts  must  be  made  to  secure  the  essen- 
tial immediate  increase  in  financial  sup- 
port through  increased  appropriations 
under  existing  law.  He  listed  the  Health 
Professions  Educational  Assistance  Act, 
the  Health  Research  Facilities  Construc- 
tion Act,  the  Medical  Act,  and  the  general 
research  support  authority  of  the  National 
Institutes  of  Health. 

•i*  H* 

Gov.  Nelson  Rockefeller  of  New  York 
and  two  other  witnesses  at  a Senate  sub- 
committee hearing  supported  national 
compulsory  health  insurance  as  a solution 


of  the  problem  of  rising  health  care  costs. 

The  other  witnesses  were  Olcott  D. 
Smith,  chairman  of  Aetna  Life  and  Cas- 
ualty Company,  who  expressed  belief  that 
private  companies  could  work  with  the 
government  effectively  on  such  a program, 
and  economist  Victor  Fuchs. 

But  Wilbur  J.  Cohen,  acting  secretary 
of  Health,  Education  and  Welfare  who 
favored  the  plan  20  years  ago,  said  he 
now  believes  the  government  should  move 
on  other  fronts.  He  said  it  would  be  dif- 
ficult— a “monumentable  task” — at  this 
time  to  achieve  a workable  and  acceptable 
program  of  compulsory  national  health 
insurance.  He  did  not  foresee  the  United 
States  following  the  pattern  of  European 
nations  in  adopting  a monolithic  central 
health  system  for  the  entire  nation.  He 
said  this  country  is  too  large  for  a single 
plan  but  that  the  benefits  under  any  var- 
ious plans  adopted  should  be  relatively 
uniform  for  all  Americans. 

Cohen  said  first  priority  now  should  be 
given  maternal  and  child  health  programs. 
He  listed  as  other  “must”  programs  the 
expansion  of  medical  manpower  and 
health  facilities  and  the  continued  invest- 
ment in  health  research. 

Sen.  Abraham  Ribicoff  (D.,  Conn), 
chairman  of  the  subcommittee  holding 
hearings  on  health  care  costs,  also  said 
that  the  emphasis  now  should  be  on  more 
immediate  solutions.  He  said  that  his  ex- 
perience with  the  fight  over  medicare  had 
convinced  him  that  it  would  be  a long  time 
before  Congress  would  accept  compul- 
sory national  health  insurance. 

He  said  that  the  first  week  of  the  hear- 
ings “made  clear  that  a health  care  sys- 
tem in  America  must  include  everyone — 
public  and  private  organizations,  in- 
surance companies,  the  Blues,  the  volun- 
tary hospitals,  nursing  homes,  medical 
societies,  individual  private  practitioners, 
those  who  practice  medicine  in  groups, 
and  state,  local  and  federal  agencies.” 

* * * 

Manufacturers  of  oral  contraceptives 
are  being  asked  by  the  Food  and  Drug  Ad- 
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ministration  to  revise  uniform  labeling 
for  the  products  to  reflect  findings  from 
research  in  Great  Britain  that  there  is  an 
association  between  the  use  of  oral  con- 
traceptives and  thromboembolic  diseases. 

Dr.  Herbert  L.  Ley,  Jr.,  director  of  the 
FDA’s  Bureau  of  Medicine,  notified  the 
manufacturers  of  the  publication  of  the 
British  reports  in  the  April  27  issue  of 
the  British  Medical  Journal.  He  called  the 
companies  to  a Washington  meeting  for 


TRANSPLANT  BILL  APPROVED 

The  South  Carolina  General  Assembly 
has  given  final  approval  to  a bill  designed 
to  relieve  a physician  of  legal  responsi- 
bility for  the  health  of  transplanted 
organs  and  transfused  blood. 


ADVISORY  COUNCIL  MEETS 
At  a meeting  of  the  Governor’s  Ad- 
visory Council  for  Comprehensive  Health 
Planning  Dr.  E.  Knneth  Aycock,  State 
Health  Officer,  was  named  chairman.  Dr. 
James  A.  Morris  is  1st  vice-chairman;  Dr. 
Martin  M.  Teague,  2nd  vice-chairman  and 
Mr.  Harry  R.  Bryan,  alternate  chairman. 


MEETINGS 

The  Sixth  National  Cancer  Conference, 
sponsored  by  the  American  Cancer  So- 
ciety and  the  National  Cancer  Institute, 
will  be  held  in  the  Denver  Hilton  Hotel, 
Denver,  Colorado,  Sept.  18-20. 

For  more  information  write;  Dr.  Roald 


discussion  of  “prompt  revision  of  uniform 
labeling.” 

Proposed  labeling  changes,  based  on 
preliminary  results  and  unofficial  reports 
of  the  British  findings,  had  been  submit- 
ted to  U.  S.  manufacturers  by  the  FDA 
last  month. 

The  proposed  now  FDA  labeling  would 
reflect  the  findings  of  the  British  studies 
and  would  be  aimed  at  prescribing  physi- 
cians, an  FDA  spokesman  said. 


N.  Grant,  c o American  Cancer  Society, 
219  East  42nd  St.,  New  York,  N.  Y. 
10017. 


The  Ninth  American  Medical  Associa- 
tion Air  Pollution  Medical  Research  Con- 
ference will  be  held  at  the  Denver  Hilton 
Hotel,  Denver,  Colorado,  July  22-24. 


The  Great  Smoky  Mountains  Pediatric 
Seminar  is  scheduled  for  June  13-15  at  the 
Gatlinburg  Inn,  Gatlinburg,  Tenn. 


A planning  grant  of  $30,018  in  federal 
funds  has  been  allocated  to  the  Greenville 
Hospital  System  through  the  South  Caro- 
lina Regional  Medical  Program  (SCRMP). 
The  grant  will  be  used  to  develop  “co- 
operative arrangements  among  agencies 
and  institutions  within  the  Greenville  area 
as  the  basis  for  comprehensive  patient 
services  and  for  educational  programs 
which  may  serve  as  a model  for  compar- 
able programs  elsewhere  in  the  region.” 


OFFICE  SUITE  FOR  RENT  IN  COLUMBIA,  S.  C. 

Includes:  Waiting  room  for  patients  — office  space  for  secretary  and 
records  — two  privae  paneled  offices  — three  examining  rooms  — labor- 
atory space  — rest  room  facilities  — free  on-premises  parking. 

Choice  of  sharing  with  another  physician  or  renting  the  whole  suite. 

Phone  787-7937  For  information  contact 

or  787-6434  J.  Drake  Edens,  Jr. 

905  Arbutus  Dr. 
Columbia,  S.  C. 
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ROLE  OF  THE  STATE  BOARD  OF  HEALTH 
IN  MEDICAL  CARE 


MALCOLM  U.  DANTZLER,  M.D.,  M.P.H. 

Assistant  State  Health  Officer 


The  meaning  of  the  term,  medical  care, 
has  changed  with  the  rapid  and  continu- 
ing development  of  medicine.  It  is  now 
commonly  used  to  include  all  kinds  of 
personal  health  services  provided  to  in- 
dividuals by  physicians,  dentists,  phar- 
macists, nurses,  social  workers,  and  other 
health  professionals.  In  1900,  medical 
care  consisted  primarily  of  the  contents 
of  a little  black  bag  and  the  single  guid- 
ing hand  of  the  family  doctor  at  the  pa- 
tient’s own  bedside.  Now,  these  are  being 
supplanted  by  the  technical  capacity  of 
the  modern  hospital  and  the  skills  of  many 
specialists.  Coincident  with  these  changes 
have  come  problems  of  complexity  and 
rising  costs,  problems  in  achieving  acces- 
sibility to  and  continuity  in  services; 
problems  of  fragmentation  and  deper- 
sonalization in  patient  care. 

The  great  success  achieved  in  the  con- 
trol of  practically  all  of  the  major  con- 
tagious diseases  and  other  factors  have 
created  changing  health  needs  and  chang- 
ing patterns  in  the  organization  and  fi- 
nancing of  personal  health  services.  Our 
people  are  living  longer  on  the  average 
and  are  increasingly  encountering  the  de- 
generative diseases  and  chronic  disabili- 
ties. Industrialization,  urbanization,  and 
higher  standards  of  living  contribute  to 
increased  capacity  to  provide  and  to  use 
services.  Rapid  population  growth,  higher 
levels  of  educational  attainment,  and  in- 
creased population  mobility  also  influence 
the  rising  demand  for  health  services  and 
create  a need  for  better  patterns  for  their 
delivery. 

Many  of  the  advances  in  modern  medi- 
cal care  have  occurred  as  a result  of  im- 
proved methods  and  skills  in  organization 
which  make  possible  division  of  labor  and 
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the  coordination  of  specialized  tasks. 
Technological  advances  have  produced  a 
high  degree  of  specialization  which  gene- 
rates a need  for  organization.  When  pa- 
tients experience  difficulty  in  finding  and 
using  medical  care  from  numerous  inde- 
pendent specialized  sources,  organization 
becomes  a necessary  means  for  coordina- 
tion of  services  and  focusing  on  the  total 
patient.  Hospitals  and  nursing  homes, 
group  practice,  home  care  programs,  and 
public  health  programs  are  examples  of 
means  to  provide  such  organization. 

The  growth  of  the  medical  care  industry 
toward  being  the  largest  in  the  country 
and  the  increasing  expenditures  for  medi- 
cal care  reflect,  in  part,  increasing  use 
of  personal  health  services.  More  people 
are  seeing  physicians  and  dentists  more 
often  now  than  they  did  30  years  ago. 
More  diseases  and  disabilities  are  now 
capable  of  treatment  in  a more  definitive 
fashion  through  the  array  of  equipment 
and  personnel  available  in  organized  set- 
tings such  as  hospitals,  group  clinics,  and 
nursing  homes. 

Medical  care  means  many  things  to 
many  different  people.  It  is  the  treatment 
of  measles  in  one  child  but  it  is  also  the 
vaccination  of  another  child  to  prevent  the 
disease.  It  is  the  surgery  performed  to  re- 
move a breast  cancer  but  it  also  includes 
the  annual  examination  which  detects 
such  conditions  at  an  early  stage.  It  is  the 
physician,  the  dentist,  the  nurse,  and  the 
pharmacist  practicing  their  professions 
but  it  is  also  the  drugs,  the  surgical  in- 
struments, and  the  array  of  equipment 
used  by  them  in  caring  for  patients.  It  is 
the  hospital  with  its  facilities,  clinics,  and 
laboratories,  but  it  is  also  the  State  Agency 
which  inspects  and  licenses  the  hospital, 
the  State-Federal  Hill-Burton  Program 
which  contributes  funds  toward  construc- 
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tion  of  a new  wing,  and  the  insurance 
plans  which  reimburse  the  hospital  for 
services  provided  their  subscribers. 

There  is  more  to  medical  care  than  the 
diagnosis  and  treatment  of  disease  in  the 
individual.  Medical  care  must  be  defined 
broadly  to  encompass  the  complete  range 
of  personal  health  services — the  promo- 
tion of  health,  the  prevention  of  disease, 
early  detection  of  disease,  diagnosis, 
treatment,  and  rehabilitation  of  the  pa- 
tient. These  personal  health  services  are 
produced,  financed,  and  delivered  through 
a variety  of  private  and  public  activities. 
The  term,  “medical  care,’’  must  therefore 
be  broadly  conceived  as  including  the  en- 
tire complex  of  personal  relationships  and 
organized  arrangements  through  which 
these  health  services  are  made  available 
to  the  people. 

The  principal  interaction  in  the  medical 
care  complex  is  between  the  people  need- 
ing personal  health  services  and  those  who 
provide  the  services.  This  interaction  may 
be  intimate  and  personal  between  a patient 
and  his  physician.  It  may  be  indirect  and 
somewhat  impersonal  as  in  a mass  im- 
munization campaign. 

The  clinic  and  the  hospital  do  not  pro- 
vide health  services  in  themselves  but  are 
essential  institutions  through  which  phy- 
sicians, dentists,  nurses,  and  other  health 
personnel  may  organize  to  provide  serv- 
ices and  where  many  patients  with  a 
variety  of  conditions  may  be  cared  for  ef- 
ficiently and  effectively. 

Medical  care  programs  that  organize 
and/or  finance  the  delivery  of  health 
services  must  obviously  have  relationships 
with  both  the  people  needing  and  the 
people  providing  services.  When  properly 
designed  and  administered,  these  pro- 
grams can  facilitate  more  effective  inter- 
action between  the  providers  of  service 
and  their  patients.  They  have  the  potential 
for  focusing  the  variety  of  specialized 
knowledge  and  skills  represented  by  the 
providers  of  services  on  the  patient  as  a 
whole,  rather  than  diverging  to  treat  in- 
dependently the  patient’s  separate  organ 


and  body  systems.  These  programs  can 
also  pool  the  financial  resources  of  groups 
of  individuals  to  effect  an  equitable  dis- 
tribution of  the  costs  of  services  and  pro- 
vide adequate  compensation  for  services 
rendered. 

Most  providers  of  health  services  be- 
lieve that  only  their  professional  peers 
are  qualified  to  evaluate  their  technical 
performance.  Only  a similarly  trained  and 
experienced  physician  or  dentist  is  be- 
lieved competent  to  judge  the  quality  of 
medical  or  dental  services  provided  by 
another.  A nurse  will  carry  out  the  orders 
of  a physician  in  caring  for  a patient  or  a 
social  worker  will  seek  consultation  and 
advice  from  a psychiatrist,  but  only  other 
nurses  or  other  social  workers  are  be- 
lieved to  be  qualified  to  evaluate  their 
professional  performances  related  to  nurs- 
ing and  social  work  skills.  While  most 
providers  recognize  that  sound  profes- 
sional practice  is  a partnership  between 
the  health  team  and  the  patient  and  his 
family,  they  hope  that  non-professional, 
social  or  economic  considerations  will  fa- 
cilitate rather  than  frustrate  their  efforts 
to  provide  good  medical  care  for  their 
patients. 

As  previously  stated,  the  central  focus 
of  medical  care  is  the  direct  relationships 
between  the  person  needing  health  serv- 
ices and  the  persons  who  provide  the 
services.  The  first  essential  element  of 
medical  care,  therefore,  is  accessibility. 
Good  medical  care  must  be  accessible  to 
the  individual  at  the  time  and  place  he 
needs  it.  This  implies  a portal  of  entry  in- 
to the  medical  care  complex  which  can 
best  be  furnished  by  providers  of  service, 
like  the  family  physician  and  dentist,  who 
view  their  task  as  a continuing  personal 
relationship  with  patients. 

A century  ago  the  family  doctor  served 
as  physician,  surgeon,  midwife,  dentist, 
pharmacist,  and  family  counselor  and  ad- 
visor. Today  it  is  not  possible  or  desirable 
to  demand  all  these  roles  of  one  individ- 
ual. A comprehensive  range  of  health 
services  is  now  required  in  order  to  pre- 
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vent  disease,  to  detect  disease  and  disa- 
bility in  the  earliest  stages,  to  diagnose 
and  treat  the  patient  as  well  as  to  reha- 
bilitate him  to  his  fullest  capacities.  These 
must  be  readily  accessible  to  the  provider 
of  service  who  functions  in  a central  re- 
lationship with  his  patient  so  that  he,  in 
turn,  can  make  them  accessible  to  his  pa- 
tient as  they  are  needed. 

In  order  that  all  persons  can  be  as- 
sured access  to  a comprehensive  range  of 
personal  health  services  whenever  they 
might  be  needed,  these  services  must  be 
made  available  in  quantities  sufficient  to 
meet  the  need  for  them.  Since  it  is  only 
one  of  a number  of  systems  which  make 
up  society,  the  medical  care  complex  must 
compete  for  resources  of  manpower, 
money,  and  materials.  Mechanisms  for  as- 
sessing health  needs  and  for  planning  an 
adequate  supply  of  services  which  are 
responsive  to  technological  developments 
and  increased  knowledge  are,  therefore,  a 
fundamental  requirement  for  good  medi- 
cal care. 

Medical  care  of  high  quality  implements 
the  most  up-to-date  knowledge  and  tech- 
niques available  to  the  health  sciences. 
Factors  influencing  the  quality  of  care 
include  the  professional  competence  of 
providers  of  service,  consumer  apprecia- 
tion of  and  demand  for  quality  medical 
care,  and  the  mechanisms  which  enforce 
minimum  standards  and  stimulate  im- 
provement of  these  standards.  The  compe- 
tent practitioner  is  in  a position  not  only 
to  improve  his  own  performance  by  con- 
tinuing education  and  learning  experien- 
ces but  also  to  improve  the  quality  of 
medical  care  generally  by  insisting  upon 
high  standards  of  performance  among  his 
colleagues  and  co-workers. 

As  a minimum,  good  medical  care  must 
make  acceptable,  to  the  patient,  standards 
of  care  which  have  been  objectively  deter- 
mined and  tested,  such  as  beginning  pre- 
natal care  in  the  first  trimester  of  preg- 
nancy and  not  giving  transfusions  unless 
blood  is  successfully  cross-matched  with 
that  of  the  donor. 


Society,  through  its  public  and  private 
agencies,  cannot  always  legislate  or  en- 
force the  very  highest  standards  of  ex- 
cellence in  the  provision  of  health  serv- 
ices. These  depend  upon  the  competence 
of  practitioners  and  the  acceptance  of  and 
demand  for  high  quality  by  the  people  who 
receive  services. 

Another  essential  element  for  good 
medical  care  is  efficiency  which  includes 
economy.  Consumers  need  financing  me- 
chanisms which  permit  advance  budget- 
ing for  medical  care  costs  and  which  eco- 
nomically spread  the  risk  of  these  costs 
over  many  individuals.  Providers  of  serv- 
ice benefit  when  efficient  organization  and 
financing  provides  them  adequate  compen- 
sation. Efficient  administration  of  medical 
care  programs  promotes  the  economical 
use  of  health  resources  and  provides  a 
means  of  achieving  good  medical  care  for 
the  State. 

Medical  care  administration  has  been 
defined  as  the  process  which  integrates 
program  goals,  structure,  and  functions 
with  the  environment  of  the  medical  care 
complex.  A program’s  goals  must  be  com- 
patible with  the  resources  available  to  it 
and  consistent  with  the  goals  of  the  com- 
munity in  which  it  operates.  They  must 
also  be  related  to  the  population  served 
by  the  program  and  to  the  providers  of 
service  and  the  other  programs  with  which 
it  cooperates.  The  structure  of  a program 
is  its  plan  for  organizing  manpower,  in- 
formation, money,  and  materials. 

The  administrative  procedures  of  medi- 
cal care  administration  are  program  plan- 
ning, management,  and  evaluation.  Goals, 
structure,  and  functions  are  defined 
through  program  planning.  Program 
management  arranges  for  functions  to  be 
performed  within  the  program’s  structure 
which  are  designed  to  achieve  the  pro- 
gram’s goals.  Program  evaluation  is  con- 
cerned with  assessing  the  degree  to  which 
a program  is  capable  of  achieving  good 
medical  care. 

Program  planning  involves  description 
and  analysis  of  needs  and  resources,  con- 
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sideration  of  alternative  uses  of  resources 
to  meet  needs,  and  deciding  on  program 
goals,  structure,  and  functions.  Program 
management  is  concerned  with  (1)  es- 
tablishment of  an  information  system 
about  the  program’s  operations  and  pro- 
cedures, (2)  development,  coordination, 
and  maintenance  of  relationships  within 
the  program,  and  between  the  program 
and  its  consumers,  providers,  and  the 
community  at  large,  (3)  developing  and 
maintaining  standards  of  quality  and 
quantity  in  the  services  provided,  and  (4) 
efficient  and  economical  use  of  resources. 

Evaluation  of  medical  care  programs  is 
based  on  four  principles : 

(1)  An  objective  basis  for  evaluating 
achievement  of  goals  should  be  defined. 

(2)  Appropriate  indices  related  to  the 
components  of  good  medical  care  should 
be  identified  which  can  be  measured  in 
relation  to  the  goals. 

(3)  The  problems  encountered  in 
achieving  goals  should  be  outlined  and 
means  devised  to  cope  with  them. 

(4)  Program  goals,  structure,  and  func- 
tions must  be  refined  and  redefined  as 
a result  of  continuing  program  evaluation. 

As  more  and  more  environmental  haz- 
ards have  been  conquered  by  primary 
preventive  measures,  the  quantity  and 
quality  of  medical  care  available  to  the 
people  is  the  chief  determinant  of  the 
health  status  of  the  people  to  which  pub- 
lic health  personnel  may  contribute.  As 
health  measures  for  the  control  of  con- 
tagious diseases  and  environmental  haz- 
ards become  “holding  actions,”  the  public 
appreciation  of  their  importance  lessens. 
On  the  other  hand  the  public  is  keenly 
aware  of  difficulties  experienced  or  anti- 
cipated in  securing  satisfactory  medical 
care. 

Medical  care  in  South  Carolina,  while 
achieving  high  levels  in  many  areas,  is 
uneven.  There  are  pockets  of  people  in 
every  community  whose  health  conditions 
make  health  professionals  uncomfortable. 

The  State  Board  of  Health  is  the  offi- 
cial representative  of  the  people’s  interest 


in  health  and  has  special  responsibility  to 
act  for  the  people  because  the  great  major- 
ity of  individual  consumers  do  not  have 
the  knowledge  to  make  determinations 
about  the  quality  of  medical  care  nor  to 
influence  effectively  the  organization  of 
health  services  on  an  individual  basis. 

The  medical  care  industry  is  growing 
rapidly  in  response  to  growing  public  de- 
mand for  adequate  health  services.  It 
may  soon  become  the  largest  industry  in 
the  country.  It  is  exceedingly  complex 
with  many  operating  units  in  private, 
voluntary,  and  governmental  sectors.  It  is 
short  in  manpower  and  facilities  so  it  is 
incumbent  upon  health  professionals  to 
work  for  efficient  and  effective  use  of  all 
available  resources.  As  with  all  preventive 
principles,  organizations  which  enunciate 
them  should  be  the  first  to  adopt  them  as 
an  example  to  its  peers. 

The  State  Board  of  Health  has  long 
been  active  in  the  area  of  medical  care 
administration.  This  has  been  featured  in 
the  past  forty  years  in  the  development 
and  implementation  of  numerous  public 
health  programs  such  as  those  for  Crip- 
pled Children,  Maternal  and  Child  Health, 
Venereal  Disease  Control,  Tuberculosis 
Control,  Cancer  Control,  Heart  Disease 
Control,  etc.  It  is  anticipated  that  these 
specialized  program  activities  will  con- 
tinue with  perhaps  closer  correlation  with 
an  overall  medical  care  administration 
program. 

In  the  last  two  or  three  years,  several 
new  national  medical  care  programs  have 
been  established  which  involve  participa- 
tion of  the  State  Board  of  Health.  The  in- 
terrelationships between  these  programs 
and  existing  programs  have  created  a 
need  for  coordination  and  cooperative 
program  development.  This  has  resulted 
in  a decision  to  form  a new  Bureau  of 
Medical  Care  Administration  which  would 
consolidate  the  programs  of  the  State 
Board  of  Health  designed  to  help  achieve 
adequate  comprehensive  medical  care  of 
good  quality  for  all  the  people  of  South 
Carolina. 
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A key  unit  of  the  new  Bureau  which  has 
been  functioning  well  for  twenty  years  is 
the  Hospital  Construction  Division  which 
might  be  relabeled  as  the  Health  Facilities 
Division  or  Hospital  and  Medical  Facili- 
ties Division.  This  division  now  develops 
and  implements  official  State  plans  for 
using  Federal  aid  in  the  construction  and 
modernization  of  hospitals,  long-term  care 
facilities,  public  health  centers,  diagnos- 
tic and  treatment  centers,  rehabilitation 
facilities,  community  mental  health  cen- 
ters, and  mental  retardation  buildings. 
The  division  also  inspects  and  licenses  hos- 
pitals and  nursing  homes  (other  than 
those  in  the  mental  health  field)  according 
to  minimum  licensing  standards  estab- 
lished by  the  State  Board  of  Health.  Be- 
cause of  their  training  and  experience, 
the  personnel  of  this  division  participate 
in  evaluations  of  institutional  care  neces- 
sary in  other  programs. 

The  Health  Insurance  Division  was  es- 
tablished in  1966  to  perform  the  functions 
which  Congress  authorized  for  State 
health  agencies  in  the  Health  Insurance 
for  the  Aged  program.  These  include  sur- 
vey of  providers  of  health  care  (other 
than  private  practitioners)  who  volunteer 
to  participate  in  the  program,  to  certify 
the  degree  of  their  compliance  with  the 
Conditions  for  Participation  set  by  the 
Federal  Government  and  to  consult  with 
all  who  are  not  in  compliance  with  these 
conditions  because  of  substantial  deficien- 
cies. Also  involved  is  coordination  of  these 
activities  with  related  activities  of  the 
fiscal  intermediary  (Blue  Cross)  and  also 
with  related  medical  care  programs. 

It  is  planned  that  a new  Health  Serv- 
ices Division  will  be  formed  to  help  reach 
the  goal  of  quality  health  services  for  all 
citizens  of  South  Carolina.  This  division 
would  be  responsible  for  the  Home  Health 
Services  Section  which  was  also  formed  in 
1966.  This  section  developed  out  of  many 
years  of  effort  to  provide  ancillary  serv- 
ices to  homebound  persons  which  would 
assist  their  family  physicians  in  their 
care.  The  Health  Insurance  for  the  Aged 


Act  stimulated  development  of  such  home 
health  services  throughout  the  country  by 
providing  a means  for  financing  them  for 
the  elderly,  who  need  them  most,  on  a 
non-profit  basis.  All  hospitals  and  nursing 
homes  in  the  State  were  informed  about 
this  but  so  far  only  two  agencies  outside 
the  State  Board  of  Health  have  qualified 
to  provide  home  health  services : the 
Greenville  Visiting  Nurse  Association  and 
the  Aiken  Easter  Seal  Center.  Because  we 
feel  that  there  is  a considerable  need  for 
these  services,  the  State  Board  of  Health 
has  endeavored  to  help  each  County  Health 
Department  meet  the  Conditions  for  Par- 
ticipation. Ultimately,  we  hope  to  have 
the  services  of  skilled  nurses,  physical 
therapists,  speech  therapists,  medical  so- 
cial workers,  and  home  health  aides  to  be 
available  in  each  county  on  the  prescrip- 
tion of  the  family  physician  to  assist  on 
an  intermittent  basis  with  the  care  of 
homebound  patients.  We  are  now  operat- 
ing on  a limited  basis  in  37  counties.  Pa- 
tients are  charged  for  these  services  on  a 
cost  basis  and  all  financing  is  handled 
through  the  Central  Office  in  Columbia. 

Another  function  of  the  Health  Services 
Division  has  grown  from  the  Chronic  Ill- 
ness Program  established  by  Congress  in 
1961.  This  work  has  been  directed  by  the 
Disease  Control  Division  and  has  been  de- 
signed to  help  improve  patient  care  in 
nursing  homes  and  hospitals  by  educa- 
tional and  consultative  means,  especially 
in  the  areas  of  nursing  care  and  diet  man- 
agement. As  a result  of  the  national  pro- 
gram changes  contained  in  the  Social  Se- 
curity Amendments  of  1967,  it  is  proposed 
to  enlarge  this  work  to  arrange  for  neces- 
sary consultation  with  providers  wishing 
to  provide  services  under  Title  V (Ma- 
ternal and  Child  Health)  and  Title  XIX 
(Medical  Assistance)  of  the  Social  Se- 
curity Act  and  for  necessary  evaluation 
of  the  utilization  and  quality  of  medical 
and  remedial  services  under  Title  XIX. 

A more  generalized  and  major  function 
of  the  Bureau  will  be  that  of  the  Program 
Planning  or  Grants  Management  Divis- 
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ion.  This  division  will  supervise  within 
the  State  Board  of  Health  the  detailed 
planning  and  evaluation  of  public  health 
programs  and  the  compilation  and  review 
of  reports  of  activities  and  accomplish- 
ments. This  has  long  been  a major  respon- 
sibility of  the  State  Board  of  Health  and 
it  has  been  accentuated  by  the  Partner- 
ship for  Health  Act  of  1966  which  trans- 
ferred to  the  States  from  the  Federal 
Government  considerable  decision-making 
power  over  use  of  Federal  assistance  for 
public  health  programs  of  the  States.  In 
this  connection,  the  Office  of  Compre- 
hensive Health  Planning  has  been  set  up 
directly  under  the  State  Health  Officer 
to  review  the  overall  health  needs  of  the 
State  in  the  areas  of  manpower,  facilities, 
and  services  and  to  make  recommenda- 
tions to  the  Governor  for  meeting  unmet 
needs  on  a priority  basis.  The  Program 
Planning  or  Grants  Management  Division 
will  help  develop  plans  for  the  activities 
of  the  State  Board  of  Health  which  will 
be  consistent  with  the  recommendations 
of  the  Office  of  Comprehensive  Health 
Planning.  In  particular,  this  will  apply 


to  the  formula  grant  for  public  health 
services  under  Section  314(d)  and  the 
project  grants  under  Section  314(e)  of 
the  Public  Health  Service  Act. 

Another  important  existing  division  to 
be  included  in  the  new  Bureau  is  the  Nar- 
cotic and  Drug  Control  Division.  This  unit 
has  a special  charge  to  enforce  State  laws 
pertaining  to  narcotics  and  drugs  and  to 
cooperate  with  local,  Federal,  and  other 
State  law  enforcement  officials  in  related 
activities.  It  is  also  providing  consultation 
to  providers  of  health  services  in  the 
proper  handling  of  narcotics  and  drugs 
and  is  supervising  the  handling  of  drugs 
within  the  State  Board  of  Health. 

The  new  Bureau  of  Medical  Care  Ad- 
ministration has  a challenging  and  vital 
task  to  work  with  the  providers  of  health 
services  in  South  Carolina  toward  a goal 
of  adequate  comprehensive  quality  health 
services  for  all.  It  is  hoped  that  its  staff 
can  be  augmented  so  that  it  will  have  the 
capability  to  provide  worthwhile  consulta- 
tion in  all  the  major  professional  areas  of 
health  service  sufficient  to  meet  the  de- 
mand. 


New  Pharmaceutical  Specialties 

by  Paul  De  Haen 


For  detailed  information  regarding  indications, 
dosage,  contraindications,  and  adverse  reactions, 
refer  to  the  manufacturer’s  package  insert  or 
brochure. 

Single  Chemicals — Drugs  not  previously  known, 
including  new  salts. 

Duplicate  Single  Products — Drugs  marketed  by 
more  than  one  manufacturer. 

Combination  Products — Drugs  consisting  of  two 
or  more  active  ingredients. 

New  Dosage  Forms— Of  a previously  introduced 
product. 

NEW  SINGLE  CHEMICALS 

SULLA 

Sulfonamide.  Rx 

Manufacturer:  A.  H.  Robbins  Co. 

Nonproprietary  Name:  Sulfameter 

Indications:  Acute  and  chronic  urinary  tract  in- 
fections. 

Contraindications:  Hypersensitivity  to  sulfonamide 
derivatives,  including  antibacterials,  oral  hypogly- 
cemics,  and  thiazides;  marked  renal  or  hepatic 
impairment;  not  for  generalized  bacterial  infec- 
tions; not  for  pregnant  women  near  term  or  nurs- 
ing mothers. 

Dosage:  Patients  over  100  lbs.  or  12  yrs.  of  age: 
First  day— 1500  mg',  single  dose.  Maintenance — 500 
mg,  single  daily  dose.  Not  for  children  under  12 
yrs. 

Supplied:  Tablets— 500  mg,  bottles  of  50  and  500. 

TEGRETOL 

Trigeminal  neuralgia.  Rx 

Manufacturer:  Geigy  Pharmaceuticals 

Nonproprietary  Name:  Carbamazepine 

Indications:  Trigeminal  neuralgia 

Contraindications:  Known  sensitivity  to  any  of 
the  tricyclic  compounds  such  as  amitriptyline,  desi- 
pramine,  imipramine,  etc.  Use  with  MAO  inhibitors 
is  not  recommended. 

Dosage:  100  mg  with  meals,  twice  on  the  first  day, 
gradually  increased  by  10  mg  ql2h  until  freedom 
from  pain.  Maintenance — 400  to  800  mg  daily. 

Supplied:  Tablets— 200  mg,  bottles  of  100  and 
1000. 


DUPLICATE  SINGLE  PRODUCTS 
HISTASPAN 
Antihistamine.  Rx 

Manufacturer:  USV  Pharmaceutical  Corp. 
Nonproprietary  Name:  Chlorpheniramine  maleate 
Indications:  Symptomatic  relief  of  allergic  mani- 
festations in  vasomotor  rhinitis,  hay  fever,  urticaria, 
angioneurotic  edema,  sensitivity  reactions,  insect 
bites,  other  itching  skin  conditions  including  pruri- 
tus ani,  pruritus  vulvae,  pruritus  of  drug-  rash, 
atopic  dermatitis  and  contact  dermatitis. 

Contraindications:  Known  hypersensitivity  to  the 
drug. 

Dosage:  One  capsule  cjl2h.  Not  for  children  under 
12  yrs. 

Supplied:  Capsules,  sustained  release — 8 and  12 
mg,  bottles  of  100. 

MANDACON 

Antiinfective — Urinary.  Rx 
Manufacturer:  Conal  Pharmaceuticals 
Nonproprietary  Name:  Methenamine  mandelate 
Indications:  Long-term  management  of  chronic  as 
well  as  milder  subacute  urinary  tract  infections. 

Contraindications:  Severe  renal  insufficiency; 

history  of  previous  hypersensitivity  to  the  drug. 

Dosage:  Adults — Two  tablets  qid  or  less  as  re- 
quired, with  liberal  fluid  intake.  Older  children — 
reduce  dosage  in  proportion  to  age  and  weight. 
Supplied:  Tablets— 500  mg,  bottles  of  160. 
SORBITRATE 
Cardiac  depressant.  Rx 
Manufacturer:  The  Stuart  Co. 

Non  proprietary  Name:  Isosorbide  dinitrate 
Indications:  Angina  pectoris 
Contraindications:  History  of  hypersensitivity  to 
the  drug. 

Dosage:  5 to  10  mg  orally  or  sublingually,  3-4times 
daily. 

Supplied:  Tablets— 5 and  10  mg  oral,  bottles  of 
100.  5 mg  sublingual,  bottles  of  100. 

COMBINATION  PRODUCTS 
LIQUIMAT-HC 
Corticoid— Local.  Rx 
Manufacturer:  Texas  Pharmacal  Co. 


Clinic — Type  Suburban  Progressive  practice  for  sale.  New  Building — 
X-Ray  and  laboratory  facilities — Five  examining  rooms  fully  furnished 
with  modern  equipment.  Excellent  collection  experience.  Physician  de- 
ceased. Due  to  premature  death.  Immediate  occupancy  available.  Four  hos- 
pitals within  ten  mile  radius.  Terms  for  lease  can  be  arranged. 

Write  to:  Mrs.  J.  Gordon  Smith,  3130  Curtis  Road,  Knoxville,  Tennessee 
37918 


Composition:  Sulfur  5% 

Hydrocortisone  0.5% 

Alcohol  22% 

Indications:  Acne,  acne  rosacea,  seborrheic  derma- 
anxiety  or  its  related  symptoms. 

Contraindications:  Tuberculous,  fungal,  and  most 
acute  viral  diseases  of  the  skin.  Not  for  treatment 
of  cutaneous  manifestations  of  pemphigus  or  lupus 
erythematosus.  Not  for  ophthalmic  use. 

Dosage:  Apply  to  affected  area  twice  daily. 

Supplied:  Lotion,  tinted — plastic  bottles  of  1.5  oz. 

SOHBITRATE  w.  Phenobarbital 
Cardiac  depressant.  Rx 

Manufacturer:  The  Stuart  Co. 

Composition:  Isosorbide  dinitrate  10  mg 

Phenobarbital  15  mg 

Indications:  Angina  pectoris  accompained  by 

anxiety  or  its  related  symptoms. 

Contraindications:  History  of  hypersensitivity  to 
the  ingredients. 

Dosage:  5 to  10  mg  orally  or  sublingually,  3-4  times 
daily. 

Supplied:  Tablets— bottles  of  100. 


BOOK  REVIEWS 

ORGANIZATION  AND  MAN- 
AGEMENT OF  FAMILY 
PRACTICE.  Prepared  by 
the  Committee  on  Medical 
Economics  of  the  American 
Academy  of  General  Prac- 
tice. Kansas  City,  Missouri, 
1968  Pp  103. 

The  title  of  this  book  covers 
a wide  range  of  interest  in 
an  able  and  attractive  way. 

It  was  developed  by  the 
Academy  of  General  Prac 
tice’s  Committee  on  Medical  Economics,  with  sec- 
tions prepared  by  members  of  the  Society  of  Pro- 
fessional Business  Consultants,  a Chicago-based 
national  association  of  business  management  consul- 
tants. It  is  a very  successful  attempt  to  provide  ex- 
pert advice  in  an  area  largely  neglected  by  medical 
schools  and  professional  organizations. 

The  handbook  has  been  made  available  to  all 
Academy  members.  It  is  free  of  charge  to  medical 
students,  interns,  residents  and  medical  school  and 
hospital  libraries,  on  request.  Others  may  obtain 
copies  at  $1  a copy  from  the  American  Academy  of 
General  Practice,  Volker  Blvd.  at  Brookside,  Kansas 
City,  Mo.  64112. 

J.  I.  W. 


PHYSICAL  STANDARDS  IN  WORLD  WAR  II,  pre- 
pared and  published  under  the  direction  of  Lt. 
Gen.  Leonard  D.  Heaton;  Editor  in  Chief  Col. 
Robert  S.  Anderson  and  Editor  for  Physical 
Standards  Charles  M.  Wiltse.  Office  of  the  Surgeon 
General,  Department  of  the  Army,  Washington, 
D.  C.  1967.  Pp  356.  $3.00. 
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• EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


U' 

Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital  , Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mud  rane- — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  w ho  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


This  volume  gives  an  historical  sketch  of  the  de- 
velopment of  modern  methods  of  selection  of  can- 
didates for  the  army.  It  describes  the  establishment 
of  physical  examinations  in  1814,  and  the  introduc- 
tion of  mental  testing  in  1841.  It  notes  that  both 
were  performed  very  unsatisfactorily  during  the 
Civil  War. 

The  various  standards  of  examination  are  des- 
cribed, and  present  day  procedures  of  induction 
are  given  along  with  the  details  of  the  methods  of 
examination  in  current  use.  The  importance  of 
strict  observance  of  these  standards  in  military 
planning  is  stressed. 

J.  I.  W. 


SURGERY  OF  THE  AGED  AND  DEBILITATED 
PATIENT— Edited  by  John  H.  Powers,  M.D., 
W.  B.  Saunders  Company-Philadelphia  1968,  Pages 
611.  Price  $19.00 

A multi-author  book  by  contributors  outstanding 
in  their  respective  fields.  It  is  a study  based  upon 
hospital  and  vital  statistics  as  well  as  the  personal 
experience  of  the  contributors.  Emphasis  is  placed 
upon  the  process  of  aging  and  the  incidence  and 
nature  of  debilitating  and  degenerative  diseases. 


Special  consideration  is  given  to  cardio-respiratory 
and  thromboembolic  complications.  Operations  are 
discussed  with  regard  to  type  and  magnitude, 
however  only  little  space  is  given  to  the  technical 
performance.  The  tone  is  optimistic.  The  book 
constitutes  a valuable  source  of  information  for 
internists  as  well  as  surgeons. 

William  H.  Prioleau.  M.D. 


ATLAS  OF  HERNIA  REPAIR— Carl  H Caiman, 
C.  V.  Mosby  Company,  St.  Louis.  1966.  Pages  159, 
$16.75 

A comprehensive  well  balanced  consideration  of 
the  anatomical  development  and  the  methods  of 
repair  of  abdominal  hernias.  Emphasis  is  placed 
upon  the  application  of  sound  surgical  principles  in 
the  use  of  available  tissues.  It  is  illustrated  by  a 
generous  number  of  line  drawings  with  the  ana- 
tomical structures  clearly  designated.  The  text  is 
descriptive  as  well  as  critical.  It  is  highly  recom- 
mended as  a ready  reference  and  valuable  surgical 
guide.  It  gives  promise  of  supplanting  other  publica- 
tions of  its  kind. 

William  H.  Prioleau,  M.D. 


WINCHESTER  ! 

“CAROLIN AS’  HOUSE  OF  SERVICE”  \ 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656  ; 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 

and  SOUTH  CAROLINA  since  1919.  \ 

We  equip  many  new  Doctors  beginning  practice  each  year, 

and  invite  your  inquiries.  jj 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  I 
: and  advertised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue.  \ 
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The  excitement  of  San  Francisco's  famous  sites  is  waiting 
for  you.  Chinatown,  the  Golden  Gate  Bridge,  Fisherman’s  Wharf, 
Telegraph  Hill,  will  add  to  five  memorable  and  stimulating  con- 
vention days.  Plan  to  attend  now  and  look  forward  to  an  excel- 
lent convention  in  a city  of  unlimited  charm. 

Continue  your  postgraduate  education  with  a varied  program 
of  • four  General  Scientific  Meetings  on  Auto  Accidents,  Health 
Care  Planning,  Infectious  Diseases,  Treatment  of  Advanced 
Malignant  Disease  • 23  Section  Programs  • Color  Television 
• Medical  Motion  Pictures  • and  over  600  scientific  and  indus- 
trial exhibits.  All  are  designed  to  bring  you  up-to-date  on  what 
is  making  medical  news  today.  You  will  attend  lectures  by  the 
nation’s  outstanding  medical  authorities  and  discuss  with  them 
the  significant  advances  in  medicine. 

In  addition  the  AMA  TV  network  will  present  more  than  40 
hours  of  convention  news. 

Reserve  now  for  the  Scientific  Awards  Dinner  in  honor  of 
the  Scientific  Award  Winners — Wednesday,  June  19,  1968. 
Since  space  is  limited,  we  suggest  you  make  your  reservations 
before  June  3,  1968.  Tickets  are  $10.00  each,  payable  in 
advance. 

The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be  featured  in 
JAMA,  May  6,  1968. 

SAN  FRANCISCO,  CALIFORNIA- JUNE  16-20, 1968 


AMERICAN  MEDICAL  ASSOCIATION’S  117th  ANNUAL  CONVENTION  BROOKS  HALL 
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.et’s  be  specific  about  Campbell’s  Soups... 


and  /wfacma  dce& 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


How  often  does  it  occur 


Cure  rates  in  10,700  patients 

treated  for  trichomoniasis  with  Flagyl  and  reported  in 
60  papers  published  in  the  United  States. 


76.6%  to  100% 


Range  of  Initial  Cures 

after  one  course  of  treatment 


84.7%  to  100% 


Range  of  Final  Cures 

after  retreatment  of  refractory  conditions  in  women  and 
treatment  of  their  husbands  when  indicated 


97.1  % 


Final  Cure  Rate 

Average  of  final  cure  rates  reported  in  60  studies 


Indications:  Flagyl  is  indicated  only  in  the  treat- 
ment of  trichomoniasis  in  both  men  and  women. 


Contraindications:  Pregnancy;  disease  of  the  cen- 
tral nervous  system;  evidence  or  history  of  blood 
dyscrasia. 


Precaution:  Complete  blood  cell  counts  should  be 
made  before,  during  and  after  therapy,  especially 
if  a second  course  is  tiecessary. 


include  nausea,  metallic  taste  and  furry  ton  er 
Gastrointestinal  disturbances,  flushing  and  b d- 
ache  sometimes  occur,  especially  with  cone  ft 
itant  ingestion  of  alcohol.  The  taste  of  alcol -lie 
beverages  may  be  altered.  Other  effects,  al  e- 
ported  in  an  incidence  of  less  than  1 per  cent 
diarrhea,  dizziness,  vaginal  dryness  and  bun 


i c 


dry  mouth,  rash,  urticaria,  gastritis,  drowsrss, 

U Ki  i. 


insomnia,  pruritus,  sore  tongue,  darkened 


anorexia,  vomiting,  epigastric  distress,  dys 


Side  Effects:  Infrequent  and  minor  side  effects  depression,  vertigo,  incoordination,  ataxia,  ib- 


kth  Flagyl? 

brand  of 

metronidazole 


Irplinical  practice  an  occasional  uncooperative  or  drug-sensitive  patient 
Spouse  makes  100  per  cent  cure  of  trichomonal  vaginitis  in  large  series 
jbatients  difficult. 

Further  a very  few  patients  who  apparently  absorb  Flagyl  poorly 
a few  rare  instances  of  trichomonads  resistant  to  Flagyl  have  been 
orted.  Nevertheless,  approximately  half  the  United  States  investiga- 
te report  a final  cure  rate  of  100  per  cent  with  Flagyl. 

Sixty  papers1  published  on  the  use  of  Flagyl  in  trichomoniasis  in  the 
Jited  States  and  comprising  a total  of  10,700  patients  have  been  evalu- 
iti  In  thirty  of  the  papers  it  was  declared  that  all  patients  adequately 
oowed  and  treated  were  free  of  trichomonal  infection. 

Analysis  of  all  of  these  papers  shows  that  the  incidence  of  cures  for 
initial  course  of  therapy  ranged  from  76.6  per  cent  to  100  per  cent, 
i cure  rates  after  retreatment  of  female  patients  and  treatment  of  their 
UUbands  when  indicated  ranged  from  84.7  to  100  per  cent.  The  average 
i|.l  cure  rate  reported  in  all  investigations  was  97.1  per  cent. 


a 


fliinal  cramping,  constipation,  stomatitis, 
a0(j  a.  ibness  or  paresthesia  of  an  extremity,  joint 
lCJ|is,  confusion,  irritability,  weakness,  cystitis, 
alt  ic  pressure,  dyspareunia,  fever,  polyuria,  in- 
ibjtinence,  decreased  libido,  nasal  congestion, 
,r  J ptitis  and  pyuria.  Elimination  of  trichomonads 
jl,  |i  aggravate  candidiasis. 
s age  and  Administration:  In  women:  one 
-mg.  oral  tablet  three  times  daily  for  ten  days, 
aginal  insert  of  500  mg.  is  available  for  local 
i'apy  when  desired.  When  used,  one  vaginal 


insert  should  be  placed  high  in  the  vaginal  vault 
each  day  for  ten  days;  concurrently  two  oral  tab- 
lets should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days 
in  conjunction  with  treatment  of  his  female 
partner. 

Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 

1.  Complete  list  of  references  on  request. 


SEARLE 


Research  in  the  Service  of  Medicine 


a puzzle 
of  antacid 
complaints 


“Will  this  one 
taste  O.K.?” 


Will  it  help  “my 
gassy  stomach?” 


Mylanta 

aluminum  and  magnesium  hydroxide  plus  simethicone 


a solution 
to  peptic  ulcer 
distress 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress- 

magnesium  hydroxide  plus  simethicone  with  the  proven1  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuis  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


Stuart 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


MORNING  STIFFNESS 

EASED 
LAST  NIGHT 


(She  took  Persistin' 
instead  of  aspirin) 


Persistin  treats  morning  stiffness  and  pain  the 
night  before. 

Persistin  is  a unique  salicylate  which  com- 
bines the  prompt  analgesic  action  of  aspirin  to 
encourage  early  sleep  with  the  proven,  persist- 
ent action  of  salicylsalicylic  acid  to  permit  un- 
interrupted sleep.  Three  Persistin  tablets  at 
bedtime  yield  therapeutic  serum  salicylate 
levels  on  arising  which  are  well  within  the 
range  of  effective  salicylate  therapy  for  the 
relief  of  pain  and  stiffness  in  arthritis. 

Thus,  therapy  with  Persistin  allows  many  ar- 
thritics  to  dress  more  quickly  and  easily,  and 
face  the  morning  optimistically. 

Persistin  is  also  valuable  for  day-long  control 
of  the  pain  and  discomfort  of  arthritis. 

DOSAGE:  To  relieve  morning  stiffness  and  point 
when  salicylates  have  not  been  taken  during 
the  day,  an  adult  dose  of  three  tablets  at  bed- 
time is  suggested. 

For  24-hour  control  of  pain:  Adults  up  to  160 
lbs.,  one  tablet  after  each  meal  and  one  at  bed- 
time. Adults  over  160  lbs.,  one  tablet  after  each 
meal  and  two  at  bedtime. 

PRECAUTION:  Other  salicylates  should  not  be 
taken  concurrently.  Do  OCDCICTTfK,  I® 
not  exceed  re  com  - I tZKOlO  I iFM 

mended  doses.  salicylsalicylic  acid  7V. 2 gr. 

y (485  mg.)~ aspirin  2V2  gr. 

(160  mg.) 

SHERMAN 

LABORATORIES,  INC. 

Detroit:,  Michigan  -48211 


Tissue's  healing  nicely. 
Yet  anxiety  slows 
his  steps  toward  recovery. 

By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent’s  progress,  Equanil®  often 
may  play  an  important  role  in  medical  and 
surgical  aftercare. 


One  fatal  case  of  bullous  dermatitis  following  intermittent  use  of 
meprobamate  with  prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angioneurotic  edema,  bronchial 
spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphy- 
laxis, stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  sympto- 
matically as  with  epinephrine,  antihistamine  and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis and  hemolytic  anemia  have  occurred  rarely,  almost  always  in 
presence  of  known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal  attacks  in  patients 
susceptible  to  both  grand  and  petit  mal.  Extremely  large  doses  can 
produce  rhythmic  fast  activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has  been  reported  rarely. 
After  excessive  dosage  for  weeks  or  months,  withdraw  gradually 
(1  or  2 weeks)  to  avoid  recurrence  of  pretreatment  symptoms  (in- 
somnia, severe  anxiety,  anorexia).  Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures.  Prescribe  very  cautiously  and 
in  small  amounts  for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria.  Excessive  doses  have  resulted  in  prompt  sleep;  reduction 
of  blood  pressure,  pulse  and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with  immediate  gastric  lavage 
and  appropriate  symptomatic  therapy.  (CNS  stimulants  and  pressor 
amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseals® 

Equanil  (meprobamate)  400  mg.  (All  tablets 
also  available  in  Redipak®  [strip  pack],  Wyeth.) 

Continuous-Release  Capsules,  Equanil  L-A 
(meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 

taill 

(leprobuatG) 


Indications:  For  use  in  management  of  anxiety  and  tension  occurring 
alone  or  as  accompanying  symptom  complex  to  medical  and  surgical 
lisorders  and  procedures.  Though  not  a hypnotic,  fosters  normal 
leep  through  antianxiety  and  related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity  to  meprobamate. 
Important  Precautions:  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  has  been  reported  to  result  in  dependence 
or  habituation  in  susceptible  persons,  as  alcoholics,  ex-addicts, 
and  other  severe  psychoneurotics.  After  prolonged  excessive 
dosage,  reduce  dosage  gradually  to  avoid  possibly  severe  with- 
drawal reactions.  Abrupt  discontinuance  of  excessive  doses 
has  sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of  judgment 
and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance  occurs ; 
if  persistent,  patients  should  not  operate  vehicles  or  danger- 
ous machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds 
to  dose  reduction;  occasionally  concomitant  CNS 
stimulants  (amphetamine,  mephentermine  sulfate) 
are  desirable.  Allergic  or  idiosyncratic  reactions 
are  rare,  but  such  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses 
who  have  had  no  previous  contact  with  meproba- 
mate. Previous  history  of  allergy  may  or  may  not 
be  related  to  incidence  of  reactions.  Mild  reactions 
are  characterized  by  itchy  urticarial  or  erythema- 
tous maculopapular  rash,  generalized  or 
confined  to  groin.  Acute  nonthrombo- 
cytopenic purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral 
edema  and  fever  have  been  reported. 


Professionally  posed. 


But  don’t  forget  this  about  Butazolidin  alka 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of  peptic 
ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of  blood  dys- 
crasia.  The  drug  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent  drugs  are 
given  concurrently.  Large  doses  of  Butazolidin 
alka  are  contraindicated  in  glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic  ulcer; 
perform  upper  gastrointestinal  x-ray  diagnostic 
tests  if  drug  is  continued.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of 
sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving 
such  therapy.  Use  with  caution  in  the  first  tri- 
mester of  pregnancy  and  in  patients  with 
thyroid  disease. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should  not 
exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
if  fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia);  sudden  weight  gain 
(water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemor- 
rhage occur.  Make  complete  blood  counts  at 
weekly  intervals  during  early  therapy  and  at 
2-week  intervals  thereafter.  Discontinue  the 
drug  immediately  and  institute  counter- 
measures if  the  white  count  changes  signifi- 
cantly, granulocytes  decrease,  or  immature 
forms  appear.  Use  greater  care  in  the  elderly 
and  in  hypertensives. 

Adverse  Reactions:  The  more  common  are 
nausea  and  edema.  Swelling  of  the  ankles  or 
face  may  be  minimized  by  withholding  dietary 
salt,  reduction  in  dosage  or  use  of  diuretics.  In 
elderly  patients  and  in  those  with  hypertension 
the  drug  should  be  discontinued  with  the 
appearance  of  edema.  The  drug  has  been 
associated  with  peptic  ulcer  and  may  reac- 


For  complete  details, 
alease  see  full 
describing  Information. 


tivate  a latent  peptic  ulcer.  The  patient  should 
be  instructed  to  take  doses  immediately  before 
or  after  meals  or  with  milk  to  minimize  gastric 
upset.  Drug  rash  occasionally  occurs.  If  it 
does,  promptly  discontinue  the  drug.  Agranu- 
locytosis, exfoliative  dermatitis,  Stevens- 
Johnson  syndrome,  Lyell’s  syndrome  (toxic 
necrotizing  epidermolysis),  or  ageneralized 
allergic  reaction  similar  to  serum  sickness  ma> 
occur  and  require  permanent  withdrawal  of 
medication.  Agranulocytosis  can  occur  sud- 
denly in  spite  of  regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may  occur 
Leukemia  and  leukemoid  reactions  have  been 
reported.  While  not  definitely  attributable  to 
the  drug,  a causal  relationship  cannot  be 
excluded.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional  states 
agitation,  headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss  have  been 
reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  hypersensitivity  angiitis,  pericarditis 
and  several  cases  of  anuria  and  hematuria. 
With  long-term  use,  reversible  thyroid  hyper- 
plasia may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemo- 
dilution  may  occur. 


Dosage  in  Rheumatoid  Arthritis;  Initial:  3 to  6 
capsules  daily  in  3 or  4 equal  doses.  Trial 
period:  1 week.  Maintenance  dosage  should  1 
not  exceed  4 capsules  daily;  response  is  often 
achieved  with  1 or  2 capsules  daily. 

In  selecting  appropriate  dosage  in  any  specific 
case,  consideration  should  be  given  to  the 
patient’s  weight,  general  health,  age  and  any 
other  factors  influencing  drug  response  . <B)46-070-  ' 

Butazolidin*  alka  Geigy 

Capsules 

phenylbutazone,  100  mg.;  dried  aluminum 
hydroxide  gel,  100  mg.;  magnesium  trisilicate, 
150  mg.;  homatropine  methylbromide,  1.25  mg 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 
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To  fight  TB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

7 (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
^ test  site.  Contraindications:  none,  but  use  with  caution  in  act  /e 
tuoerculosis.  Available  in  5’s  and  25's. 


removes  the  mental  blur 


that  clouds  vision 


S0LF0T0N 

Each  table!  or  capsule  contains 
PH r..\’( )B  \RBI  I \l  lb  mg. 

(Warning:  may  he  habit  forming) 
BFNSUFFOID  ® (See  PI)  R ) bf>  mg. 

Precaution:  same  as  lb  mg.  of  phenobarbital 


Co nstr net i ve  I h erap y 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 
Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

WAILABLE  

Solfoton  (yellow,  uncoated  tablets  “ P ”) 

' 1 00s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1000s 

Solfoton  S/ C ( sugar-coated  beige  tablets) 

1 00s.  500s,  4000s 


WM.  P.  POYTHR F.SS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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in  the  bronchitis  - emphysema  syndrome 
...bronchodilation  without  pressor  effects 


Most  bronchodilators  for  use  in  pulmonary  emphysema  contain  ephedrine-like  drugs.  ELIXOPHYLLIN® 
never  did.  So,  ELIXOPHYLLIN  will  not  cause  tachycardia,  palpitations,  nervousness,  insomnia,  or  other  un- 
desirable side  effects  of  ephedrine-like  products.  Even  patients  with  hypertension,  cardiac  insufficiency,  hyper- 
thyroidism, prostate  hypertrophy  and  glaucoma  can  take  ELIXOPHYLLIN. 

Other  advantages  of  ELIXOPHYLLIN : rapid  and  sustained  bronchodilation  • proven  increase  in  pulmonary 
function  • adrenergic  abuse  eliminated. 

ELIXOPHYLLIN  is  theophylline  in  free  and  soluble  form— resulting  in  rapid  and  dependable  absorption  with 
less  risk  of  gastric  irritation. 

Adult  maintenance  dosage  in  bronchitis  and  pulmonary  emphysema:  one  ounce  (30  ml.)  t.i.d.  on  arising, 
at  3 P.M.,  and  on  retiring.  Adjust  dosage  to  patient  response.  This  average  dosage  provides  continuous 
bronchodilation.  Do  not  administer  other  xanthine  prep-  T^T  IVAHTIVT  T T1\.T@ 
arations  concurrently.  Maybe  contraindicated  in  peptic  ^ j | | W wi  1 1 1 I j 1 j 1 1 xl 

ulcer.  Each  15  ml.  contains  theophylline  (anhydrous)  80  mg.;  alcohol  20% 


SHERMAN 

LABORATORIES,  INC. 

Detroit,  Michigan  -4B211 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults,1'2  3 4 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.5,6,7,8 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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Open-eyed  nights 


Too  tense  to  sleep. ..too 
tired  to  net  up.  Early  to 
bed,  late  to  rise,  and  not 
much  sleep  at  that,  the  patient  with  severe  psychic 
tension  is  understandably  tired.  His  tensions  and 
overreactions  to  the  day’s  stresses  may  interfere 
with  proper  sleep,  and  his  inability  to  face  the  day’s 
activities  can  produce  an  ever-worsening  pattern. 
By  relieving  psychic  tension,  Valium®  (diazepam) 
facilitates  sleep,  particularly  with  an  h.s.  dose.  In 
many  patients,  the  usefulness  of  Valium  has  been 
demonstrated  in  relieving  psychic  tension  alone  or 
with  secondary  depressive  symptoms.  Valium  is 


WrK^mL  !§ 

generally  well  tolerated  and,  with  proper  mainte- 
nance dosage,  usually  does  not  unduly  impair  men- 
tal acuity  or  ability. 


Before  prescribing,  please  consult  complete  product  in- 
formation, a summary  of  which  follows: 

Indications : Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in:  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindications : Known  hypersensitivity  to  drug;  children 
under  6 months  of  age;  acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
As  with  most  CNS-acting  drugs,  caution  patients  against  haz- 
ardous occupations  requiring  complete  mental  alertness  ( e.g ., 
operating  machinery,  driving).  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increase  in  dosage 
of  standard  anticonvulsant  medication;  abrupt  withdrawal  in 
such  cases  may  also  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  patients  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  (such  as  drug  addicts  or  alcohol- 
ics) under  careful  surveillance  because  of  their  predisposition 
to  habituation  and  dependence.  Use  of  any  drug  in  pregnancy, 
lactation  or  in  women  of  childbearing  age  requires  that  poten- 
tial benefit  be  weighed  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anti- 
convulsants, carefully  consider  individual  pharmacologic  effects 
— particularly  with  known  compounds  which  may  potentiate 
action  of  Valium  (diazepam),  such  as  phenothiazines,  nar- 
cotics,barbiturates, MAO  inhibitors  and  other  antidepressants. 
Employ  usual  precautions  in  the  severely  depressed  or  in  those 
with  latent  depression;  suicidal  tendencies  may  be  present  and 


protective  measures  necessary.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation  (initially  2 to  214  mg  once  or  twice  daily,  in- 
creasing gradually  as  needed  or  tolerated). 

Adverse  Reactions:  Side  effects  most  commonly  reported: 
drowsiness,  fatigue  and  ataxia.  Infrequently  encountered:  con- 
fusion, constipation,  depression,  diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo  and  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances 
and  stimulation  have  been  reported;  should  these  occur,  use  of 
the  drug  should  be  discontinued.  Because  of  isolated  reports  of 
neutropenia  and  jaundice,  periodic  blood  counts  and  liver 
function  tests  are  advisable  during  long-term  therapy.  Minor 
changes  in  EEG  patterns  (low-voltage  fast  activity)  observed 
during  and  after  therapy  and  are  of  no  known  significance. 
Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to 
q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 
mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal  muscle 
spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d  to  q.i.d.  Geriatric  or  debilitated 
patients:  2 to  2 54  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precautions.)  Children:  1 to  214 
mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and  tolerated 
(not  for  use  under  6 months). 

«Al  Roche"  Supplied : Valium®  (diazepam)Tab- 
' ^ ‘ LABORATORIES  ]ets,  2 mg,  5 mg  and  10  mg;  bottles 

Division  of  Hoffmann- La  Roche  Inc.  r rn  1 An  j rAA 
Nutley.  New  Jersey  07110  OI  IvJU  nncl  jUU. 

\aliuni(d  iazepam) 

useful  for  the  relief  of  psychic  tension, 
alone  or  with  associated  depressive  symptoms 
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Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 


The  muscle  relaxant 
that  works 

before  you  write  a prescription 

Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 

Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,  1 tablet  b.i.d. 


CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon")  concurrently. 

WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 

SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 

DOSAGE:  INJECTABLE  — Average  adult  dose 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 

I.M.  or  I.V.  May  be  repeated  every  12  hours. 

Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS  - Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 

For  lull  information,  see  Package  Insert 
or  P.D  R 

Riker  Laboratories 
Northridge,  California  91324 


Norflex 

(orphenadrine  citrate) 
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THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 


Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M D.,  F A P A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 


Psychotherapy,  analytic  or  directive,  individually  or  group  oriented; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 


Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 


A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 
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BROMSULPHALEIN ' 
IN  A COMPLETE. 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 
PATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg. /kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING,  INC 

( bspd3 ) BALTIMORE,  MARYLAND  21201 


(50  mg.  per  ml.) 


BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 
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Offers  prompt  pain  relief 


Relief  of  neuritic  pain  from  herpes  zoster 
(shingles)  is  prompt1'3— usually  after  the 
first  few  intramuscular2  injections— particu- 
larly when  therapy  is  administered  early.3-4 
The  duration  of  disability  in  many  patients 
is  often  significantly,  shortened.2  Posther- 
petic neuralgias— even  in  the  elderly— rarely 
develop.1,4  Complete  pain  relief  is  observed 
in  most  patients  within  5 days.2 

Administration  in  herpes  zoster:  one  ampul 
(1.3cc.)  I.M.  daily  for  2 to  5 days.  Caution : 
For  intramuscular  use  only.  Inadvertent  I.V. 
administration  may  cause  anaphylactoid  re- 
action. Supplied:  Boxes  of  10  ampuls,  1.3 
cc. each. 

References: 

1.  Combes.  F.  C.  and  Canizares,  O.:  New  York  Stale  J. 
Med.  52:706-708  (Mar.  15)  1952. 

2.  Xander,  G.  W.:  Western  Med.  1:14  (Sept.)  1960. 

3.  Baker,  A.  G.:  Penna.  Med.  1.  63:697-698  (May)  1960. 

4.  Lehrer,  H.  W.,  Lehrer.  H.  G..  and  Lehrer,  D.  R : 
Northwest  Med.  75:1249-1252  (Nov.)  1955. 
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possibly,  because  hygienic 
measures  alone,  however 
meticulous,  may  not  prevent 
the  spread  of  pinworm 
infections 

REMINDER:  Because  pinworm  infec- 
tions spread  easily  and  quickly  in 
families,  schools,  and  institutions, 
multiple  infections  in  primary  groups 
seem  to  be  the  rule  rather  than  the 
exception.  For  successful  manage- 
ment, it  is  desirable  to  check  all  ex- 
posed members  of  the  family  or  play 
group.  The  single-dose  efficacy  of 
POVAN  makes  group  therapy  en- 
tirely practical,  convenient,  and 
economical. 

INDICATION:  Pinworm  infection. 
PRECAUTIONS:  Tablets  should  be 
swallowed  whole  to  avoid  staining 
teeth.  Pyrvinium  pamoate  will  stain 
most  materials.  Stools  may  be 
colored  red. 

ADVERSE  REACTIONS:  Nausea, 
vomiting,  cramping,  and  diarrhea 
have  been  reported. 

POVAN  is  available  in  suspension  or 
tablet  form.  The  pleasant-tasting, 
strawberry-flavored  suspension  con- 
tains the  pamoate  equivalent  of  1 0 
mg.  of  pyrvinium  base  per  cc.,  in 
2-oz.  bottles.  The  sugar-coated  tab- 
lets each  contain  the  pamoate 
equivalent  of  50  mg.  of  pyrvinium 
base,  bottles  of  25. 

...and  if  hygienic  measures 
alone  are  not  enough...? 

when  examination  reveals 
pinworm  infection,  estimated 
to  occur  in  from  Vs  to  more 
than  Vi  of  all  American  children 
from  every  social  level,  an  in- 
creasing number  of  physicians 
favor  treatment  with  a single, 
economical  dose  of— 

P@van 

(pyrvinium  pamoate) 

PARKE.  DAVIS  a COMPANY.  DETROIT.  M ICH I G AN  4 8 2 3 2 
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PROOF  POSITIVE 


Royal  Crown  Cola  Co  Columbus,  Georg, a 


Diet-Rite  Cola  ...  America ' s Number  One  low-calorie  cola... 
no  sugar  at  all . . . less  than  one  calorie  per  bottle . . . the 
one  with  the  wonderful  taste  of  cola...  pH  approximately 
2.6  to  2. 8... same  general  range  acidity  as  other  cola 
beverages  plus  number  of  fruit  juices. 

You  will  like  Diet-Rite  Cola.  So  will  your  patients. 


A simplified  approach 
to  the  practica  management 
of  hypertension 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Once  a day,  every  day 

ENDURON 

METHYCLOTHIAZIDE 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patien; 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  lo . 

The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hou  . 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosa? 
without  skimping  your  patients  on  day-long  thiazide  effectivene .. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassim 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  m 1- 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  amplen 
most  cases. 


MILD  TO  MODERATE  TO  SEV  IE 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


lOnce  a day,  every  day 

ENDURONYL 


METHVCLOTHIAZIDE  5 mg.  with 
DESERPIDINE  0.25  mg.  or  (FORTE)  0.5  mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  youi 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  wen 
reduced  from  1 12  pre-treatment  to  90  post-treatment;  sitting  frorr 
1 15  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearh 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  It 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice; 


Once  a day,  every  day 

EUTRON 


PARGYLINE  HYDROCHLORIDE  25  mg. 
with  METHYCLOTHIAZIDE  5 mg. 


MILD  TO  MODERATE  TO  SEVER 


See  Brief  Summary  on  final  page  of  advertisement  soi 


ENDURON 

METHYCUMHIAZIOE 


ENDURONYL 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 
Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson's  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  bydull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON” 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications—  Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 


itors; methyldopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations"  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions— Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  £04438R 


TM-TRADEMARK 


MORNING  STIFFNESS 

EASED 
LAST  NIGHT 


(She  took  Persistin' 
instead  of  aspirin) 


Persistin  treats  morning  stiffness  and  pain  the 
night  before. 

Persistin  is  a unique  salicylate  which  com- 
bines the  prompt  analgesic  action  of  aspirin  to 
encourage  early  sleep  with  the  proven,  persist- 
ent action  of  salicylsalicylic  acid  to  permit  un- 
interrupted sleep.  Three  Persistin  tablets  at 
bedtime  yield  therapeutic  serum  salicylate 
levels  on  arising  which  are  well  within  the 
range  of  effective  salicylate  therapy  for  the 
relief  of  pain  and  stiffness  in  arthritis. 

Thus,  therapy  with  Persistin  allows  many  ar- 
thritics  to  dress  more  quickly  and  easily,  and 
face  the  morning  optimistically. 

Persistin  is  also  valuable  for  day-long  control 
of  the  pain  and  discomfort  of  arthritis. 

DOSAGE:  To  relieve  morning  stiffness  and  pain-. 
when  salicylates  have  not  been  taken  during 
the  day,  an  adult  dose  of  three  tablets  at  bed- 
time is  suggested. 

For  24-hour  control  of  pain:  Adults  up  to  16C 
lbs.,  one  tablet  after  each  meal  and  one  at  bed- 
time.  Adults  over  160  lbs.,  one  tablet  after  each 
meal  and  two  at  bedtime. 

PRECAUTION:  Other  salicylates  should  not  be 
taken  concurrently.  Do 
not  exceed  recom- 
mended doses. 


salicylsalicylic  acid  7V2  gr 
(485  mg.)— aspirin  2!/z  gr 
(160  mg.) 


LABORATORIES,  INC 

Detroit;.  Michigan  -^eail 


T/^>f  Ui>£Dliv 


FACT  €L  LEGEND 


NTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


y Ambar  Extentab  before  breakfast  can 
ie  control  most  patients’  appetite  for  up 
o 2 hours.  Methamphetamine,  the  appe- 
it  suppressant,  gently  elevates  mood  and 
s overcome  dieting  frustrations.  Pheno- 
ital,  the  sedative  in  Ambar,  controls  irritability  and 
;ty... helps  maintain  a state  of  mental  calm  and  equa- 
y.  Both  work  together  to  ease  the  tensions  that  erode 
^villpower  during  periods  of  dieting. 

available:  Ambar  #1  Extentabs®— methamphetamine 


AM  BAR  *2 

EXTENTABS 


f 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


U 


yjochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
H may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  AH^OBINS 


A.  H.  ROBINS  COMPANY, 
RICHMOND,  VA.  23220 


Tofranil®,  imipramine  hydrochloride 

Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  this  agent  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  this  drug  may  be 
substituted.  Initial  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 


the  potential  benefits  outweigh  the 
possible  risks,  it  should  not  be  used 
during  the  first  trimester  of  pregnancy. 
Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment.  Some 
severely  depressed  patients  may  also 
require  hospitalization  and/or  con- 
comitant electroconvulsive  therapy. 
Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing the  drug  for  patients  with 
increased  intraocular  pressure. 

In  rare  instances,  transient  cardiac 
arrhythmias  have  occurred  in  hyper- 


thyroid patients  and  in  patients!-®® 
ceiving  thyroid  medication  whe:  I 
this  compound  was  added  to  th;  ’t;-," 
regimen.  M:», 

Imipramine  may  block  the  phaM- 
cologic  activity  of  guanethidi  n<  id 
other  related  adrenergic  neurci  \ 
blocking  agents. 

The  drug  is  not  recommended  th® 
present  time  in  patients  under  ye* 
of  age. 

Adverse  Reactions:  Dryness  of  e ^ 
mouth,  tachycardia,  constipati  dif 
turbances  of  accommodation,  eat- 
ing, dizziness,  weight  gain,  uri  7 
frequency  or  retention,  nausea  ’dl... 
vomiting,  peripheral  neuritis,  r ji 
parkinson-like  syndrome,  tremis.  ... 
rare  cases  of  falling  in  elderly  - J 
tients,  confusional  states  (with k11 
symptoms  as  hallucinations  ar  dis- 
orientation), activation  of  psyc  ‘ s*s 
schizophrenics  and  agitation  ipW 
ing  hypomanic  and  manic  epi:  les]  ,.'*5 
which  may  require  dosage  rec  ti°' 


For  him,  commencement. 


For  his  mother,  the  beginning 
of  his  career  may  seem  the  end 
of  hers.  The  end  of  feeling 
needed  and  useful.  The  begin- 
ning, perhaps,  of  a pathological 
depression. 


Magna 

cum 

epression 


! 

litif for  addition  of  a tranquilizer  or 
eporary  discontinuation  of  the  drug, 
j Jfeptiform  seizures,  orthostatic 
intension  and  substantial  blood 
, sure  fall  in  hypertensive  patients, 
'Vura,  transient  jaundice,  bone  mar- 
"f«depression  including  agranulocy- 
l-‘,ii,  sensitization  and  skin  rash 
s;  finding  photosensitization,  eosino- 
( 't  a,  and  mild  withdrawal  symptoms 
rudden  discontinuation  after  pro- 
bed treatment  with  high  doses, 
•'asional  hormonal  effects  (im- 


tjnce,  decreased  libido,  and  estro- 
£jc  effects)  may  be  observed. 


pine-like  effects  may  be  more 
bounced  (e.g.  paralytic  ileus)  in 
-fjjeptible  patients  and  in  those 
£ 3 anticholinergic  agents  (includ- 
h ntiparkinsonism  drugs). 

atient  Adult  Dosage:  Initially, 

® 9-  daily,  increased,  if  necessary, 

5 0 or  200  mg.  Maintenance  dosage 
be  lower,  50  to  150  mg.  daily,  if 


Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Round  tablets  of  25  and 
50  mg.;  triangular  tablets  of  10  mg. 
for  geriatric  and  adolescent  use;  and 
ampuls,  each  containing  25  mg.  in 
2 cc.  for  I.M.  administration. 
(B)R-46-850-C 


For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Tofranil  can  often  relieve  the 
symptoms  of  her  depression.  If 
it  can  relieve  her  mental  anguish, 
you  may  be  able  to  help  her 
graduate  into  a new  and  fruitful 
life  of  her  own. 

Tofranil  could  be  her  commence- 
ment, too. 

Tofranil  Geigy 

imipramine 

hydrochloride 

in  depression 


The  use  of  Tofranil  in  patients  receiving 
M.A.O.I.’s  is  contraindicated. 

In  patients  with  cardiovascular  disease, 
hyperthyroidism  or  increased  intraocular 
pressure;  in  those  receiving  anticholinergics 
(including  antiparkinsonism  agents),  thyroid 
medication  or  adrenergic  neuron-blocking 
antihypertensive  agents;  and  in  those  in  the 
first  trimester  of  pregnancy,  the  precautions 
discussed  in  the  Prescribing  Information 
should  be  carefully  observed.  Although  toxic 
reactions  severe  enough  to  require  discontinua- 
tion of  Tofranil  are  uncommon,  please  refer 
to  the  Prescribing  Information  for  a description 
of  such  instances  when  discontinuation  may 
be  necessary. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


Open-eyed  nights 


Too  tense  to  sleep  ...too 
tired  to  get  up.  Early  to 
bed,  late  to  rise,  and  not 
much  sleep  at  that,  the  patient  with  severe  psychic 
tension  is  understandably  tired.  His  tensions  and 
overreactions  to  the  day’s  stresses  may  interfere 
with  proper  sleep,  and  his  inability  to  face  the  day’s 
activities  can  produce  an  ever-worsening  pattern. 
By  relieving  psychic  tension,  Valium®  (diazepam) 
facilitates  sleep,  particularly  with  an  h.s.  dose.  In 
many  patients,  the  usefulness  of  Valium  has  been 
demonstrated  in  relieving  psychic  tension  alone  or 
with  secondary  depressive  symptoms.  Valium  is 


generally  well  tolerated  and,  with  proper  mainte- 
nance dosage,  usually  does  not  unduly  impair  men- 
tal acuity  or  ability. 


Before  prescribing,  please  consult  complete  product  in- 
formation, a summary  of  which  follows: 

Indications:  lenston  and  anxiety  states;  somatic  complaints 
; which  are  concomitants  of  emotional  factors;  psychoneurotic 
; states  manifested  by  tension,  anxiety,  apprehension,  fatigue, 
Jepressive  symptoms  or  agitation;  acute  agitation,  tremor, 
Jelirium  tremens  and  hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in:  skeletal  muscle  spasm  due  to  reflex 
1 spasm  to  local  pathology,  spasticity  caused  by  upper  motor 
| teuron  disorders;  athetosis,  stiff-man  syndrome,  convulsive 
[ disorders  (not  for  sole  therapy). 

i Contraindications:  Known  hypersensitivity  to  drug;  children 
j inder  6 months  of  age;  acute  narrow  angle  glaucoma;  may  be 
a ised  in  patients  with  open  angle  glaucoma  who  are  receiving 
| ippropriate  therapy. 

! Warnings:  Not  of  value  in  treatment  of  psychotic  patients, 

! ind  should  not  be  employed  in  lieu  of  appropriate  treatment. 
| \s  with  most  CNS-acting  drugs,  caution  patients  against  haz- 
! irdous  occupations  requiring  complete  mental  alertness  ( e.g 
I iperating  machinery,  driving).  When  used  adjunctively  in  con- 
| /ulsive  disorders,  possibility  of  increase  in  frequency  and/or 
I ;everity  of  grand  mal  seizures  may  require  increase  in  dosage 
I >f  standard  anticonvulsant  medication;  abrupt  withdrawal  in 
I uch  cases  may  also  be  associated  with  temporary  increase  in 
| requency  and/or  severity  of  seizures.  Advise  patients  against 
imultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
I Withdrawal  symptoms  (similar  to  those  with  barbiturates  and 
I ilcohol)  have  occurred  following  abrupt  discontinuance.  Keep 
I iddiction-prone  individuals  (such  as  drug  addicts  or  alcohol- 
|| !cs)  under  careful  surveillance  because  of  their  predisposition 
I o habituation  and  dependence.  Use  of  any  drug  in  pregnancy, 

I actation  or  in  women  of  childbearing  age  requires  that  poten- 
| j ial  benefit  be  weighed  against  possible  hazard. 

II  °recautions:  If  combined  with  other  psychotropics  or  anti- 
1 onvulsants,  carefully  consider  individual  pharmacologic  effects 
j - particularly  with  known  compounds  which  may  potentiate 
| fiction  of  Valium  (diazepam),  such  as  phenothiazines,  nar- 
|y  otics, barbiturates, MAO  inhibitors  and  other  antidepressants. 
I ‘Employ  usual  precautions  in  the  severely  depressed  or  in  those 
l|  Jvith  latent  depression;  suicidal  tendencies  may  be  present  and 


protective  measures  necessary.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation  (initially  2 to  2 14  mg  once  or  twice  daily,  in- 
creasing gradually  as  needed  or  tolerated). 

Adverse  Reactions:  Side  effects  most  commonly  reported: 
drowsiness,  fatigue  and  ataxia.  Infrequently  encountered:  con- 
fusion, constipation,  depression,  diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo  and  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances 
and  stimulation  have  been  reported;  should  these  occur,  use  of 
the  drug  should  be  discontinued.  Because  of  isolated  reports  of 
neutropenia  and  jaundice,  periodic  blood  counts  and  liver 
function  tests  are  advisable  during  long-term  therapy.  Minor 
changes  in  EEG  patterns  (low-voltage  fast  activity)  observed 
during  and  after  therapy  and  are  of  no  known  significance. 
Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to 
q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 
mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal  muscle 
spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d  to  q.i.d.  Geriatric  or  debilitated 
patients:  2 to  2 14  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precautions.)  Children:  1 to  214 
mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and  tolerated 
(not  for  use  under  6 months). 

[Ml]  Roche"  Supplied : Valium®  (diazepam)Tab- 
' " 1 LABORATORIES  lets,  2 mg,  5 mg  and  10  mg;  bottles 

Division  of  Hoffmann-La  Roche  Inc.  r . rnr. 

Nutley,  New  Jersey  07110  01  3U,  lUU  nntl  jl/U. 

Valiunrid  iazepam) 

useful  for  the  relief  of  psychic  tension, 
alone  or  with  associated  depressive  symptoms 


in  the  bronchitis  - emphysema  syndrome 
...bronchodilation  without  pressor  effects 


Most  bronchodilators  for  use  in  pulmonary  emphysema  contain  ephedrine-like  drugs.  ELIXOPHYLLIN® 
never  did.  So,  ELIXOPHYLLIN  will  not  cause  tachycardia,  palpitations,  nervousness,  insomnia,  or  other  un- 
desirable side  effects  of  ephedrine-like  products.  Even  patients  with  hypertension,  cardiac  insufficiency,  hyper- 
thyroidism, prostate  hypertrophy  and  glaucoma  can  take  ELIXOPHYLLIN. 

Other  advantages  of  ELIXOPHYLLIN:  rapid  and  sustained  bronchodilation  • proven  increase  in  pulmonary 
function  • adrenergic  abuse  eliminated. 

ELIXOPHYLLIN  is  theophylline  in  free  and  soluble  form— resulting  in  rapid  and  dependable  absorption  with 
less  risk  of  gastric  irritation. 

Adult  maintenance  dosage  in  bronchitis  and  pulmonary  emphysema:  one  ounce  (30  ml.)  t.i.d.  on  arising, 
at  3 P.M.,  and  on  retiring.  Adjust  dosage  to  patient  response.  This  average  dosage  provides  continuous 
bronchodilation.  Do  not  administer  other  xanthine  prep- 
arations concurrently.  May  be  contraindicated  in  peptic 
ulcer.  Each  15  ml.  contains  theophylline  (anhydrous)  80  mg.;  alcohol  20% 


ELIXOPHYLLIN 


SHERMAN 


LABORATORIES.  INC. 

Detroit,  Michigan  4B211 


Am 


Photo  professionally  posed. 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen-Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 


Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 

0RALPEN»VEEBK 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  “Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400.000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


(potassium  phenoxymethyl  penicillin) 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsusceo- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  y2  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 


brand 


POLYMYXIN  B-BAGITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


New 


Therapeutic 
breakthrough 
in  non-narcotic 
control  of 
the  pain  of 


Tegretol' 

carbamazepine 


Warning 

Fatal  cases  of  aplastic  anemia  have  been  reported  following  treatment 
with  Tegretol.  Agranulocytosis,  thrombocytopenia  and  transitory 
leukopenia  have  also  been  observed. 

Complete  blood  and  platelet  counts  should  be  done  prior  to  and  at  regular 
intervals  during  treatment  with  the  drug  (see  recommendations  under 
“Important  Note  and  Precautions”)  to  help  in  the  early  detection  of  serious 
bone  marrow  injury.  Abnormalities  in  initial  blood  tests  should  rule  out 
use  of  the  drug.  Also,  patients  should  be  made  aware  of  such  early  toxic 
signs  of  a potential  hematologic  problem  as  fever,  sore  throat,  mouth 
ulcers,  easy  bruising  and  petechial  or  purpuric  hemorrhage.  Should  such 
signs  appear,  the  patient  should  be  advised  to  discontinue  the  drug  and  to 
report  to  the  physician  immediately. 


Indication  Tegretol  is  indicated  in  the  treatment  of  the  pain  associated 
with  true  trigeminal  neuralgia.  It  is  not  a simple  analgesic  and  should 
never  be  administered  for  relief  of  trivial  facial  aches  or  pains. 
Contraindication  Do  not  use  in  those  with  a known  sensitivity  to  any 
tricyclic  compound  or  in  those  being  treated  with  M.A.O.I.  agents.  As  long 
a period  as  possible  should  elapse  before  using  Tegretol  in  patients  who 
have  been  treated  with  M.A.O.I.’s,  with  a minimum  of  7 days.  In  such 
cases,  initial  dosage  should  be  low  and  the  patient’s  reaction  to  gradual 
increments  closely  observed. 

Important  Note  and  Precautions  Familiarity  with  the  clinical  symptoms 
which  lead  to  an  accurate  diagnosis  of  true  trigeminal  neuralgia  and  with 
the  complete  prescribing  information,  careful  patient  selection,  a 
thorough  examination  before  treatment  and  close  patient  supervision 
throughout  the  treatment  period  are  essential  to  the  safe  and  effective 
use  of  this  drug. 

Where  feasible,  Tegretol  should  not  be  used  in  conjunction  with  any  potent 
drug  which  may  increase  the  possibility  of  toxic  reactions. 

In  pregnancy,  the  drug  should  not  be  prescribed  during  the  first  trimester 
and  thereafter  only  to  patients  in  whom  the  clinical  situation  warrants  the 
potential  risk.  It  should  not  be  administered  to  nursing  mothers. 

Patients  with  increased  intraocular  pressure  should  be  closely  observed 
during  treatment  with  this  drug  because  of  its  anticholinergic  effect. 
Because  of  the  drug’s  relationship  to  other  tricyclic  compounds,  the  possi- 
bility of  activation  of  latent  psychosis  and,  in  the  elderly,  of  confusion  or 
agitation,  should  be  considered. 

Dizziness  and  drowsiness  may  occur  and  patients  should  be  cautioned 
about  the  hazards  of  operating  machinery  or  automobiles  and  of  engaging 
in  other  hazardous  tasks. 

Use  cautiously  in  patients  with  a history  of  coronary  artery  disease, 
organic  heart  disease,  congestive  failure  or  liver  disease. 

Before  initiating  therapy,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  which,  if  abnormal,  should  rule  out 
the  use  of  the  drug. 

2.  Baseline  evaluations  of  liver  function. 

During  treatment  with  Tegretol,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  should  be  done  at  intervals  of  one 
week  during  the  first  month  of  drug  treatment,  every  two  weeks  during  the 
second  and  third  months,  and  at  monthly  intervals  thereafter  for  as  long 
as  the  patient  is  taking  the  drug.  A trend  toward  a decreasing  white  blood 
cell  count  should  suggest  a dosage  reduction  and  more  frequent 


trigeminal 


neuralgia 


laboratory  and  clinical  evaluations.  Should  this  trend  continue,  the  dru 
should  be  discontinued. 

2.  Liver  function  tests  must  be  performed  at  regular  intervals  during  trtl 
ment  with  this  drug  since  liver  damage  may  occur  during  therapy.  The  f 
drug  should  be  discontinued  immediately  in  cases  of  aggravated  liver  j 
dysfunction  or  active  liver  disease. 

3.  Periodic  eye  examinations,  including  slit-lamp,  funduscopy  and  tonoilj 
etry,  are  recommended  for  patients  being  treated  with  this  drug  since  f 
many  phenothiazines  and  related  drugs  have  been  shown  to  cause  eye 
changes. 

4.  Complete  urinalysis  and  BUN  should  be  done  on  patients  treated 
Tegretol  because  of  observed  renal  dysfunction. 

Adverse  Reactions  Dizziness,  drowsiness,  unsteadiness  on  the  feet, 
nausea,  vomiting,  aplastic  anemia,  transitory  leukopenia,  agranulocytol 
eosinophilia,  leukocytosis,  thrombocytopenia,  purpura,  abnormalities  i| 
liver  function  tests,  cholestatic  and  hepatocellular  jaundice,  urinary  fref 
quency,  acute  urinary  retention,  oliguria  with  elevated  blood  pressure,] 
albuminuria,  glycosuria,  elevated  BUN,  microscopic  deposits  in  the  urijj 
impotence,  disturbances  of  coordination,  confusion,  headache,  fatiguef 
blurred  vision,  transient  diplopia  and  oculomotor  disturbances,  speech 
disturbances,  abnormal  involuntary  movements,  peripheral  neuritis  an<| 
paresthesias,  depression  with  agitation,  talkativeness,  nystagmus,  tin- 
nitus, paralysis  and  other  symptoms  of  cerebral  arterial  insufficiency, 
pruritic  and  erythematous  rashes,  urticaria,  Stevens-Johnson  syndrom| 
photosensitivity  reactions,  alterations  in  skin  pigmentation,  exfoliative] 
dermatitis,  alopecia,  diaphoresis,  recurrence  of  thrombophlebitis,  eryi| 
multiforme  and  nodosum,  aggravation  of  disseminated  lupus  erythemcll 
tosus,  gastric  distress,  abdominal  pain,  diarrhea,  constipation,  anore:|f 
dryness  of  the  mouth  and  pharynx,  glossitis,  stomatitis,  fever,  chills,  f 
adenopathy,  lymphadenopathy,  aching  joints  and  muscles,  leg  cramp: 
conjunctivitis,  left  ventricular  failure,  aggravation  of  hypertension,  hypi 
tension,  syncope  and  collapse,  edema,  aggravation  of  coronary  artery[ 
disease  and  congestive  heart  failure.  (Whether  these  cardiovascular  6 
are  drug-re'lated  is  not  known.  However,  some  of  these  complications, 
resulted  in  fatalities.)  The  necessity  for  discontinuing  the  drug  should] 
dictated  by  the  gravity  and  severity  of  the  adverse  reactions. 

Dosage  and  Administration  The  drug  should  always  be  taken  with  me] 
if  possible. 

Initial:  One-half  tablet  (100  mg.)  b.i.d.  on  the  first  day.  Thereafter,  the] 
should  be  increased  in  one-half  tablet  (100  mg.)  increments  every  12  f 
until  freedom  from  pain  is  achieved.  To  relieve  pain,  between  200  mg| 
1200  mg.  per  24  hours  may  be  necessary. 

Maintenance:  Initial  control  of  pain  can  be  maintained  in  most  patienli 
with  a dose  of  400  mg.  to  800  mg.  daily.  Maintenance  doses  may  ranc| 
between  200  mg.  and  1200  mg.  daily. 

At  least  once  every  3 months  during  treatment  period  attempts  shoul] 
made  to  discontinue  the  drug  or  to  reduce  the  dose  to  the  minimum 
effective  level. 

Availability  Round,  white,  single-scored  tablets  of  200  mg.  in  bottlel 
of  100  and  1000.  (B)46-82(| 

For  complete  details,  please  see  Prescribing  Information. 
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Just  one  50  or  100  mg.  I I 
tablet  in  the  morning  c(  j 
work  a long  diuretic  da 
in  edema  and  hyperten  5^. 


i/groton  can  work  a long  day  too 

il>rthalidone 


lci  because  of  its  prolonged 
% usually  providing  smooth 
urjtic  activity  throughout  the  day. 
"ig.ne-a-day  dosage,  in  the 
nf  un,  means  few  tablets  to  take 
id  ;w  tablets  to  pay  for. 


Hygroton,  brand  of  chlorthalidone, 
may  mean  troublesome  side  effects 
for  certain  patients.  And  you  can  t 
prescribe  it  in  cases  of  demonstrated 
hypersensitivity  to  the  drug  or  in 
severe  renal  or  hepatic  diseases. 


Before  writing  it  for  your 
patients,  please  check  the 
Prescribing  Information. 
It's  summarized  on  the 
next  page. 


■ygroton 

forthalidone  in  edema  and  hypertension 


Geigy 


in  edema  and  hypertension 

A little  Hygroton  can  work  a long  d 

chlorthalidone 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possibility 
of  small  bowel  lesions  (obstruction, 
hemorrhage,  and  perforation)  should 
be  kept  in  mind.  Surgery  for  these 
lesions  has  frequently  been  required 
and  deaths  have  occurred.  Discontinue 
enteric-coated  potassium  supplements 
immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting,  or  gastroin- 
testinal bleeding  occur. 

Use  with  caution  in  pregnant  patients. 
Since  the  drug  may  cross  the  placental 
barrier,  adverse  reactions  which 
may  occur  in  the  adult  (thrombocy- 
topenia, hyperbilirubinemia,  altered 
carbohydrate  metabolism,  etc.)  are 
potential  problems  in  the  newborn. 
Precautions:  Antihypertensive  ther- 
apy with  this  drug  should  always 


be  initiated  cautiously  in  postsym- 
pathectomy patients  and  in  patients 
receiving  ganglionic  blocking  agents 
or  other  potent  antihypertensive 
drugs,  or  curare.  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by 
at  least  one-half.  Barbiturates,  nar- 
cotics or  alcohol  may  potentiate  hypo- 
tension. Because  of  the  possibility  of 
progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated. 

Electrolyte  imbalance,  sodium  and/or 
potassium  depletion  may  occur.  If  po- 
tassium depletion  should  occur  during 
therapy,  the  drug  should  be  discon- 
tinued and  potassium  supplements 
given,  provided  the  patient  does  not 
have  marked  oliguria. 

Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not  rec- 
ommended. 

Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  con- 
stipation and  cramping,  dizziness, 


weakness,  restlessness,  hypergly- 
cemia, hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypoten- 
sion, aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis, 
impotence,  dysuria,  transient  myopia 
skin  rashes,  urticaria,  purpura,  necro- 
tizing angiitis,  acute  gout,  and  pancre 
titis  when  epigastric  pain  or  unex- 
plained G.l.  symptoms  develop  after 
prolonged  administration.  Other  rear 
tions  reported  with  this  class  of  com- 
pounds include:  jaundice,  xanthopsia 
paresthesia,  and  photosensitization. 
Average  Dosage:  50  or  1 00  mg.  with 
breakfast  daily  or  100  mg.  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 
of  50  mg.,  in  bottles  of  100  and  1000. 
(B)R2-46-230-D 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


vol.  3,  no.  2 


this 


serous 


an 


* 


by 


■■vim 


issue: 

otitis  media 
original  article 
Robert  H.  Lofgren,  M.D. 


A journal  within  a journal  published  periodically  in  the  inter- 
ests of  better  medicine  by  Dorsey  Laboratories,  a division  of 
The  Wander  Company,  Lincoln,  Nebraska  68501.  Address 
communications  to  Keith  W.  Sehnert,  M.D.,  Medical  Director. 


1 


t 


sinusitis 


adenoids  ( enlarged ) 


u. 

nasal  allergy  -f  111 
deviated  septum  1 


aerotitis 


occluded  Eustachian  tuh\ 


■ 


Serous  otitis  media  is  probably  the  most  common 
ear  problem  in  children,  especially  in  the  winter- 
time. Diagnosis  is  usually  easy  in  adults,  but  may  be 
quite  difficult  in  children,  especially  the  very  young 
child  where  one  has  to  depend  almost  entirely  on 
the  physical  findings. 

The  symptoms  of  serous  otitis  are  a fullness  in  the 
ear,  a mild  hearing  loss  and  mild  earache.  The  ear- 
ache can  best  be  described  as  a "complaining  ear- 
ache” instead  of  a "screaming  earache”  as  found  in 
purulent  otitis  media.  A young  child  may  be  irritable 
and  pull  at  the  ear.  In  milder  cases,  and  as  the  ear 
recovers,  gurgling  and  popping  noises  can  be  heard 
in  the  ear. 

On  examination  one  may  see  a yellow  tympanic 
membrane  and  if  a fluid  level  is  present  the  diag- 
nosis becomes  easy.  However,  the  eardrum  may  be 
dull  gray,  or  slightly  pink,  or  even  perfectly  normal. 
Pneumomassage  using  a Siegle  otoscope  or  a closed- 
head  electric  otoscope  must  be  done  on  both  ears, 
otherwise  the  diagnosis  will  be  frequently  missed. 
Attempted  movement  of  the  drum  with  the  pneu- 
matic otoscope  produces  either  a sluggish  motion 
of  the  drum  or  no  motion  at  all  instead  of  the  easily 
movable  normal  drum.  The  Rinne  test  is  negative 
and  there  is  a 15-20  decibel  conductive  hearing  loss. 
The  bone  conduction  may  be  better  than  normal  and 
an  air-bone  gap  may  exist  even  with  the  air  conduc- 
tion within  normal  limits.  Occasionally  one  finds  a 


false  nerve  deafness  on  the  audiogram  when  thick 
glue-like  fluid  causes  immobility  of  both  the  oval 
and  round  window.  Both  conditions  return  to  nor- 
mal when  the  fluid  is  removed,  but  they  make  the 
interpretation  of  screening  audiograms  very  difficult. 


There  is  no  single  cause  for  serous  otitis.  One  fac-  1 
tor  always  present  is  blockage  of  the  eustachian 
tube,  but  this  alone  is  not  enough  to  produce  fluid. 
There  must  also  be  an  inflammatory  reaction.  Block- 
age of  the  eustachian  tube  may  be  caused  by  many 
conditions.  In  children  the  most  common  cause  is 
enlarged  adenoids.  In  the  summer  the  next  most 
common  cause  is  allergy.  Upper  respiratory  infec- 
tions  or  influenza  are  common  causes  in  the  winter,  j 
Nasal  allergy,  acute  and  chronic  sinusitis,  nasal  sep-  , 
tal  deformity  and  cleft  palate  can  all  cause  eusta-  j 
chian  tube  obstruction.  Some  children  may  have  a 
congenitally  small  eustachian  tube,  but  fortunately 
they  usually  "grow  out  of  the  problem.” 
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the  first  sign  of  a nasopharyngeal  tumor  is  often  a I j : 
serous  otitis.  One  must  always  rule  this  out  in  any  | 
adult  who  later  in  life  develops  repeated  or  persist-  , 
ing  serous  otitis.  Causes  sometimes  overlooked  are  1 
nasogastric  tubes  after  surgery,  simple  obesity  and  ; 
cardiorenal  disease,  which  may  produce  congestion 
in  the  mucosal  lining  of  the  eustachian  tube.  In  re-  I 
cent  years  we  have  been  seeing  a new  cause— acute 
otitis  media,  where  the  patient  is  adequately  treated  j 
with  antibiotics  but  where  drainage  has  not  been 


established  either  through  the  eardrum  or  down  the 
eustachian  tube.  A sterile  exudate  is  left  in  the  mid- 
dle ear. 


times  a day,  by  taking  a deep  breath,  holding  the 
nose  and  blowing  hard  against  the  closed  lips  for  a 
second  or  two. 


The  inflammatory  response  may  be  caused  by  a 
marked  negative  pressure  as  in  air  otitis  from  flying, 
or  it  may  be  from  a mild  bacterial  or  viral  infection 
in  the  middle  ear.  Serous  fluid  is  a good  culture 
medium  and  will  frequently  go  on  to  purulent  otitis 
media,  especially  if  the  original  blockage  was  caused 
by  an  infectious  process  such  as  acute  rhinitis  or 
adenoiditis.  When  the  infection  heals  there  may  be 
scarring  in  the  middle  ear  mucosa.  Mucous  glands 
develop  in  this  tissue  and  pour  out  a thick  mucoid 
material.  This  ear  usually  looks  normal  until  a 
pneumatic  otoscope  is  used.  The  objectives  in  treat- 
ing serous  otitis  are  to  remove  the  obstructing  agent 
and  to  provide  drainage  from  the  middle  ear.  Often 
this  can  be  accomplished  by  decongestants  and  nose 
drops.  If  large  obstructing  adenoids  are  present  they 
i should  be  removed.  Sinusitis  should  be  treated  with 
oral  decongestants  or  nose  drops,  plus  antibiotics 
where  indicated.  Nasopharyngeal  tumors  should  be 
treated.  Allergies  should  be  treated  with  antihista- 
mines and,  where  indicated,  by  desensitization. 


If  the  fluid  does  not  clear  with  medical  treatment 
within  a week  or  two,  a myringotomy  should  be 
done.  If  there  is  a question  of  active  infection  or  if 
the  fluid  looks  purulent,  as  is  seen  at  the  conclusion 
of  acute  otitis,  cultures  are  taken.  On  adults  this  can 
be  done  in  the  office  without  anesthesia.  It  is  no 
more  painful  than  an  intravenous  needle  for  a blood 
test.  A good  safe  topical  anesthetic  has  a tremen- 
dous psychological  value  to  the  patient.  Children 
under  the  age  of  1 require  no  anesthesia.  Between 
the  ages  of  1 and  3 anesthesia  is  not  absolutely  es- 
sential although  a general  anesthetic  may  be  used  to 
avoid  the  child’s  possible  mistrust  at  follow-up  ex- 
aminations. I usually  do  the  myringotomy  at  the 
same  time  as  the  adenoidectomy  if  the  adenoids  are 
enlarged.  Once  drainage  has  been  established  with 
decongestants  or  by  myringotomy,  positive  pressure 
inflation  of  the  middle  ear  is  invaluable  in  forcing 
out  the  serous  fluid  and  keeping  it  from  reforming. 
■ The  patient  can  do  this  himself  by  performing  the 
Valsalva  maneuver.  This  should  be  done  several 


In  resistant  cases  where  the  fluid  reforms  as  soon  as 
the  myringotomy  heals,  small  polyethylene  tubes 
are  inserted  through  the  myringotomy  site.  Insertion 
of  the  tubes,  even  in  adults,  usually  requires  an 
anesthetic.  Good  anesthesia  can  be  obtained  by  in- 
filtrating the  canal  wall  with  a local  anesthetic,  using 
a #27  needle.  Once  inserted  the  patient  has  no  sen- 
sation of  the  tubes’  presence.  Be  careful  to  caution 
the  patient  or  parents  not  to  allow  any  water  to  get 
into  the  ear  canal  while  a myringotomy  is  open  or  a 
tube  is  in  place.  Water  can  be  kept  out  by  a pledget 
of  lamb’s  wool  in  the  ear  canal  or  a cotton  pledget 
thickly  coated  on  the  outside  with  petroleum  jelly. 
I check  these  patients  a week  after  a myringotomy 
to  be  sure  it  is  healed  and  at  two  month  intervals 
until  the  tubes  have  fallen  out,  usually  within  three 
to  six  months  after  insertion. 

The  mucoid  type  of  fluid  is  so  thick  and  tenacious 
that  it  is  appropriately  called  a glue  ear.  It  is  aspi- 
rated only  with  difficulty  through  the  eardrum,  and 
occasionally  must  be  removed  through  a tympan- 
otomy. This  thick,  glue-like  fluid  is  prone  to  recur, 
as  the  myringotomy  usually  heals  long  before  the 
mucous  membrane  has  returned  to  normal.  Repeated 
myringotomies,  as  many  as  ten  or  twenty,  were  for- 
merly required  for  this  condition.  Now  polyethyl- 
ene tubes  are  inserted  initially  when  this  thick,  glue- 
like material  is  found.  At  times  a subacute  mastoid- 
itis may  accompany  the  serous  otitis,  which  will 
necessitate  a simple  mastoidectomy  before  the  con- 
dition can  be  eradicated.  Usually  the  thin  serous 
fluid  readily  responds  to  decongestants  or  to  a myr- 
ingotomy and  removal  of  the  eustachian  tube  ob- 
struction. Occasionally,  however,  even  serous  fluid 
will  repeatedly  reform.  For  this,  resection  of  the 
tympanic  plexus  of  nerves  which  lies  on  the  prom- 
ontory of  the  middle  ear  has  been  carried  out,  as  the 
tympanic  branch  of  the  glossopharyngeal  nerve  is 
the  secretomotor  nerve  to  the  ear. 

failure  to  diagnose  serous  otitis  is  the  most  common 
cause  of  the  recurrent,  almost  continuous  otitis  me- 


Normal 


Acute  Serous 


Acute  Purulent 


Chronic  Serous 


dia  seen  in  young  children.  In  these  cases  a myrin- 
gotomy will  frequently  provide  a long-term  cure 
without  adcnoidectomy  or  any  other  surgery.  Fail- 
ure to  do  this  may  allow  the  condition  to  go  on  to 
acute  or  subacute  mastoiditis.  Adhesive  otitis  media 
with  scar  tissue  binding  down  the  ossicles  or  tym- 
panosclerosis may  also  result  with  permanent  im- 
pairment of  hearing.  The  prognosis  for  hearing 
with  adhesive  otitis  or  tympanosclerosis  is  usually 
poor.  If  the  adhesions  are  removed,  they  reform, 
and  the  same  is  frequently  true  of  tympanosclerosis 
even  after  a tympanoplasty.  For  many  of  these  peo- 
ple a hearing  aid  is  the  only  solution.  The  constant 
negative  pressure  in  long  standing  serous  otitis  me- 
dia may  draw  in  either  Schrapnell’s  membrane  or 
the  posterior  superior  portion  of  the  eardrum  form- 
ing a pocket  to  cause  a chronic  otitis  media  with 
cholesteatoma,  which  may  not  become  apparent  un- 
til twenty  or  thirty  years  later. 

The  non-medical  complications  of  improper  diag- 
nosis or  treatment  may  be  even  more  serious.  The 
irritable  child,  the  frequent  bouts  of  acute  purulent 
otitis  media  with  pain  and  fever,  the  expense  of  anti- 
biotics and  doctors,  and  the  time  lost  from  school  or 
work  affect  the  entire  family. 


You  can  relieve  his 
congestion  and  sniffles 
and  her  concern 
with 

“The  Orange  Medicine" 


In  summary,  serous  otitis  has  many  causes.  There  is 
a blocking  of  the  eustachian  tube  and  an  inflamma- 
tory reaction  in  the  middle  ear  mucosa,  the  latter 
usually  caused  by  a mild  infection.  The  treatment  is 
to  provide  immediate  drainage  by  decongestants 
and  where  necessary,  by  a myringotomy.  The  ob- 
structing agent  must  be  removed  by  surgery  if  it  is 
adenoid  or  by  oral  decongestants,  and  antihista- 
mines or  nasal  spray  if  it  is  an  upper  respiratory 
infection  or  allergy.  Occasionally  resistant  cases  re- 
quire plastic  tubes  placed  through  the  eardrum  or 
other  more  radical  surgery.  Failure  to  treat  properly 
leads  to  hearing  loss  which  may  be  permanent,  re- 
peated acute  otitis  media  or  possibly  even  chronic 
otitis  media  with  cholesteatoma. 
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You  know  it  as  Triaminic  Syrup,  but  mothers  of 
kids  with  colds  and  allergies  know  it  as  the  orange- 
colored,  good-tasting  medicine  that  makes  life  a 
lot  more  livable  at  either  end  of  the  teaspoon. 
Triaminic  Syrup  contains  not  one,  but  two  antihis- 
tamines, plus  an  effective  oral  nasal  decongestant. 
This  balanced  formulation  has  promptly  and  effec- 
tively relieved  nasal  congestion  for  so  many. 

TRIAMINICSYRUP 


Each  teaspoonful  (5  ml.)  contains:  phenylpropanol- 
amine hydrochloride  12.5  mg.;  pheniramine  male- 
ate  6.25  mg.;  pyrilamine  maleate  6.25  mg.  Side 
effects:  Drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastro- 
intestinal upsets.  Precautions:  The  possibility  of 
drowsiness  should  be  considered  by  patients  en- 
gaged in  mechanical  operations  requiring  alert- 
ness. Use  with  caution  in  patients  with  hyperten- 
sion, heart  disease,  diabetes  or  thyrotoxicosis. 
Dosage:  Children  1-6,  y2  tsp.;  Children  6-12,  1 
tsp.;  Adults,  2 tsp.  Administer  every  4 hours. 
Supplied:  Bottles  of  4 fl.  oz.,  pints. 
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DROWNING:  RESUSCITATION  AND 
DEFINITIVE  TREATMENT 


Six  thousand  people  die  each  year  in  the 
United  States  as  the  result  of  drowning. 
Most  of  them  are  young  and  in  good 
health.  One  state  reported  442  drownings 
in  a year,  half  of  them  in  people  under 
24  years  old.  In  this  age  group,  no  other 
disease  accounted  for  as  many  deaths.1 
Yet  relatively  little  is  known  about  this 
costly  killer. 

Pathophysiology 

Postmortem  examination  of  drowning 
victims  usually  shows  a striking  light  pink 
coloration  of  the  skin  suggestive  of  car- 
bon monoxide  poisoning.  Goose  flesh  is 
often  seen.  Frothy  pulmonary  edema  fluid 
may  fill  the  lungs  and  airway  and  exude 
from  the  nose  and  mouth.  The  lungs  ap- 
pear hyperexpanded,  and  petechial  sub- 
pleural  hemorrhages  are  common.  Micro- 
scopic examination  may  reveal  seaweed, 
sand,  mud  or  algae.  There  is  diffuse 
capillary  congestion  of  the  alveolar  walls. 
The  upper  gastrointestinal  tract  may  be 
filled  with  ingested  fluid  and  foreign  ma- 
terial. Biochemical  and  morphologic  al- 
terations in  the  blood  may  be  discovered. 
These  changes  are  only  suggestive  of  the 
drastic  physiologic  alterations  which  pre- 
cede death. 

Experimental  evidence  indicates  that 
submersion  is  followed  by  a period 
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of  breath-holding2  and  struggling  of 
markedly  variable  duration.  This  is  fol- 
lowed by  swallowing  of  large  volumes  of 
water  and  vomiting.  Laryngospasm  may 
prevent  flooding  of  the  lungs  until  asphyx- 
ia produces  flaccidity.  Some  victims  die 
during  this  phase,  before  water  enters  the 
lungs.  Once  asphyxia  becomes  so  profound 
that  the  victim’s  glottic  muscles  relax, 
subsequent  events  are  determined  by  the 
composition  of  the  fluid  which  floods  the 
lungs. 

In  fresh  water  drowning,  large  volumes 
of  water  pass  through  the  lungs  into  cir- 
culation with  extreme  rapidity  (Fig.  1). 
There  is  evidence  that  the  circulating 
blood  volume  may  be  doubled  within  2 
minutes.3  This  marked  hemodilution  re- 
sults in  massive  hemolysis  and  lowering 
of  blood  concentrations  of  sodium,  chlo- 
ride, calcium  and  plasma  proteins.  Often 
the  combination  of  hypoxia  and  relative 
hyponatremia  from  the  hemodilution  leads 
to  sudden  ventricular  fibrillation  as  the 
cause  of  death.  If  fibrillation  does  not  oc- 
cur, or  if  it  is  corrected,  the  massive 
hypervolemia  results  in  fulminating  pul- 
monary edema  and  heart  failure. 

Sea  water  contains  3.5%  mixed  salts 
and  consequently  is  markedly  hypertonic 
compared  to  blood.  When  sea  water  is 
aspirated,  these  salts  diffuse  into  the  blood 
with  rapid  elevation  of  the  plasma  sodium 
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(Fig.  2).  The  osmotic  effect  of  the  sea 
water  causes  loss  of  large  amounts  of  fluid 
from  the  circulation  into  the  lungs.  As 
the  alveolar  membrane  is  damaged,  plas- 
ma protein  is  also  lost  into  the  lung  fluid. 
The  end  result  is  a fulminating  pulmonary 
edema,  hypotension,  bradycardia  and 
death. 

Resuscitation 

Most  victims  of  submersion  will  either 
survive  spontaneously,  not  having  been 
submerged  so  long  that  resuscitation  is 
necessary,  or  will  be  beyond  any  help. 
Resuscitation  and  subsequent  definitive 
treatment,  then,  are  aimed  at  one  zone  in 
a wide  spectrum  of  rapidly  changing  phy- 
siologic events.  It  must  always  be  remem- 
bered that  the  apparent  duration  of  sub- 
mersion is  an  unreliable  guide  to  the  phy- 
siologic condition  of  the  victim. 

As  soon  as  a victim  is  recovered  after 
submersion,  breathing  movements  should 
be  checked.  If  breathing  movements  and 
coughing  are  vigorous,  it  is  likely  that  hy- 
poxic damage  is  slight  and  that  little  water 
has  been  aspirated.  If  no  cyanosis  is  ob- 
served and  the  patient  is  conscious,  he 
should  be  transported  to  a hospital  for 
physical  examination,  chest  x-ray  film, 
and  examination  of  blood  and  urine. 

If  there  are  no  breathing  movements, 
time  must  not  be  wasted.  No  attempt 
should  be  made  to  drain  water  from  the 


lungs  since  this  cannot  be  accomplished 
effectively.4  The  pharynx  should  quickly 
be  cleared  by  the  rescuer’s  fingers  and 
exhaled  air  resuscitation  started  imme- 
diately. The  lungs  can  be  ventilated  by 
blowing  through  fluid  which  may  be  in 
the  airway.  Immediately  after  the  first 
successful  lung  inflation,  the  pulse  in  the 
carotid  artery  should  be  checked.  If  it  is 
not  palpable,  closed  chest  cardiac  massage 
must  be  started  and  continued  along  with 
artificial  ventilation  of  the  lungs.  Intermit- 
tent positive  pressure  breathing  with  oxy- 
gen should  be  substituted  for  exhaled  air 
as  soon  as  the  necessary  equipment  be- 
comes available.5  Both  artificial  respira- 
tion and  closed  chest  cardiac  massage  must 
be  continued  while  the  victim  is  trans- 
ported to  a hospital.  Cardiac  massage  may 
be  discontinued  if  a spontaneous  pulse  be- 
comes palpable  in  the  carotid.  Positive 
pressure  ventilation  should  not  be  dis- 
continued even  if  spontaneous  breathing 
efforts  return.  In  this  event,  assist  the 
victim’s  inspiratory  efforts  with  positive 
pressure  oxygen. 

Definitive  Treatment 
In  the  hospital,  if  a spontaneous  pulse 
is  still  not  palpable,  1 mg  of  epinephrine 
should  be  injected  by  the  intracardiac  or 
intravenous  route.  The  dose  should  be  re- 
duced for  children  under  18  months  of 
age.  If  there  is  electrocardiographic  evi- 
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dence  of  ventricular  fibrillation,  external 
countershock  should  be  used  to  correct 
it.'!  Artifical  respiration  and  circulation 
should  be  continued,  along  with  the  intra- 
venous administration  of  peripheral  vaso- 
constrictor drugs  such  as  phenylephrine 
or  methoxamine,  until  spontaneous  circu- 
lation is  restored. 

Then  the  patient’s  blood  and  urine 
should  be  examined,  a chest  x-ray  film 
should  be  made,  and  an  adequate  physical 
examination  performed.  Fluid  and  elec- 
trolyte redistribution  occurs  very  rapidly 
following  aspiration  of  either  fresh  water 
or  sea  wTater.  Blood  specimens  drawn  30 
to  60  minutes  after  aspiration  may  reveal 
little  evidence  of  the  magnitude  of  the 
physiologic  insult.  If  a serious  degree  of 
hemolysis  has  occurred  in  victims  of  fresh 
water  drowning,  partial  exchange  trans- 
fusion may  be  considered.  Fluid  intake 
must  be  regulated  to  promote  urinary  out- 
put and  the  complications  of  aspiration 
and  pulmonary  edema  must  be  treated. 
Following  sea  water  aspiration,  adminis- 
tration of  plasma  may  be  essential  to  re- 
store the  circulating  blood  volume.  In 
either  type  of  drowning,  monitoring  of  the 
central  venous  pressure  provides  a minute 
to  minute  indication  of  the  effectiveness 
of  treatment. 

Although  the  circulatory  changes  may 
be  life-threatening  in  some  cases,  the  most 
severe  problem  in  the  management  of  any 
patient  who  has  aspirated  large  volumes 
of  fluid  is  arterial  hypoxemia  and  acido- 
sis.7 Loss  or  alteration  of  lung  surfactant 
material,  and  possibly  local  parasympa- 
thetic reflexes,  lead  to  areas  of  nonventi- 
lated  alveoli  through  which  pulmonary 
blood  flow  is  shunted.  Consequently,  ar- 
terial blood  should  be  drawn  for  deter- 
mination of  pH,  PCO2  and  PO2  as  soon  as 
possible.  These  determine  the  need  for 
correction  of  acidosis  by  means  of  bicar- 
bonate administration.  They  also  indicate 
the  need  for  continued  ventilatory  support 
and  the  oxygen  concentration  necessary 
to  prevent  hypoxia.  Bronchodilators  may 


be  helpful,  and  the  pneumonitis  should  be 
treated  with  steroids  and  antibiotics.  The 
patient’s  progress  should  be  followed  by 
means  of  serial  blood  gas  determinations. 
When  the  pulmonary  shunt  subsides  (us- 
ually within  48-72  hours)  spontaneous 
breathing  may  be  permitted,  but  supple- 
mentary oxygen  is  often  still  necessary. 
The  inspired  oxygen  concentration  should 
be  reduced  as  soon  as  normal  arterial  PCL 
values  can  be  maintained  with  lower  con- 
centrations. 

Management  of  a patient  following 
resuscitation  from  circulatory  arrest  re- 
quires a great  deal  of  attention.  Often  the 
patient’s  reflexes  are  obtunded  and  cir- 
culation and  respiration  require  constant 
support.  Initially,  passive  hyperventilation 
may  be  accomplished  through  an  endo- 
tracheal tube  to  minimize  leakage  of  air 
and  prevent  gastric  distention.  If  artificial 
ventilation  is  indicated  for  prolonged 
periods,  the  endotracheal  tube  should  be 
replaced  by  a tracheostomy.  Constant  at- 
tention is  necessary  to  humidification  of 
the  inhaled  gas,  asepsis  during  suctioning 
of  secretions,  artificial  coughing  and 
sighing,  and  frequent  changes  in  the  pa- 
tient’s position.  It  is  desirable  to  cool  the 
patient  to  about  32°  C body  temperature 
to  reduce  oxygen  consumption  and  carbon 
dioxide  production.  During  the  process  of 
cooling,  shivering  must  be  prevented. 

Since  cerebral  edema  often  follows  as- 
phyxia and  circulatory  arrest,  the  result- 
ing increase  in  intracranial  pressure  leads 
to  further  death  of  cerebral  substance.  In 
addition  to  respiratory  alkalosis  from  pas- 
sive hyperventilation,  hypothermia,  and 
correction  of  metabolic  acidosis,  osmotic 
diuresis  may  be  desirable  to  minimize 
cerebral  edema. 

Immediately  following  restoration  of 
circulation,  the  patient’s  state  of  con- 
sciousness is  the  best  indication  of  the  suc- 
cess of  the  resuscitative  efort.  The  earlier 
reflex  activity  returns,  the  more  likely  is 
the  patient  to  recover  fully.  Steadily  pro- 
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gressive  lightening  of  consciousness  is  en- 
couraging compared  to  those  patients  who 
show  plateaus  during  which  no  progress 
is  observed.  The  electroencephalograph 
may  be  of  assistance  in  following  the 
course  of  returning  cerebral  function. 

Although  rapid  and  specialized  atten- 


tion to  many  facets  of  care  are  necessary 
in  the  management  of  the  patient  sub- 
jected to  drowning  or  near-drowning, 
these  efforts  can  be  rewarding.  This  form 
of  accident  has  a predilection  for  the 
young  and  healthy.  Successful  resuscita- 
tion gives  a high  yield  of  useful  lifespan. 
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CLINICAL  NOTE 


HUMAN  D1ROFILARIASIS 


In  1915  Matas1  observed  that  the  W. 
bancrofti  form  of  human  filariasis  was 
endemic  in  an  area  near  New  Orleans, 
Louisiana.  Subsequently  a similar  report 
was  published  by  Johnson2  for  the  Charles- 
ton, South  Carolina  area,  and  in  1919  the 
U.  S.  Public  Health  Service  in  a special 
study3  found  that  77  out  of  400  individ- 
uals examined  in  Charleston,  S.  C.  were 
infected  with  this  parasite.  Sporadically 
other  reports  of  filariasis  were  made  dur- 
ing the  1920-1930  period  with  cases  be- 
ing reported  elsewhere  along  the  Gulf 
coast  area,  Florida,  and  the  Atlantic  south- 
east regions  as  far  north  as  Washington, 
D.  C.  The  disease  seems  to  have  disap- 
peared in  the  past  30  years,  and  in  the 
Charleston,  S.  C.  area  no  new  instances  of 
infection  have  been  observed  since  the 
1940  period,  and  probably  the  last  individ- 
ual with  residuals  of  chronic  infection  was 
seen  in  1948. 

Mosquitoes  of  the  common  varieties  of 
Culex,  Anopholes,  and  Aedes  species  are 
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known  to  transmit  W.  bancrofti  and  also 
several  of  the  other  filarial  parasites,  in- 
cluding the  dog  heart  worm  or  Dirofilaria 
immitis  and  other  Dirofilaria  which  cause 
widespread  enzootic  parasitic  disease  of 
domestic  and  wild  carnivores,  such  as 
dogs,  cats,  opossums  and  raccoons.  This 
form  of  parasitic  disease  has  been  found 
to  be  endemic  throughout  the  United 
States. 

Since  1952  it  has  been  definitely  estab- 
lished that  man  could  be  infected  with 
Dirofilaria  immitis  as  well  as  with  some 
other  species  of  Dirofilaria.  In  1957  Faust 
collected  and  published  the  findings  in  37 
instances  of  Diroflaria  infection  in  man, 
including  the  reports  of  4 patients  who 
had  acquired  their  infection  in  Florida 
and  Louisiana.  Instances  of  human  infec- 
tion locally  acquired  have  now  been  re- 
ported not  only  in  Florida,  Louisiana, 
South  Carolina,  and  most  recently,  in 
North  Carolina,  the  first  reported  instance 
in  that  state,1  but  also  in  such  widely 
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separated  areas  as  in  the  states  of  Wash- 
ington, New  York  and  Massachusetts. 
Since  the  review  of  the  known  cases  of 
human  infection  then  reported  in  the 
world  literature  by  Dr.  Faust5  in  1957,  a 
review  of  all  the  recognized  and  reported 
cases  which  have  occurred  in  the  United 
States  up  to  1966  was  published  by  Beaver 
and  Orihel5  of  Tulane  University,  in  which 
an  additional  35  cases  were  tabulated, 
many  of  which  they  had  identified  by 
review  of  tissue  materials  studied  by  them 
in  their  laboratory. 

In  addition  to  the  recent  published  re- 
port by  Brumbach,  Morrison  and 
Weatherly4  of  the  North  Carolinian  who 
had  an  orbital  lesion  from  Dirofilarial 
infection,  Spear7  of  the  University  of 
Miami  has  reported  his  experiences  with 
recent  cases  in  which  Dirofilaria  produced 
pulmonary  infarctions.  These  were  of  the 
Dirofilaria  immitis  species  or  the  dog 
“heart  worm”.  He  and  others  have  found 
that  the  Dirofilaria  may  lodge  in  pulmon- 
ary arteries  causing  an  infarction  similar 
to  that  produced  by  embolization.  Some, 
however,  have  been  found  in  asymptoma- 
tic patients  on  routine  chest  x-ray  exami- 
nation. The  diagnosis  was  established  at 
the  time  of  excisional  lung  biopsy  for  a 
probable  neoplastic  lesion.  Unless  sections 
of  such  lesions  are  made  in  the  area  of 
arterial  blockage  by  the  parasite,  older 
lesions  may  be  misdiagnosed  as  undif- 
ferentiated granulomas. 

Currently  we  are  dependent  on  excis- 
ional biopsy  for  establishment  of  the  diag- 
nosis. Although  the  parasite  may  reach 
adult  maturity  in  man,  it  apparently  has 
not  been  found  to  develop  full  sexual  ma- 
turity or  to  be  able  to  undergo  sexual  re- 


production as  in  other  mammalian  carni- 
vores or  omnivores.  Search  of  blood  smears 
for  microfilaria  is  therefore  of  no  diag- 
nostic help  as  it  is  in  the  establishing  of 
the  diagnosis  of  W.  bancrofti  infections. 
Eosinophilia  likewise  has  not  been  re- 
ported in  man. 

Currently  measures  that  might  control 
the  disease  in  man  and  animals  appear 
limited  to  control  of  the  mosquito  vectors. 
Wild  animals  serve  as  an  ample  reservoir 
for  spread  to  the  domestic  carnivores. 

Drugs  which  have  been  employed  to  kill 
the  parasites  in  the  heart  chambers  of 
dogs  have  usually  induced  fatal  emboliza- 
tion in  the  pulmonary  arterial  bed  by  mas- 
ses of  dead  filaria  which  may  reach  sev- 
eral centimeters  in  length. 

Currently  this  parasitic  infection  is  of 
interest  chiefly  as  another  example  of  a 
primary  enzootic  disease  to  which  man 
may  fall  victim.  Clinically  it  is  recognized 
as  being  the  cause  of  pulmonary  lesions 
which  may  simulate  other  more  common 
forms  of  embolic  pulmonary  infarctions, 
or  produce  asymptomatic  x-ray  findings 
of  circumscribed  lesions  resembling  pul- 
monary carcinoma  or  primary  granu- 
lomas. Nodular  lesions  of  the  skin  and 
involvement  of  the  orbital  or  ocular  tis- 
sues have  also  been  frequently  reported. 
As  the  disease  has  been  more  frequently 
recognized  in  the  past  10  years,  it  is  evi- 
dent that  we  may  anticipate  seeing  an  in- 
creasing number  of  cases  during  the  sea- 
sons when  mosquitoes  are  prevalent.  Cer- 
tainly it  would  appear  that  it  has  become 
a rather  serious  menace  to  household  dogs 
and  cat  pets  in  recent  years,  though  cur- 
rently it  remains  in  the  category  of  a 
medical  curiosity  for  man. 
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PLACENTAL  LOCALIZATION  USING  EISA 131  WITH 
ABDOMINAL  SECTOR  COUNTING. 

REPORT  OF  7 CASES 


Third  trimester  bleeding  is  potentially 
hazardous  to  the  affected  patient  and  pre- 
sents a problem  to  the  obstetrician.  There 
are  many  causes  of  this  problem  and 
placenta  praevia  is  one  of  the  most  com- 
mon. A definite  diagnosis  of  placenta 
praevia  may  be  made  by  intracervical 
digital  examination,  but  this  may  pre- 
cipitate sudden,  massive  hemorhage  and, 
in  cases  not  at  term,  may  also  necessitate 
premature  delivery.  Localization  of  the 
placenta  by  a safer  method  is  therefore 
of  importance. 

A number  of  methods  for  obtaining 
placental  outline  have  been  developed.  X- 
ray  placentography,  including  soft  tis- 
sue, contrast  or  displacement  techniques 
is  very  accurate  after  the  35th  week  of 
gestation  but  not  so  accurate  prior  to  that 
time  and  the  radiation  dose  is  more  than 
with  isotope  methods.1  Opacifying  the 
amniotic  fluid  by  means  of  dye  injection 
through  the  pregnant  uterine  wall  (amnio- 
graphy)  has  been  shown  to  localize  the 
placenta  accurately  but  carries  with  it  the 
risk  of  infection,  induction  of  premature 
labor,  and  a higher  radiation  dose  than 
with  isotope  localization.2  Arterial  placen- 
tography is  probably  the  most  accurate 
method  but  requires  arterial  puncture  and 
the  radiation  dose  is  more  than  with  iso- 
tope studies.3  Intravenous  placentography 
is  less  accurate  and  requires  large  amounts 
of  dye  injection.4'7  Thermoplacentography 
(placental  outline  by  recording  of  body 
surface  heat)  involves  no  radiation  hazard 
but  is  experimental  and  high  accuracy  has 
not  been  consistently  obtained.3  Ultrasonic 
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placentography  (placental  outline  by 
means  of  echogram  recording)  also  in- 
volves no  radiation  hazard  and  is  a pro- 
mising method.  There  has  been  a prob- 
lem, however,  in  visualizing  the  poster- 
iorly located  placenta  but  prospects  ap- 
pear good  for  overcoming  this.9’10  Isotope 
placentography  is  probably  the  most  popu- 
lar current  method  and  the  isotopes  com- 
monly used  are  RISA-I131,  Cr31  labeled 
erythrocytes  or  human  serum  albumin, 
Tcnnm  labeled  serum  albumin,  and  Tc99m 
pertechnetate.  Depending  upon  the  iso- 
tope used  the  placenta  may  be  outlined  by 
abdominal  sector  scintillation  counting 
(as  described  below),  dot  and  photoscan- 
ning  with  a scanner,  or  by  a scintiphoto- 
gram  with  a gamma  camera. 

Materials  and  methods 

Placental  localization  studies  were  done 
on  7 patients  with  third  trimester  bleed- 
ing. Five  patients  were  near  term,  1 pa- 
tient was  in  the  32nd  week  gestation,  and 
another  was  in  the  34th  week.  The  ages 
ranged  from  18  to  33  years. 

The  technique  used  is  as  follows:11’12 
Lugol’s  solution  is  given  in  a dose  of  10 
drops  three  times  daily  one  day  prior  to 
and  3 days  after  the  examination.  This 
saturates  the  fetal  and  maternal  thyroid 
gland  with  iodine  and  considerably  mini- 
mies  any  uptake  of  I131.  The  patient  is 
placed  in  the  supine  position  and  5 micro- 
curies of  RISA-I131  are  given  intraven- 
ously. Ten  minutes  are  allowed  for  the 
tracer  to  mix  with  the  maternal  cardio- 
vascular circulation.  The  gravid  abdomen 
is  divided  into  16  equal  areas  as  indicated 
in  Figure  1.  In  order  to  determine  anterior 
and  posterior  location  of  the  placenta  a 
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horizontal  line  is  drawn  on  the  lateral 
wall  of  the  abdomen  through  the  level  of 
the  anterior  superor  iliac  spine,  dividing 
the  abdomen  into  an  anterior  and  pos- 
terior field.  One  count  is  taken  above  and 
one  count  below  this  line  at  the  level  of 
the  umbilicus  and  on  both  sides  of  the 
abdomen.  One  minute  counts  are  made 
with  a scintillation  counter  using  a 3 x 2 
inch  shielded  colimated  sodium  iodide 
crystal  over  the  abdominal  areas  as  well 
as  over  the  heart.  These  counts  are  re- 
corded on  the  diagram  as  shown  in  figure 
1 and  may  be  expressed  as  a percentage  of 
the  heart  count.  Localization  is  determined 
by  noting  the  zones  with  the  highest 
counts.  In  the  case  of  term  or  near  term 
pregnancy  two  of  the  four  zones  will  be 
found  to  contain  the  highest  counts.  If 
the  placenta  covers  a lateral  wall  it  may 
occupy  three  zones.  If  the  uterus  is  only 
at  the  level  of  the  umbilicus,  the  placental 
site  is  usually  confined  to  a portion  of  one 
zone. 

Results 

Placental  localization  was  predicted 
correctly  in  all  seven  patients.  Five  pa- 
tients delivered  vaginally  near  term,  1 
patient  delivered  vaginally  at  32  weeks 
gestation,  and  1 patient  had  cesarean 
section  at  34  weeks  gestation.  The  diag- 
noses were  confirmed  by  manual  exami- 
nation of  the  uterus  in  cases  of  vaginal 
delivery  and  visual  inspection  in  the  case 
of  cesarean  section. 

Discussion 

Placental  localization  by  isotopic  meth- 
ods does  not  usually  cause  difficulties  in 
interpretation.  The  theoretical  basis  for 
use  of  isotopes  is  that  the  placenta  is  phy- 
siologically a blood  pool  wThich  accumu- 
lates isotopically  labelled  blood  compon- 
ents to  a greater  degree  than  the  surround- 
ing less  vascular  structures.  Interpreta- 
tion of  the  results  depends  upon  demon- 
stration of  high  count  rates  over  the  site 
of  placental  implantation.  When  the 


Fig.  1.  Form  used  to  record  abdominal  sector 
counts  and  illustration  of  a ease  of  placental  locali- 
zation to  the  right  upper  uterus,  anterior  wall. 


placenta  is  situated  on  the  anterior  wall 
of  the  uterus  its  site  is  indicated  by  a rate 
of  activity  almost  equal  to  that  over  the 
heart.  When  the  placenta  is  posteriorly 
situated  there  is  usually  found  a homo- 
geneous distribution  over  the  abdomen 
with  somewhat  higher  lateral  readings. 
A difficulty  in  interpretation  may  arise 
when  the  placenta  is  localized  to  the  lower 
uterine  segment  and  in  that  event  one  can 
not  differentiate  whether  it  is  low-lying, 
or  partial  or  total  previa.  Broad  ligament 
varicosities  have  been  reported  as  a cause 
of  a false-positive  result.™ 

The  amount  of  radiation  dose  to  the 
mother  and  fetus  has  been  shown  to  be 
quite  low  with  the  amount  of  RISA-I™1 
used  in  this  method.  Fetal  total  body  ex- 
posure was  estimated  by  Weinberg,  using 
5 microcuries  of  RISA-I131,  to  be  about  20 
mrads.  This  is  stated  to  be  approximately 
10  times  less  than  the  maternal  and  fetal 
radiation  exposure  when  two  films  of  the 
abdomen  are  made  in  the  anteroposterior 
and  lateral  projections.  A further  reduc- 
tion in  fetal  and  maternal  radiation  ex- 
posure has  been  obtained  by  using  other 
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isotopic  placental  localization  methods 
than  the  one  described.  Utilizing  a 20 
microcurie  dose  of  Cr"'1  a 2 mrad  total 
body  fetal  exposure  was  found  and  using 
Tc',!'m  in  a dosage  between  200-500  micro- 
curies, a 5 mrad  total  body  fetal  exposure 
was  estimated.2 

Isotopic  placentography  is  one  of  the 
most  reliable  procedures  for  placental 
localization  and  authors  in  the  current 
literature  report  accuracy  consistently 
in  excess  of  95  per  cent. 

A disadvantage  of  the  method  described 
is  that  localization  is  inferred  from  a 
study  of  the  counts  made  in  the  areas  ex- 


amined. Visual  confirmation  of  the 
placenta  may  be  made  using  TCoflm  and 
this  may  be  done  with  a scanner  to  ob- 
tain a dot  and  photoscan  or  with  a gamma 
camera  to  obtain  a scintiphotogram. 

Conclusions 

1 —  Seven  patients  were  checked  for 
placental  localization  with  RISA-I131  and 
abdominal  sector  counting.  These  cases 
have  delivered  and  accuracy  of  localiza- 
tion was  100%. 

2 —  Some  of  the  advantages  and  disad- 
vantages of  this  method  are  discussed. 

3 —  A brief  comparison  with  other 
methods  of  placentography  is  made. 
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EVALUATION  OF  THE  NUTRITIONAL 
NEED  FOR  ENRICHMENT 


The  program  for  the  enrichment  of 
staple  grain  foods  in  the  United  States 
of  America  dates  from  March  18,  1939, 
when  the  Council  on  Foods  of  the  Ameri- 
can Medical  Association  issued  its  state- 
ment encouraging  restorative  addition  of 
vitamins  and  minerals  to  general  purpose 
foods.1  The  first  enrichment  laws  in  the 
United  States  were  enacted  in  South  Caro- 
lina in  1942. 2 Since  that  date  26  other 
states  have  enacted  enrichment  laws. 
Many  articles  and  statements  have  been 
issued,3'5  most  of  which  endorse  the  prin- 
ciple of  enrichment;  however,  few  analy- 
tical data  are  available  which  evaluate  ob- 
jectively the  nutritional  importance  of  en- 
richment'5’7 to  a sizable  segment  of  the 
population  of  continental  United  States. 

Proper  evaluation  of  enrichment  is 
complicated  by  changes  in  the  food  habits 
which  have  altered  the  dietary  intake  sig- 
nificantly/ These  changes  were  caused  by 
rapid  industrialization  and  a general  rise 
in  the  standard  of  living,  increased  use 
of  convenience  and  snack  foods,  and  in- 
creased eating  away  from  home.  In  gen- 
eral, nutritionists  agree  that  the  enrich- 
ment of  staple  grain  foods  is  contributing 
to  the  health  and  well-being  of  a sizable 
segment  of  the  population,  but  none  agrees 
exactly  on  the  degree  of  this  contribution. 

The  objective  of  this  investigation  was 
to  determine  if  there  is  a nutritional  need 
today,  and  whether  there  will  be  a nutri- 
tional need  in  the  immediate  future,  for 
a continuing  enrichment  of  staple  grain 
foods  with  thiamine,  niacin,  riboflavin, 
and  iron.  The  study  area  was  restricted  to 
the  state  of  South  Carolina  where  state 
legislation  has  required  the  enrichment  of 
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flour,  bread,  corn  meal,  and  grits  for  over 
twenty  years  and  the  enrichment  of  rice 
for  over  ten  years. 

Nutritional  inadequacies  in  South  Caro- 
lina and  those  in  the  rest  of  the  nation 
and  the  world  will  vary  considerably,  but 
at  the  present  time,  enrichment  of  flour, 
bread,  degerminated  corn  meal,  and  grits 
is  practiced  widely  throughout  the  United 
States.  Enrichment  of  rice  for  distribution 
to  the  National  School  Lunch  Program 
and  other  eligible  recipients  is  required 
by  federal  law. 

Methods 

The  subjects  selected  for  this  study  rep- 
resent a geographic  cross  section  of  the 
state  of  South  Carolina.  Two  hundred  and 
forty-two  pregnant  women  from  low-in- 
come families  of  mixed  ethnic  origin  ex- 
periencing their  second  or  third  trimester 
of  pregnancy  were  selected  for  this  study. 

Low  income  pregnant  women  were  se- 
lected for  the  following  reasons  : 

(a)  Women  in  their  second  and  third  trimester 
of  pregnancy  have  augmented  nutritional 
requirements;  therefore,  nutritional  deficien- 
cies are  most  likely  to  be  observed  in  this 
group. 

(b)  Pregnant  women  represent  a significant  seg- 
ment of  the  population. 

(cl  Low-income  families  are  expected  to  derive 
the  major  benefits  from  the  enrichment  pro- 
gram. 

(a)  Evaluation  of  the  Importance  of  En- 
richment to  Diets 

An  experienced  interviewer  used  the 
24-hour  recall  technique9  to  obtain  infor- 
mation on  the  dietary  intake.  The  inter- 
view was  held  in  a separate  room  with 
only  the  woman  interviewer  and  patient 
present.  Conditions  were  relaxed  and 
every  effort  was  made  to  avoid  embar- 
rassment and  gain  the  confidence  and  co- 
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Table  I.  Contribution  to  diets  by  enrichment  ingredients 
Percentage  of  Total  Intake 

IKON  THIAMINE  RIBOFLAVIN  NIACIN 


Mean 

S.  1>.* 

Mean 

S.  I). 

Mean 

S.  D. 

Mean 

S.  L>. 

Area  1 
95  Subjects 
Greenville,  S.  C. 
Area  II 

21.34 

10.29 

23.91 

11.73 

13.49 

8.39 

16.33 

9.26 

95  Subjects 
Columbia,  S.  C. 
Area  III 

15.45 

8.72 

20.23 

12.35 

7.80 

4.53 

11.20 

7.52 

52  Subjects 

21.21 

17.67 

21.17 

18.34 

10.87 

14.91 

18.34 

16.50 

Coastal  Area  of  S. 
Mean  of  Area 

C. 

I,  II,  & III 

19.33 

12.22 

21.17 

14.14 

10.52 

9.27 

15.29 

11.09 

242  Subjects 
* Standard  Deviation. 


operation  of  the  patient.  The  daily  intake 
of  specific  nutrients  was  then  computed 
by  referring  to  the  United  States  Depart- 
ment of  Agriculture  Home  and  Garden 
Bulletin  No.  72,  Nutritive  Value  of  Foods. 
In  the  case  of  snacks  and  other  conven- 
ience foods,  where  no  published  figures 
are  available,  the  authors’  analytical  data 
were  used.  Calculations  on  enriched  rice 
did  not  include  riboflavin,  as  the  faint 
cream  color  imparted  to  white  rice  by  the 
addition  of  riboflavin  has  as  yet  pre- 
vented its  addition  during  the  enrichment 
process. 

To  determine  the  contribution  of  the  en- 
richment program,  the  subjects’  intake  of 
thiamine,  niacin,  riboflavin,  and  iron  was 
calculated  on  the  basis  of  all  staple  grain 
foods  having  been  enriched.  The  intake 
was  then  calculated  on  the  basis  of  none 
of  the  staple  grain  foods  having  been  en- 
riched. The  difference  between  these  two 
values  was  divided  into  the  subjects’  total 
intake  to  determine  the  percentage  of 
thiamine,  niacin,  riboflavin,  and  iron  con- 
tributed by  the  enrichment  program  to 
the  diets  of  these  subjects  (Table  I and 
Figure  I) . 

(b)  Analysis  of  Blood  and  Metabolic 
Products 

Ten  milliliters  of  blood  were  collected 
from  each  woman  interviewed  in  10  ml 


vacutainer  tubes  containing  10  mg  of  ethy- 
lene diamine  tetra  acetate  and  immediately 
transported  to  the  laboratory  for  analy- 
sis. Approximately  40  ml  of  urine 
were  collected  from  each  subject  and 
placed  in  dark  bottles.  In  cases  where 
urine  samples  were  to  be  refrigerated 
prior  to  analysis,  the  samples  were  acidi- 
fied to  pH  3.5  with  hydrochloric  acid. 

A hemoglobin  determination  was  per- 
formed by  the  cyanomethemoglobin  meth- 
od described  by  Hainline.1"  In  order  to 
check  the  hemoglobin  values  and  to  es- 
tablish the  volume  of  packed  red  cells,  a 
micro-hematocrit  determination  was  per- 
formed.11 The  vitamin  C content  of  whole 
blood  was  determined  by  a modification 
of  the  photometric  procedure  described 
by  Bessey  and  associates.12  The  ribo- 
flavin content  of  whole  blood  was  assessed 
by  the  fluorometric  procedure  described 
by  Burch  et  al.13  Total  iron  was  deter- 
mined in  whole  blood  by  a modification 
of  the  procedure  described  by  Wong.14 
The  creatinine  content  of  whole  blood  was 
assessed  by  a modification  of  the  alkaline 
picrate  method.15 

Urinary  creatinine,  as  assayed  by  the 
alkaline  picrate  method,  served  as  an  ex- 
cretion index  for  the  interpretation  of 
thiamine  and  N’-methylnicotinamide  in 
urine  samples.  The  urinary  N’-methylnico- 
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LOW  INCOME  MOTHERS  HAVING  INADEQUATE  DIETS 


% 


COLUMBIA,  S C.  AREA 


Fig.  1.  The  dietary  adequacy  was  based  on  National  Research  Council’s  Recommended  Dietary  Allow- 
ances for  Pregnant  Women  in  second  and  third  trimesters.  Actual  values  were:  1,800  calories,  78  Gm  protein, 
1.3  Gm  calcium,  15  mg  iron,  0,000  IU  Vitamin  A,  1.0  mg  thiamine,  1.5  mg  riboflavin,  16  mg  niacin,  and 
100  mg  ascorbic  acid.1*' 


tinamide  content  was  determined  by  the 
method  of  Huff  et  al.1(i  The  urinary  thia- 
mine content  was  assessed  by  the  method 
of  Mickelsen  et  al.17 

Results 

The  results  from  this  dietary  survey 
show  that  there  were  many  serious  dietary 
deficiencies  in  iron,  thiamine,  riboflavin, 
and  niacin  (Figure  I).  Dietary  deficien- 
cies in  vitamin  C,  calcium,  protein,  and 
other  essential  nutrients  were  also  found. 
The  greatest  deficiencies  were  in  calcium 
and  iron.  Only  about  five  per  cent  of  the 
subjects  studied  had  an  intake  of  calcium 
and  iron  which  could  be  considered  ade- 
quate, according  to  standards  recommend- 
ed by  the  National  Research  Council. 

The  composition  of  blood  and  urine  is 
shown  in  Figure  II.  In  almost  all  instances, 
except  for  the  amount  of  circulating  iron, 
the  percentage  of  subjects  below  normal 


in  their  circulating  nutrient  content  was 
lower  than  the  percentage  of  subjects 
below  normal  in  nutrient  intake  (Figure 
1 ) . This  difference  might  be  explained  by 
the  fact  that  intakes  were  calculated  on 
the  basis  of  one  day,  while  blood  levels 
were  a reflection  of  a longer  period  of 
time. 

Approximately  seven  per  cent  of  the 
subjects  were  found  to  have  inadequate 
venous  blood  riboflavin  levels,  while  50.8 
per  cent  of  the  subjects  were  found  to 
have  inadequate  blood  ascorbic  acid  levels. 
The  hemoglobin  value  and  the  total  circu- 
lating iron  content  were  found  to  be  in- 
adequate in  58.4  per  cent  and  94.2  per 
cent  of  the  cases,  respectively.  Urinary 
excretion  studies  indicate  that  4.7  per 
cent  of  the  subjects  were  deficient  in  thia- 
mine and  48.8  per  cent  of  the  subjects  de- 
ficient in  N’-methylnicotinamide,  a niacin 
metabolite. 
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BLOOD  AND  URINE  COMPOSITION 


Fig.  2 .Blood  composition  was  considered  inadequate  if  the  values  were  below  the  following:  riboflavin, 
8.7  ug  per  100  ml;  vitamin  C,  0.9  mg  per  100  ml;  total  iron,  42.0  mg  per  100  ml;  hemoglobin,  11.7  Gm  per 
100  ml.  Urine  composition  was  considered  inadequate  if  values  were  below'  the  following:  thiamine,  21.0  ug 
per  Gm.  creatinine;  N’-Methylnicotinamide,  0.8  mg  per  Gm  creatinine. 


The  contribution  of  the  enrichment  in- 
gredients to  the  nutrient  intake  of  these 
subjects  is  shown  in  Table  I.  The  enrich- 
ment program  contributed  19.33  per  cent 
of  the  iron,  21.17  per  cent  of  the  thia- 
mine, 10.52  per  cent  of  the  riboflavin,  and 
15.29  per  cent  of  niacin  intake  of  these 
subjects. 

Discussion  and  Conclusions 
The  results  of  this  survey  indicate  that 
severe  vitamin  and  mineral  deficiencies 
occur  in  the  low  income  pregnant  woman 
population  tested.  Furthermore,  deficien- 
cies are  observed  even  though  the  enrich- 
ment ingredients  contribute  significantly 
to  the  total  nutrient  intake. 

Noting  the  frequent  deficiency  in  iron, 
careful  consideration  is  needed  on  a 
recommendation  which  would  lead  toward 
increasing  the  amount  of  iron  added  in 
the  enrichment  process.  Many  investiga- 
tors have  observed  that  diets  are  fre- 


quently low  in  iron,  but  no  concerted  ef- 
fort has  been  made  on  a wide  area  basis 
to  correct  this  situation.  Data  here  col- 
lected indicate  approximately  one  fifth 
of  the  iron  consumed  by  these  subjects 
resulted  from  iron  added  during  the  en- 
richment process. 

Considerations  for  adding  more  iron 
to  the  diet  of  the  masses  renew  a series 
of  discussions  as  to  whether  the  limiting 
factor  in  hemoglobin  regeneration  might 
not  be  the  intake  of  protein,  copper,  co- 
balt, or  other  constituents  rather  than  that 
of  iron.  Proposals  for  the  addition  of  more 
iron  to  flour  and  bakery  products  renew 
technical  problems  involving  the  catalytic 
effect  of  iron  on  rancidity,  discoloration, 
etc.  Furthermore,  enrichment  of  flour, 
bread,  corn  meal,  and  grits  is  now  an  oper- 
ational routine  in  mills;  any  change 
would  disrupt  normal  operation  and  re- 
quire relabeling  packages.  Cost  would  not 
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be  a factor  as  the  total  enrichment  ingre- 
dient cost  is  approximately  three  cents  per 
hundred  pounds  of  flour.  The  fact  still  re- 
mains that  a large  segment  of  the  popu- 
lations is  not  obtaining  enough  iron  in  its 
diet,  and  that  further  consideration  is 
needed  to  find  means  to  correct  this  de- 
ficiency.18 

Deficiencies  in  thiamine,  niacin,  and 
riboflavin,  although  less  severe,  were  also 
observed  in  both  the  dietary  studies  and 
the  analysis  of  blood  and  metabolic  prod- 
ucts. The  advisability  of  having  enrich- 
ment make  still  a larger  contribution  is 
a matter  which  should  be  given  further 
consideration. 

Alternative  methods  of  improving  diets 
by  better  selection  and  use  of  natural 
foods  remains  a longtime  educational  and 
economic  goal.  Thus  the  question  regard- 
ing enrichment  is  not  whether  enrichment 
is  needed  at  the  present  time,  but  rather, 
whether  the  amounts  added  should  be  in- 


niacin.  Their  diets  included  the  enriched 
forms  of  flour,  bread,  corn  meal,  corn 
grits,  and  rice  in  such  amounts  that  the 
average  contributions  from  the  enrich- 
ment ingredients  were:  iron,  19  per  cent; 
thiamine,  21  per  cent;  riboflavin,  11  per 
cent;  niacin,  15  per  cent. 

The  total  amount  of  iron  in  the  blood  of 
these  women  wTas  low  in  94  per  cent  of  the 
cases.  Fifty-eight  percent  showed  low 
hemoglobin  and  hematocrit  values.  The 
riboflavin  content  of  the  blood  was  found 
to  be  abnormally  low  in  nine  per  cent  of 
those  studied.  Analysis  of  the  urine  based 
on  creatinine  excretions  showed  approxi- 
mately five  per  cent  were  below  normal 
in  thiamine  and  49  per  cent  below  normal 
in  niacin. 

Although  these  subjects  were  examined 
at  county  health  departments  in  South 
Carolina,  it  is  probable  that  their  condi- 
tion and  the  benefits  they  received  from 
enrichment  are  similar  to  those  received 


creased. 

Summary 

The  diets  and  blood  composition  of  21+2 
low-income  mothers  showed  inadequate  in- 
takes of  iron,  thiamine,  riboflavin  and 


by  a significant  segment  of  the  population. 
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X-RAY  FILM  OF  THE  MONTH 


S.  E.  PUCKETTE,  JR.,  M.D. 
Medical  College  Hospital 
Charleston,  S.  C. 


The  film  illustrated  is  that  of  a 42  year 
old  white  male  who  injured  his  wrist  in 
a fall.  An  oval  radiolucent  area  in  the 
proximal  phalanyx  of  the  index  finger 
was  noted  and  a film  of  his  hand  revealed 
the  lesions  seen  above.  On  questioning,  the 
patient  related  he  had  noted  for  some 
years  that  his  index  finger  was  slightly 
knobby  but  “it  had  never  bothered  him 
and  he  had  not  bothered  it.” 

These  oval  lesions  in  the  phalanges  are 
enchondroma.  They  represent  a collection 
of  cartilage  cells  replacing  normal  can- 
cellous tissue.  The  tumor  is  non-invasive 
but  the  mass  may  erode  cortical  bone  by 
pressure.  As  the  erosion  is  slow,  new  bone 
is  laid  down  and  the  result  is  the  appear- 
ance of  cortical  expansion.  Enchondromata 
usually  are  found  in  the  shaft,  sparing 
the  epiphyseal  regions.  Quite  often  they 
are  eccentrically  located,  producing  a pro- 
nounced bulging  of  one  side  of  the  bone. 
Within  this  area  of  radiolucency,  focal 


areas  of  increase  in  density  may  be  pres- 
ent. These  represent  foci  of  calcification 
or  ossification  of  the  lesional  cartilage. 

Quite  frequently,  a pathological  frac- 
ture through  the  affected  phalanx  is  a 
presenting  symptom.  Some  patients  have 
noted  spontaneous  swelling  in  the  region 
of  the  affected  phalanx,  at  times  asso- 
ciated with  intermittent  pain.  Enchondro- 
mata may  involve  a single  bone,  a few 
bones,  or  show  extensive  involvement.  Any 
lesion  presenting  anything  like  the 
roentgenographic  picture  illustrated  and 
situated  in  the  middle  or  proximal 
phalanx  of  a finger  is  almost  certainly 
an  enchondroma.  While  enchondromata 
in  general  can  undergo  malignant  trans- 
formation into  chondrosarcoma,  those  of 
the  phalanges  almost  never  do. 

Usually  the  lesions  are  ignored  except 
when  they  produce  clinical  symptoms  or 
complaints  or  where  removal  would  be 
desired  for  cosmetic  reasons. 
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President’s  Pages 

(Editor's  Note:  The  President’s  Page  this  month 
has  been  given  over  by  the  President  to  a guest 
editorial  by  Dr.  Donald  Kilgore.) 

WHAT  WILL  YOU  DO? 

The  necessity  for  join- 
ing SCALPEL  now  is  ur- 
gent. Your  efforts  and 
your  money  are  needed 
desperately  in  this  most 
critical  of  election  years. 
1968  may  be  the  last  op- 
portunity that  we  have  to 
salvage  the  free  practice 
of  medicine.  To  those  who  still  cherish  that 
quaint  antediluvian  idea  that  doctors  are 
not  and  should  not  be  in  politics,  I can 
give  several  disturbing  arguments. 

1.  The  forces  opposing  us  are  using  every 
possible  method  to  discredit  the  physi- 
cian in  the  eyes  of  the  public.  Two  ex- 
amples of  this  will  suffice:  1)  In  July 
1966  the  Department  of  Justice  filed  an 
antitrust  suit  against  the  College  of 
American  Pathologists  for  monopolistic 
practices.  The  absurdity  of  the  charges 
has  been  demonstrated  by  the  fact 
that  after  the  initial  splurge  of  pub- 
licity, no  significant  action  has  been 
taken  for  two  years.  2)  Just  recently 
the  ridiculous  charge  was  circulated 
widely  that  radiologists  were  giving 
Negro  patients  greater  x-ray  exposure 
than  white  patients.  Although  this 
charge  was  manifestly  untrue,  the  ac- 
cusations were  in  large  headlines  and 
the  refutations  were  given  small  print 
on  the  back  pages.  Physicians  in  other 
fields  can  expect  similar  attacks  in  the 
future. 

2.  There  is  an  increasing  number  of  “Na- 
tional Conferences”  to  present  pre- 
formed ideas  and  conclusions  to  the 
general  public  about  medical  practice. 
The  participants  are  carefully  chosen 
in  order  that  the  right  viewpoint  may 
be  given.  A recent  example  of  this  is 
the  report  of  the  National  Conference 
on  Group  Practice  held  in  October, 


1967.  This  report  called  “Promoting  the 
Group  Practice  in  Medicine”  may  be 
obtained  from  the  Superintendant  of 
Documents  at  the  U.  S.  Government 
Printing  Office  for  30  cents.  For  those 
who  still  have  their  heads  in  the  sand 
this  is  a very  illuminating  document. 
The  group  practice  promoted  here  is 
not  physicians  in  private  practice  on 
an  individual  basis  coming  together  in 
partnerships  to  render  more  efficient 
service  for  their  patients.  The  group 
practice  endorsed  by  this  Conference 
is  a prepaid  capitation  type  of  medi- 
cine rendered  by  salaried  physicians 
in  large  groups.  Among  the  Chairmen 
leading  the  discussion  groups  were: 
1 ) Sam  Pollock.  President  of  the  Meat 
Cutters  District  Union  427  AFL-CIO 
Cleveland,  Ohio.  2)  Dr.  Caldwell  B. 
Esselstyn,  Associate  Program  Coordi- 
nator in  the  New  York  Metropolitan 
Regional  Medical  Program.  (You  may 
remember  that  he  was  formerly  Di- 
rector of  the  Rip  Van  Winkle  Clinic 
in  up-state  New  York  until  it  went 
bankrupt.)  3)  Raymond  M.  Kay,  the 
Medical  Director  of  the  Southern  Cali- 
fornia Kaiser  Permanente  Medical 
group.  The  remainder  of  the  partici- 
pants by  a large  majority  were  either 
non-physicians  or  physicians  from 
large  prepaid  medical  groups.  There- 
fore it  is  hardly  surprising  that  they 
concluded  that  the  prepaid  medical 
groups  were  the  utopian  answer.  If 
you  sit  on  you  hands  long  enough, 
these  people  will  be  telling  you  how 
to  practice  medicine. 

3.  Public  Law  89-749  concerning  compre- 
hensive medical  care  planning  has  been 
on  the  books  since  1966,  but  most  doc- 
tors do  not  know  of  its  function  or 
even  its  existence.  Briefly  this  law 
provides  that  all  planning  for  hospi- 
tals and  medical  care  facilities  sup- 
ported by  federal  tax  payers  funds  will 
be  decided  by  state  and  local  commit- 


July,  1968 


277 


tees  on  which  doctors  and  all  person- 
nel connected  with  the  health  field 
must  be  in  the  minority.  This  law 
states  that  at  least  51%  of  these  com- 
mittee members  must  be  “consumers”. 

In  order  to  pass  on  the  private  practice 
of  medicine  to  our  children  and  grand- 
children, we  must  elect  men  to  Congress 
who  believe  that  the  past  possesses  suf- 
ficient virtue  to  be  the  cornerstone  on 
which  the  future  is  built.  We  must  elect 
men  who  believe  that  our  society  should 
guard  the  opportunity  for  man  to  develop 
according  to  his  natural  endowments 
rather  than  to  be  restricted  by  the  lock- 
step  uniformity  of  any  man-regulated 
system.  These  men  must  recognize  the 
vital  distinction  between  reform  and 
change  for  the  sake  of  change.  They  must 
place  their  trust  in  evolution  and  reject 
revolution.  These  men  must  possess  com- 
passion, be  responsive  to  human  need, 
must  trust  the  wisdom  of  individuals  to 
function  as  individuals,  and  reject  those 
who  would  constrict  the  individual’s  re- 
sponsibility to  himself  and  the  ordering 
of  his  own  life.  In  summary,  they  must  be- 
lieve with  Edmund  Burke  that  reasonable 
men  have  “a  disposition  to  preserve  and 
an  ability  to  improve”. 

What  are  the  consequences  if  we  do 
nothing?  Almost  exactly  two  years  ago, 
eight  student  nurses  were  brutally  mur- 
dered in  their  apartment  on  the  South 
Side  of  Chicago.  One  girl  survived  by 
throwing  herself  under  a bed  out  of  the 
sight  of  the  murderer,  where  she  ap- 
parently was  forgotten.  This  girl,  Corazon 


Amurao,  later  described  her  experiences. 
While  the  murderer  was  waiting  for  the 
last  of  the  girls  to  arrive  at  the  apart- 
ment, she  and  the  other  girls  had  discus- 
sed what  they  ought  to  do.  Miss  Amurao 
and  two  other  girls  from  the  Philippines 
had  urged  trying  to  overpower  the  man, 
even  though  he  was  armed.  But  these  three 
were  outvoted  by  their  American  col- 
leagues, one  of  whom  had  recently  com- 
pleted a course  in  nursing  psychiatry.  Her 
argument  was  “if  we  keep  quiet  and  calm, 
maybe  he  will  keep  quiet  and  calm.”  This 
is  what  happened.  After  binding  them,  he 
quietly  and  calmly  led  them  out,  one  by 
one,  and  butchered  them ! 

If  we  keep  quiet  and  calm  we  may  ex- 
pect the  same  fate.  Let  us  fight  while  we 
are  still  able  to  do  so.  As  Ben  Franklin 
said  to  the  signers  of  the  Declaration  of 
Independance,  “Gentleman,  let  us  all 
hang  together,  or  assuredly  we  will  hang 
separately.” 

Donald  G.  Kilgore,  Jr.,  M.D. 


At  my  request  this  editorial  was  prepared  by  Dr. 
Donald  Kilgore,  Jr.,  Chairman  of  SCALPEL,  for  pub- 
lication on  the  president’s  Page  of  the  South  Caro- 
lina Medical  Journal.  This  matter  deserves  the  im- 
mediate, thoughtful  consideration  of  every  doctor  in 
South  Carolina  regardless  of  his  political  affiliation. 
At  its  recent  meeting  in  Myrtle  Beach  the  House  of 
Delegates  of  the  South  Carolina  Medical  Association 
re-affirmed  the  necessity  of  political  involvement  by 
the  individual  physicians  and  urged  that  all  physi- 
cians and  their  wives  become  members  of  SCALPEL. 
Annual  dues  are  $20.00  and  may  be  mailed  to  Dr. 
Benton  Burns,  18  W.  Canal  St.,  Sumter,  South  Caro- 
lina. 

Joel  W.  Wyman,  M.D. 


50  YEARS  AGO 


July  1918 

The  Volunteer  Service  Medical  Corps  was  dis- 
cussed. Its  membership  consisted  of  physicians  who 
were  over  aged,  disabled,  had  dependents  or  who 
were  otherwise  essential  and  would  serve  in  the 
reserve  medical  corps. 
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FLEX 

A major  step  in  medical  licensure  was 
taken  by  the  Federation  of  State  Medical 
Boards  of  the  U.  S.  A.  at  its  annual  meet- 
ing in  February  of  this  year.  By  unani- 
mous vote  the  Boards  agreed  to  develop 
and  promote  an  examination  to  be  known 
as  FLEX.  Its  objectives  are 

— Uniformity  in  licensing  examinations 

— Equivalent  levels  in  examinations 

— Improvement  in  the  quality  of  exami- 
nations 

— Creation  of  a rational  basis  for  en- 
dorsement 

— Placement  of  licensure  in  relation  to 
modern  medical  education 

— Assistance  to  state  boards  in  manag- 
ing the  foreign  medical  graduate 
problem. 

Seven  states  are  expected  to  use  FLEX 
in  1968  and  it  is  anticipated  that  a total 
of  2,500  candidates  will  be  examined. 

One  of  the  primary  purposes  of  the 
Federation  at  its  founding  in  1912  was  to 
improve  endorsement  procedures  between 
the  States  with  a free  flow  of  physicians 
from  state  to  state.  Over  the  years  many 
approaches  have  been  attempted  to  ac- 
complish this  goal.  Progress  has  been 
made,  but  slowly.  A physician  licensed  in 
one  state  still  has  difficulty  in  obtaining  a 
license  in  another.  FLEX  will  permit  a 
pooling  of  knowledge,  experience  and  re- 
sources of  all  the  state  boards  that  should 
eliminate  the  discrepancies  existing  with 
50  different  examinations  of  varying  de- 
grees of  difficulty.  It  is  to  be  hoped  that 
all  states  will  see  fit  to  support  the  Fed- 
eration in  its  effort  and  thereby  eliminate 
one  of  the  major  barriers  to  universal 
endorsement.  If  this  attempt  fails,  the  ad- 
vocates of  a system  of  a national  licensure 
under  the  control  of  the  Federal  Govern- 
ment will  have  a convincing  argument  to 
support  their  case. 

H.  E.  J.,  Jr. 


Malnourished  South  Carolina 

What  is  this  malnutrition  that  has  been 
decreed  as  being  so  prevalent  in  our  South 
Carolina  counties?  Sixteen  of  them  have 
been  stigmatized  as  being  hot  beds  of 
starvation  and  malnutrition  by  some  un- 
known and  zealous  “committee  of  private 
citizens”  who  probably  view  our  state 
from  the  vantage  point  of  Boston,  Chica- 
go, San  Francisco  and  other  distant  and 
unsympathetic  spots.  Perhaps  they  have 
made  a whirlwind  tour  of  one  or  two  of 
our  counties,  talked  to  a few  owners  of 
bleeding  hearts,  and  viewed  a specimen  or 
two  of  our  rare  malnourished  citizens 
paraded  for  their  inspection.  Certainly 
they  have  listened  to  reports  from  a few 
counties,  though  the  status  of  the  re- 
porters is  not  evident. 

This  group  of  indignant  investigators  is 
apparently  self  appointed,  or  selected  by 
the  officials  of  the  unofficial  Citizens  Cru- 
sade Against  Poverty,  a movement  with 
questionable  credentials.  How  do  they  ex- 
pect to  find  belief  for  their  unsubstan- 
tiated findings? 

We  South  Carolinians  who  travel  at 
times  about  our  state  do  not  encounter  the 
obvious  evidences  of  malnutrition.  A 
broader  picture  of  our  conditions  of  nu- 
trition, among  children  at  least,  may  be 
obtained  from  the  official  reports  of  the 
State  Board  of  Health  on  patients  seen  at 
their  well-child  conferences.  These  are 
scheduled  periodic  clinics  maintained  for 
the  benefit  of  the  less  affluent  members 
of  our  society.  The  greatest  number  of  the 
patients  are  of  the  truly  indigent  class, 
and  a great  majority  of  them  are  Negroes. 

In  these  reports  it  to  be  found  an  ex- 
cellent cross  section  of  the  state  of  nu- 
trition in  the  age  group  from  birth  through 
five  years.  Examinations  are  made  by 
physicians,  largely  by  pediatricians,  all  of 
them  competent  to  recognize  malnutrition 
and  to  prescribe  treatment  if  need  be. 
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For  the  year  1967,  among  over  19,000 
children  examined,  malnutrition  was  noted 
in  1.6  per  cent  of  new  patients,  one  per 
cent  of  old  patients.  There  was  no  ma- 
terial difference  between  whites  and 
Negroes.  These  figures  show  a great  im- 
provement over  those  of  1940-41,  for  in- 
stance, when  among  some  13,000  children 
there  was  4.25  per  cent  of  malnutrition  in 
new  patients  and  3.8  per  cent  in  old  pa- 
tients, again  with  very  little  difference  in 
the  races. 

If  hunger  is  as  frequent  and  as  chronic 
as  reecnt  undocumented  and  unsolicited 
statements  would  lead  one  to  believe,  why 
is  there  not  more  clinically  recognized  mal- 
nutrition among  these  starving  children? 
Medically,  malnutrition  refers  to  failure 
of  absorption,  rather  than  the  quantity  or 
quality  of  food.  One  might  assume  that  a 
considerable  part  of  the  small  amount  of 
malnutrition  reported  is  the  result  of  var- 
ious diseases  not  evident  in  the  relatively 
brief  examination  of  a Well  Child  Clinic. 
Another  part  is  due  to  such  misguided  be- 
liefs as  that  in  which  more  costly  nutri- 
tionally negligible  carbonated  drinks  are 
fed  to  infants  instead  of  the  less  costly 
and  nutritionally  vital  milk.  This  does  not 
derive  from  poverty,  but  from  ignorance. 

A full  picture  of  malnutrition  would  re- 
quire detailed  laboratory  tests  to  estimate 
the  condition  of  the  whole  body.  Lacking 
such  information,  one  can  still  build  an 
image  from  figures  available  which  differ 
immensely  from  the  misleading  scene  por- 
trayed by  uninformed  busybodies. 


Board  of  Health  Advocates  Fluoride 

For  the  third  time  the  S.  C.  Board  of 
Health  has  recommended  that  local  cities 
and  towns  add  fluoride  to  their  water 
supplies  to  prevent  tooth  decay. 

Having  approved  the  plan  in  1949  and 
1954,  the  Board’s  Executive  Committee 
has  reaffirmed  its  backing  of  fluoridation. 
According  to  Dr.  E.  Kenneth  Aycock,  state 
health  officer,  many  municipalities  have 
adopted  this  method  of  prevention. 


He  points  out  that  the  Executive  Com- 
mittee made  careful  studies  before  it  gave 
its  original  approval  and  has  kept  abreast 
of  all  major  studies  since.  These  have 
shown  that  there  is  about  60  per  cent  less 
tooth  decay  in  children  who  drink  fluori- 
dated water  from  birth,  and  20  per  cent 
less  for  teenagers  after  they  begin  drink- 
ing it.  This  decay  prevention  measure  is 
carried  over  into  the  adult  ages. 

The  Executive  Committee  urges  those 
areas  without  fluoridation  to  consider 
adding  one  part  fluoride  to  one  million 
parts  water,  the  solution  which  has  given 
so  many  young  South  Carolininas  im- 
proved dental  health. 


J.  E.  Hiott,  President 


An  Editorial  from  the 
Pharmaceutical  Association 

The  society  in  which  we  live  today  gives 
us  much  reason  to  unify  our  efforts  in 
many  respects.  Only  by  expressing  our- 
selves and  having  communication  one  with 
the  other  can  we  truly  work  in  harmony — 
to  benefit  each  other,  and  more  important, 
to  benefit  the  patient.  To  have  our 
thoughts  and  ideas  exchanged  in  each 
other’s  Journal  is  a progressive  step  for 
the  “Health  Team.” 

Not  only  do  we  invite  your  comments  in 
our  Journal  but  if  there  are  suggestions 
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you  would  care  to  make  in  your  local  com- 
munity that  you  feel  would  help  your 
Pharmacist  better  serve  the  patient,  we 
urge  you  to  do  so.  Call  or  drop  him  a note 
and  he  would  appreciate  it.  Or  perhaps 
you  would  perfer  to  meet  with  the  local 
Pharmaceutical  Association  at  one  of  their 
meetings  and  present  your  ideas.  It  would 
be  interesting  for  us  to  know  the  Physi- 
cian’s reaction  to  the  “professional  fee” 
(wholesale  cost  -I-  a service  fee),  rather 
than  the  commonly  used  “mark-up” 
method.  You  might  like  to  invite  one  of 
this  group  to  visit  with  your  local  asso- 


ciation if  you  feel  he  has  anything  con- 
structive to  offer. 

It  is  our  hope  that  we  will  be  better 
Pharmacists  by  your  comments  and  con- 
structive criticism  and  that  any  comments 
we  make  will  be  taken  in  the  constructive 
light  that  they  are  given. 

It  is  a pleasure  for  me  to  have  had  this 
opportunity  to  express  these  few  thoughts. 
We  have  a high  respect  for  your  profes- 
sion and  look  forward  to  future  profes- 
sional communications. 

J.  E.  Hiott,  President 

S.  C.  Pharmaceutical  Association 


PRESIDENTIAL  ADDRESS 

May  13,  1%8 

Myrtle  Beach,  South  Carolina 
NORMAN  0.  EADDY,  M.D. 


Distinguished  members  of  this  house  of 
delegates  of  our  beloved  South  Carolina 
Medical  Association,  guests,  and  fellow- 
physicians  who,  though  not  delegates,  are 
interested  enough  to  attend  as  observers, 
this  is  the  one  hundred  twentieth  annual 
session  of  this  Association.  It  is  three 
years  older  than  the  American  Medical 
Association.  Thank  you  for  attending.  I 
know  the  golf  courses,  etc.,  are  calling  in 
insistent,  dulcet  tones. 

It  is  with  vast  pride  that  I stand  before 
you  as  president,  the  position  to  which 
you  so  graciously  elected  me  two  years 
ago,  as  president-elect.  I have  made  no 
effort  to  rationalize  your  choice  but  I 
have  made  strenuous  efforts  to  justify 
it.  Now  I appear  before  you  to  give  an 
account  of  my  stewardship. 

During  the  year  our  profession  has  not 
attained  all  it  desired  but  it  has  accom- 
plished more  than  seemed  probable. 

Let  me  pause  here  to  emphasize  that  any 
accomplishments  were  due  to  many  people. 
My  family,  my  office  help,  the  Staff  of 
Tuomey  Hospital  in  covering  me  when  I 
was  absent,  many  individual  physicians 
and  legislators,  and  patients  who  were 
gracious  in  their  understanding  (when  I 
had  to  break  appointments)  all  deserve 


and  are  hereby  tendered  my  deepest  ap- 
preciation. 

I must  mention  two  people  by  name. 
One  is  Dr.  McCord,  the  President  of  our 
Medical  College.  His  position  was  most 
demanding.  Politicians  were  pulling  him 
one  way  and  his  duty  as  a medical  doctor 
the  opposite.  He  was  true  to  his  profes- 
sion. He  deserves  the  unstinted  praise  of 
the  public  and  of  our  profession. 

And  I must  mention  with  equal  admira- 
tion and  appreciation  the  knowledge  and 
dedication  of  Mr.  Jack  Meadors,  our  ex- 
ecutive-secretary. I must  have  called  him 
a hundred  times  asking  for  information, 
to  prepare  reports,  to  travel  about  over 
the  state,  etc.  Not  once  did  he  refuse  or 
even  appear  unhappy.  I extend  the  Asso- 
ciation’s and  my  appreciation  particularly 
to  these  two  men. 

On  my  first  President’s  Page  I expres- 
sed the  hope  our  profession  would  enjoy 
a courteous,  serene,  intraprofessional  at- 
mosphere, hoping  we  could  try  to  keep 
our  disagreements  within  the  confines  of 
the  profession.  It  is  with  deep  apprecia- 
tion that  I acknowledge  your  having  as- 
sured that.  Our  profesison  and  our  As- 
sociation recognize  the  inevitability  and 
even  the  desirability  of  disagreement. 
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Channels  for  considering  conflicting  views 
have  been  established  by  our  constitution 
and  by-laws  all  the  way  up  to  the  Judicial 
Council  of  the  AMA. 

The  Auxiliary  is  very  much  due  our 
consideration.  These  good  wives  are  pur- 
suing a multipurpose  program  involving 
their  student  loan  fund,  nursing,  highway 
accident  prevention,  etc.,  and  doing  it 
well. 

The  committee  on  Religion  and  Medi- 
cine, under  Dr.  N.  B.  Baroody,  has  been 
admirably  active  and  deserving  of  high 
praise. 

There  are  many  other  committees.  Their 
accomplishments  would  surprise  those 
who  do  not  participate  on  them.  All  com- 
mittee work  is  done  for  nothing  and  phy- 
sicians pay  their  own  expenses.  On  behalf 
of  the  Association — I thank  them  all. 

Now  let  us  consider  some  of  the  more 
urgent  political  matters.  State  and  federal 
health  programs  are  overwhelming.  I have 
tried  to  keep  up  with  them  but  one  person 
cannot  do  it.  Fortunately  we  have  the 
Health  Department,  the  committee  on 
legislation,  and  others  working  at  the  job. 

On  the  state  level  we  have  in  the  legis- 
lature a bill  banning  advertising  by  any 
professed  members  of  the  healing  arts.  I 
hope  it  passes. 

In  the  state  legislature  is  also  a bill 
extending  the  privileges  of  podiatry.  I 
hope  it  fails  to  pass. 

The  so-called  “Doctor  Draft  Law”  is 
of  concern  to  us.  No  physician  has  been 
drafted.  When  a physician’s  name  has 
come  up  as  next  on  the  list  the  physician 
has  gone  voluntarily  into  service  unless  he 
was  declared  essential  and  that  is  a rare 
thing.  All  physicians  are  essential : nobody 
wants  to  give  up  his. 

Deferring  one  physician  does  not  les- 
sen the  number  who  must  go  from  the 
state.  If  twenty  are  called  twenty  must  go. 
Deferring  one  simply  means  someone  else, 
less  eligible,  must  go  in  his  stead.  If  you 
or  your  friends  are  tempted  to  ask  the 
board  to  declare  a physician  “essential” 
ask  yourself  if  you  are  willing  to  go  in 


the  doctor’s  place.  If  you  are  not  you 
should  not  ask : if  the  doctor  is  deferred 
someone  has  to  go  in  his  place. 

Consider  now  for  a moment  the  South 
Carolina  State  Board  of  Medical  Ex- 
aminers. You  nominate  these  men  to  the 
governor.  He  usually  appoints  the  ones 
you  nominate.  Their  chief  function  is  not 
to  decide  which  medical  doctors  shall  be 
given  licenses  to  practice  medicine  in  this 
state  but  to  police  those  physicians  who 
already  have  licenses. 

Appearance  before  the  board  with  an 
M.D.  degree  from  an  accredited  medical 
college  pretty  well  assures  the  applicant 
his  license.  The  degree  from  an  accre- 
dited medical  school  guarantees  his  knowl- 
edge, etc. 

But  every  few  months  when  the  board 
meets  a number  of  physicians  appear  be- 
cause of  various  real  or  suspected  mis- 
deeds. Alcoholism,  dope  addiction,  unethical 
conduct,  conviction  of  certain  crimes,  etc., 
bring  physicians  before  the  board  for 
judgment.  Sometimes  they  are  guilty, 
sometimes  the  board  decides  they  are  not. 
The  board  is  very  conservative  and  always 
leans  over  backwards  trying  to  help  the 
accused  physician.  Sometimes  it  has  to  act, 
to  protect  the  public  and  the  profession, 
in  a vigorous  but  distasteful  manner,  even 
revoking  a license  to  practice  on  occasion. 
It  is  a thankless  job  and  the  board  de- 
serves our  commendation. 

The  feeling  among  some  boards  that 
periodic  re-examination  of  each  physician 
is  desirable  is  not  shared  by  me.  Almost 
all  physicians  I know  astound  me  in  the 
way  they  continue  their  education.  Con- 
stant study  of  various  medical  magazines 
and  journals,  attendance  at  county,  state, 
and  district  medical  societies,  and  at  staff 
meetings,  and  even  formal  postgraduate 
courses  are  commonplace.  And  it  is  as- 
tounding how  rapidly  a physician’s  prac- 
tice disappears  if  he  falls  behind  scholas- 
tically. In  my  perhaps  limited  view,  perio- 
dic re-examination  of  physicians  is  not 
desirable. 

Let  us  move  on  now  to  the  perennial 


282 


The  Journal  of  the  South  Carolina  Medical  Association 


osteopathic  problem.  As  you  know,  a 
joint  resolution  of  the  house  and  senate 
created  a committee  to  investigate  an 
osteopathic  college  and  hospital.  We  visit- 
ed the  Philadelphia  College  and  hospital 
and  Dr.  McCord  and  I were  astounded  at 
its  deficiencies.  Some  politicians  are  avidly 
determined  to  bring  osteopaths  in  on  an 
equal  basis  with  M.D.’s  without  bothering 
to  force  the  osteopathic  schools  and  hos- 
pitals to  be  accredited  by  the  committee 
that  judges  for  accreditation  the  medical 
colleges  and  hospitals.  Dr.  McCord  and  I 
insisted  that  unless  their  schools  were 
equally  accredited  we  would  not  agree  to 
recognize  their  graduates  as  equally  ed- 
ucated. There  the  osteopaths  rebel.  They 
say  we  must  accept  their  statement  that 
their  schools  are  as  good.  If  the  Philadel- 
phia School  and  College  are  a fair  example 
they  could  not  be  more  wrong. 

To  make  a long  story  short,  Dr.  McCord 
stated.  “On  the  basis  of  my  visit,  I cannot 
recommend  that  osteopaths  be  given  M.D. 
privileges  in  the  state  of  South  Carolina 
at  this  time”  and  the  osteopathophiles  rue- 
fully moderated  their  stand  and  we  all 
signed  a report  that  the  committee  recom- 
mended no  change  in  the  osteopathic  law 
at  this  time. 

I am  sure  the  osteopaths  retreated  with 
the  intent  of  fighting  again  another  day — 
probably  when  Dr.  McCord  and  I are  not 
honored  with  membership  on  any  such 
committee.  My  full  report,  which  you  will 
find  most  revealing,  can  be  secured  from 
Mr.  Meadors. 

We  are  faced  here  with  a principle  of 
survival  that  transcends  all  others,  even 
socialization  of  our  profession.  This  prin- 
ciple that  is  paramount  I have  chosen  to 
term  “Fragmentation  of  the  Medical  Pro- 
fession.” 

If  optometrists,  chiropractors,  podia- 
trist, etc.,  can  hold  themselves  out  on 
their  terms  to  the  public  as  “doctors” 
(physicians)  the  medical  profession  will 
be  fragmented  to  death.  Even  now  a sur- 
prisingly large  portion  of  the  public 
knows  no  difference  between  these  short- 


cut quasi  doctors  and  regular  medical  doc- 
tors. 

The  state  board  of  medical  examiners 
has  no  authority  over  them.  Nor  is  it  easy 
for  the  public  to  sue  them  successfully.  So 
long  as  they  abide  by  the  teaching  of  their 
profession,  no  matter  how  ridiculous,  it 
is  difficult  to  recover  damages. 

More  and  more  young  people  will  ask 
why  they  should  go  ten  or  fifteen  years 
preparing  to  practice  in  some  field  of 
regular  medicine  when  they  can  come  be- 
fore the  public  legally  in  an  almost  iden- 
tical appearance  from  these  quasi-medical 
schools  after  only  five  years. 

Momentarily  I expect  x-ray  technicians, 
laboratory  technicians,  electrocardiograph 
technicians,  etc.,  to  open  schools  and  turn 
out  “doctors”  in  each  of  those  specialties. 

Medicine  is  threatened,  you  see,  with 
virtual  extinction  by  being  fragmented  to 
death. 

Well  now,  while  we  are  on  such  an  op- 
timistic note,  let  me  say  a word  or  two 
about  Title  XIX.  It  is  under  the  ultimate 
authority  of  the  Department  of  Public 
Welfare  and  there  is  little  we  can  do  about 
it  at  present.  The  governor  is  quite  aware 
that  we  are  bitterly  opposed  to  this.  How- 
ever, we  did  accomplish  two  very  satis- 
factory pledges.  (1.)  The  physician  will 
be  paid  his  usual  and  customary  fee,  and 
(2.)  Title  XIX  patients  will  have  free 
choice  of  physician — they  will  not  have  to 
go  to  the  health  department  or  cancer  or 
crippled  childrens’  or  any  other  clinic. 
Believe  me,  these  are  two  important  pled- 
ges. These  patients  are  to  be  private  pa- 
tients. 

Title  XIX  is  supposed  to  be  effective 
“soon”  and,  at  first,  to  apply  to  those  al- 
ready on  welfare.  Further  details  can  be 
had  from  Mr.  Meadors. 

At  this  time  allow  me  to  pay  my  res- 
pects to  our  delegates  to  the  American 
Medical  Association.  Far  from  being  bent 
on  a pleasure  jaunt  these  men  participate 
in  an  exhausting  schedule  that  would  ac- 
tually tax  the  mental  and  physical  stami- 
na of  anybody. 
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Is  the  American  Medical  Association  the 
nation’s  biggest,  wealthiest  labor  union? 
Critics  will  make  this  statement  repeated- 
ly. It  is  not  true.  No  one  has  to  join  the 
AMA.  To  practice  medicine  in  S.  C.  it  is 
only  necessary  to  get  your  license  and 
register  it  in  your  court  house.  You  don’t 
have  to  belong  to  the  American,  state,  dis- 
trict, or  county  medical  society.  The  AMA 
is  a voluntary  association,  most  of  whose 
members  happen  to  see  pretty  much 
alike.  Labor  union  membership  is  not  vol- 
untary. AMA  membership  is  voluntai'y. 

What  about  the  shortage  of  physicians? 
How  many  physicians  can  the  public  sup- 
port? Is  there  a shortage  or  simply  a mal- 
distribution based  on  the  economic  facts 
of  life?  My  only  answer  is  that  at  present 
there  is  one  medical  doctor  in  our  country 
for  every  660  people — and  the  ratio  is  con- 
stantly diminishing. 

Let  me  extend  the  respect  of  our  society 
to  those  men  who  have  volunteered  to 
serve  mankind  in  southeast  Asia.  Three 
Sumterites,  among  the  many  others,  have 
gone,  i.e.,  Benton  Burns,  Randy  Bradham, 
and  Julian  Buxton. 

Now,  I suppose  an  address  of  this  type 
would  hardly  be  considered  complete  with- 
out words  of  adulation  or  vituperation  for 
Blue  Shield.  I understand  some  of  us  are 
avidly  pro  and  some  avidly  con.  I happen 
to  be  sort  of  in  the  middle  of  the  road. 
I will  praise  and  criticize. 

Surely  Mr.  Sandow  and  his  Staff  have 
done  a marvelous  job  with  Blue  Shield. 
It  pays  its  bills  promptly,  no  breath  of 
scandal  has  touched  it.  It  is  constantly 
enlarging  its  membership,  and  selling  to 
higher  and  higher  income  brackets. 

But  its  very  success  perhaps  makes  it 
subject  to  criticism.  To  me  it  seems  Blue 
Shield  should  pay  the  physician’s  usual 
and  customary  fee. 

I understand  the  barriers  present  in  the 
constitution  of  Blue  Shield  and  in  the 
laws  of  our  state.  I realize  Blue  Shield 
has  made  tentative  efforts  along  this 


line  for  years.  I wish  the  contribution  to 
its  success  we  physicians  made  by  accept- 
ing part  pay  fees  was  public  knowledge. 
That  contribution  was  the  heart  of  the 
success  of  the  program.  Without  it  Blue 
Shield  would  not  have  had  a chance. 

And  now  I reach  the  end  of  this  ad- 
dress, approach  the  end  of  the  year  you 
have  so  graciously  awarded  me  as  presi- 
dent. To  me  it  has  been  a glorious,  ex- 
hausting year;  an  enriching,  expensive 
year.  The  work  has  been  a labor  of  love, 
an  enlightening  work.  The  ideal  has  been 
that  of  seeking  excellence  for  our  profes- 
sion, without  expecting  to  attain  perfec- 
tion. My  life  will  be  brighter  for  the  ex- 
periences, perhaps  shorter  for  the  hard- 
ships. I have  tried  strenuously  not  to  in- 
jure anyone’s  feelings,  yet  to  be  frank. 
I have  grown  more  aware  of  your  perfec- 
tions, more  conscious  of  my  imperfections. 
I seek  your  help  for  the  incoming  officers, 
your  appreciation  for  their  accomplish- 
ments. 

You  have  given  me  a wonderful  year; 
one  that  can  never  be  surpassed.  I thank 
you  from  the  bottom  of  my  heart  and  be- 
seech Providence  for  a wonderful  future 
for  The  Most  Magnificent  Profession  the 
World  Has  Ever  Known. 


Prevalence  of  Chronic  Disease  Among  Problem 
Drinkers — S.  Pell  and  C.  A.  D'Alonzo  Arch  Environ 
Health  16:679-684  <May)  1968. 

The  subjects  of  the  study  of  the  prevalence  of 
various  chronic  diseases  were  922  employees  who 
were  known  or  suspected  to  be  problem  drinkers, 
and  an  equal  number  of  matched  controls.  Of  the 
first  group,  532  were  known  cases.  Of  the  known 
alcoholics,  306  were  believed  to  be  arrested  and  the 
remaining  226  uncontrolled.  The  total  prevalence  rate 
for  all  categories  combined  was  12  per  1000  popula- 
tion. Hypertension  and  cirrhosis  of  the  liver  were 
the  only  diseases  which  were  both  unequivocally 
and  strongly  associated  with  alcoholism.  Although 
firm  inferences  were  not  possible  due  to  the  low 
prevalence  of  the  other  diseases,  the  data  did  sug- 
gest positive  associations  with  peptic  ulcer,  asthma, 
diabetes  mellitus,  gout,  neuritis,  cerebrovascular 
disease,  and  heart  disease.  A negative  association 
was  found  for  kidney  stones. 
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MINUTES  OF  COUNCIL 
SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

Myrtle  Beach,  South  Carolina 
May  12,  1968 


The  Council  met  in  conjunction  with 
the  120th  Annual  Session  of  the  South 
Carolina  Medical  Association  in  the  Ocean 
Forest  Hotel  Forest  Room,  Myrtle  Beach, 
South  Carolina,  May  12,  1968  at  10:00 
a.m.  The  meeting  was  called  to  order  by 
Dr.  William  L.  Perry,  Chairman  of  Coun- 
cil, and  the  invocation  was  given  by  Dr. 
Harvey  Atwill,  Councilor  Eighth  District. 

Those  in  attendance  at  the  meeting : 
First  District,  Dr.  Clay  Evatt ; Second 
District,  Dr.  Waitus  0.  Tanner;  Fourth 
District,  Dr.  John  P.  Booker;  Fifth  Dis- 
trict, Dr.  John  N.  Gaston,  Jr. ; Sixth  Dis- 
trict, Dr.  William  L.  Perry  (Chairman  of 
Council)  ; Seventh  District,  Dr.  Michael 
Holmes;  Eighth  District,  Dr.  J.  Harvey 
Atwill ; Ninth  District,  Dr.  Harold  P. 
Hope.  Dr.  Martin  Teague,  Third  District, 
was  absent  attending  a medical  meeting 
in  Houston,  Texas  conflicting  with  this 
date.  Others  attending  were  Dr.  Norman 
O.  Eaddy,  President,  SCMA;  Dr.  Joel  W. 
Wyman,  President-Elect ; Dr.  Harrison 
L.  Peeples,  Vice  President;  Dr.  J.  Howard 
Stokes,  Treasurer;  Dr.  J.  I.  Waring,  Edi- 
tor of  The  Journal ; Mr.  M.  L.  Meadors, 
Executive  Secretary  and  Counsel ; Dr. 
George  D.  Johnson,  Delegate  to  AMA; 
Dr.  Joe  P.  Cain,  Delegate  to  AMA ; Dr. 
J.  Hal  Jameson,  representing  the  S.  C. 
Medical  Care  Plan;  and,  Dr.  Ben  N.  Mil- 
ler, Secretary. 

Committee  Reports : 

Dr.  Atwill  reported  for  the  Advisory 
Committee  of  Council  to  SCALPEL.  Dr. 
Joel  W.  Wyman,  Dr.  Howard  Stokes,  and 
Dr.  Harvey  Atwill  had  been  appointed  by 
Chairman  of  Council  to  look  into  the  feas- 
ibility of  money  supplied  by  the  SCMA  to 
SCALPEL  as  it  might  relate  to  the  ele- 
emosynary position  of  the  society.  The 
named  committee  investigated  this  point 
through  the  Judicial  Council,  AMA.  The 


Judicial  Council  indicated  that  monies  may 
be  donated  to  SCALPEL  by  the  society  if 
this  is  earmarked  specifically  for  educa- 
tional purposes.  The  responsibility  of  the 
use  of  the  money  after  being  granted 
would  rest  with  SCALPEL. 

Dr.  Norman  Eaddy  was  asked  to  give 
the  President’s  Report  to  Council. 

The  first  item  of  the  report  was  regard- 
ing Dr.  Owens’  position  as  Medical  Ad- 
visor to  the  South  Carolina  Selective  Serv- 
ice System.  Dr.  Frank  Owens  has  served 
in  this  capacity  since  the  inception  of  the 
Selective  Service  System  and  would  like 
to  be  relieved.  Dr.  Eaddy  felt  that  Dr. 
Owens  should  be  asked  to  serve  an  addi- 
tional year  in  this  capacity  and  so  moved. 
This  was  passed  by  Council. 

Dr.  Eaddy  commented  on  the  appoint- 
ment of  Mr.  Wilbur  J.  Cohen  as  Secre- 
tary of  Health,  Education  and  Welfare. 
Cognizance  was  taken  of  the  fact  that  Mr. 
Strom  Thurmond  had  taken  a stand 
against  the  appointment  of  Mr.  Cohen, 
and  it  was  felt  that  his  support  of  medi- 
cal opinion  should  be  recognized.  Dr. 
Evatt  moved  and,  after  discussion,  it  was 
passed  by  Council  that  Mr.  Thurmond  be 
commended  on  his  stand  and  his  support 
of  the  profession  in  this  manner. 

Because  of  publicity  and  activity  in  the 
field  of  organ  transplants,  Dr.  Owens  had 
requested  Dr.  Eaddy  to  appoint  an  ad  hoc 
committee  on  this  subject.  The  following 
people  were  appointed : Dr.  Dan  W.  Ellis, 
Charleston ; Dr.  Curtis  P.  Artz,  Charles- 
ton; Dr.  Arthur  V.  Williams,  Charleston; 
Dr.  Peter  C.  Gazes,  Charleston ; and  Dr. 
H.  Biemann  Othersen,  Jr.,  Charleston. 
Since  this  was  a temporary  committee. 
Dr.  George  Johnson  moved  that  this  com- 
mittee be  appointed  on  a permanent  basis, 
seconded  by  Dr.  Waitus  Tanner,  and  the 
motion  was  carried. 


July,  1968 


285 


Dr.  Eaddy  presented  a letter  from  Miss 
Clara  Bouknight,  President  of  the  South 
Carolina  Nurses’  Association,  in  which 
she  suggested  the  need  for  continuing 
dialogue  between  physicians  and  nurses 
in  South  Carolina  to  promote  improved 
patient  care  and  physician-nurse  collabo- 
ration. Dr.  Eaddy  recommended  that  this 
request  be  turned  over  to  the  Committee 
on  Liaison  with  Nursing  Education  (Sub- 
committee under  Cooperative  Activities). 
Council  moved  this  disposition  of  Miss 
Bouknight’s  communication. 

Dr.  Eaddy  has  had  invitations  from  the 
Medical  Association  of  Georgia,  the  Ten- 
nessee Medical  Association,  and  others, 
to  attend  their  annual  meeting.  He  stated 
that  he  had  not  been  able  to  accept  these 
invitations  and  these  invitations  are  re- 
corded in  the  minutes  as  information. 

A communication  from  Dr.  Robert  A. 
Ross,  President  of  the  Medical  Society 
of  the  State  of  North  Carolina,  and  Dr. 
Fred  C.  Hubbard,  Chairman  of  the  Com- 
mittee on  Nursing,  in  which  efforts  were 
cited  from  the  State  of  North  Carolina  in 
the  area  of  promotion  of  nursing  educa- 
tion. It  was  requested  in  this  communica- 
tion that  the  South  Carolina  Medical  As- 
sociation go  on  record  in  support  of  fed- 
eral legislation  which  would  furnish  sup- 
port in  the  area  of  nursing,  and  a specific 
bill  was  mentioned  (HR  12571) . This  com- 
munication was  received  as  information. 

A letter  and  a document  were  presented 
from  Dr.  James  L.  Goddard,  Commis- 
sioner of  Food  and  Drugs,  correcting  a 
misquote  by  United  Press  International. 
Dr.  Goddard  was  quoted  as  implying, 
“What  can  be  done  to  protect  you  from 
your  doctors?”  Apparently  this  statement 
had  been  taken  out  of  context  and  out  of 
justice  to  Dr.  Goddard  an  explanation  was 
presented.  Again,  this  communication  was 
taken  as  information. 

Council  is  to  nominate  a member  to  the 
Tuberculosis  Control  Commission  to  be 
named  by  the  Governor.  Dr.  Atwill  nomi- 
nated Dr.  Richard  S.  Pollitzer  of  Spartan- 
burg. This  name  was  approved  by  Council. 


The  name  is  to  be  put  in  nomination  by 
Dr.  Howard  Stokes  to  the  House  of  Dele- 
gates. 

A letter  addressed  to  Dr.  Eaddy  from 
Dr.  Edward  F.  Parker  regarding  the  pos- 
sible nomination  of  Dr.  Alex  Heise  to  the 
Tuberculosis  Control  Advisory  Commit- 
tee was  taken  as  information.  Dr.  Parker’s 
nomination  of  Dr.  Heise  was  submitted 
through  the  South  Carolina  Thoracic  So- 
ciety. 

Dr.  Eaddy  referred  to  a communication 
from  Mr.  William  Huff  regarding  support 
of  a Chaplain  to  attend  to  the  needs  of 
the  Medical  Center  (Charleston  Medical 
School  Complex). 

Mr.  Huff’s  communication  was  discus- 
sed and  received  as  information.  No  ac- 
tion was  required. 

Dr.  Eaddy  presented  a communication 
from  Dr.  Roderick  Macdonald,  Rock  Hill, 
South  Carolina,  Secretary-Treasurer  of 
the  S.  C.  Society  of  Ophthalmology  and 
Otolaryngology.  Dr.  Macdonald  presented 
resolutions  from  the  society  reacting  to 
Judicial  Council,  American  Medical  As- 
sociation, November  25,  1967  statement, 
“A  doctor  of  medicine  may  refer  his  pa- 
tient to  a qualified  and  ethical  optometrist 
for  optometric  care.”  Dr.  Eaddy  did  not 
request  action  of  Council  at  this  meeting 
pending  a telephone  consultation  with  the 
Chairman  of  the  Judicial  Council  which 
is  an  immediate  prospect.  Action  was  de- 
ferred. 

A letter  was  presented  by  Dr.  F.  J.  L. 
Blasingame,  Executive  Vice  President  of 
the  American  Medical  Association  regard- 
ing Nurses’  Recognition  Day  as  declared 
by  the  State  Governor.  This  recognition 
has  emanated  from  the  work  of  Dr.  G.  B. 
Hodge  of  Spartanburg,  South  Carolina 
and  is  recognized  by  Council  as  commend- 
able. The  Secretary  was  directed  to  write 
a note  of  recognition  and  thanks  to  Dr. 
Hodge  for  his  work  in  this  area. 

The  society’s  precedent  of  recognizing 
outstanding  individuals  in  newspaper  and 
television  programing  in  the  field  of  medi- 
cine was  discussed.  No  nominaiton  for 
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recognition  was  forthcoming  at  this  Coun- 
cil meeting. 

Dr.  Eaddy  reported  on  a meeting  with 
Governor  McNair  regarding  Medicaid. 
Dr.  Eaddy  feels  that  Governor  McNair  has 
been  extremely  understanding  and  co- 
operative with  the  South  Carolina  Medical 
Assocition.  Dr.  Eaddy  felt  obligated  to 
inform  Governor  McNair  of  the  society’s 
disagreement  with  his  decision  to  assign 
the  functions  of  Title  XIX  to  the  Depart- 
ment of  Public  Welfare.  Mr.  McNair  in- 
dicated that  he  felt  that  his  judgement  had 
been  correct  and  was  firm  in  his  decision. 
Dr.  Eaddy  indicated  that  Mr.  Rivers, 
Director  of  DPW,  again  committed  him- 
self to  pay  “usual  and  customary”  fees 
for  medical  services  to  doctors  plus  allow- 
ing the  clients  to  have  free  choice  of  phy- 
sicians. 

The  report  of  the  conference  with  Gov- 
ernor McNair  concluded  Dr.  Eaddy’s  re- 
port and  he  asked  that  his  report  be  ap- 
proved. Council  moved,  and  the  report  was 
adopted. 

The  Secretary  expressed  appreciation 
for  being  allowed  to  serve  in  the  capacity 
of  Secretary  to  the  Council  for  the  last 
six  years.  He  expressed  his  intent  to  retire 
as  Secretary  at  the  end  of  this  annual 
meeting. 

Dr.  Joel  Wyman,  President-Elect,  com- 
mented on  the  conflict  of  Class  Reunion  ac- 
tivities and  the  formal  program  of  the 
society.  He  noted  that  many  members  were 
obligated  to  attend  their  Class  Reunion 
Banquets,  preventing  them  from  attending 
the  Annual  Medical  Association  Banquet. 
Dr.  Booker  moved  that  the  Secretary  take 
up  this  matter  with  Mr.  Bill  Huff,  Co- 
ordinator of  Alumni  Affairs  at  the  Medi- 
cal College,  to  see  if  this  could  be  improved 
upon  in  the  future.  Dr.  Booker  withdrew 
his  motion  when  a motion  was  offered  by 
Dr.  Joe  Cain  that  a committee  of  three  be 
appointed  by  the  chairman  of  council  to 
look  into  the  matter  of  coordinating  class 
reunions  and  the  activities  of  the  SCMA 
so  that  there  would  not  be  a conflict.  This 


motion  was  passed.  This  committee  is  to 
report  at  the  fall  meeting  of  Council. 

Dr.  George  Johnson,  Delegate  to  AMA, 
reported.  Dr.  Johnson  had  a formal  re- 
port which  he  will  give  to  the  House  of 
Delegates  and  did  not  give  his  report  in 
full  to  Council.  His  main  report  is  based 
on  the  recent  clinical  meeting  of  the  AMA. 
He  indicates  he  has  completed  fourteen 
years  of  service  as  SCMA  representative 
to  the  House  of  Delegates  of  AMA,  and 
will  ask  to  be  relieved  at  the  end  of  his 
present  term.  A general  sense  of  com- 
mendation and  approval  for  Dr.  Johnson’s 
long  period  of  service  was  voiced  by  Coun- 
cil. 

Dr.  Joe  Cain  also  reported  as  Delegate 
to  the  AMA,  and  indicated  that  his  main 
report  would  be  delivered  to  the  House 
of  Delegates  as  scheduled  on  the  agenda 
of  that  organization. 

Dr.  Howard  Stokes  gave  the  Treasurer’s 
report.  Dr.  Stokes’  report  included  the  re- 
port of  the  Investment  Committee  of 
Council.  The  income  from  investments  are 
included  in  the  formal  report  and  the 
favorable  yield  from  the  investments  are 
included  in  the  formal  report  and  the 
favorable  yield  from  the  investments  was 
recognized  by  Council.  Dr.  Johnson  moved 
that  the  Investment  Committee  continue 
as  before  with  authority  to  act  on  invest- 
ments as  in  the  past  year.  The  motion  was 
passed. 

The  over-all  report  from  Dr.  Stokes,  as 
Treasurer,  was  received  on  motion  and 
passed  by  Council. 

(January  1,  1967-December  31,  1967) 

Dr.  Joe  Waring,  Editor  of  the  SCMA 
Journal,  reported  on  the  progress  of  this 
publication  during  the  past  year.  The  ini- 
tial problems  with  the  new  publisher  have 
been  worked  out  and  the  publication  is 
now  satisfactory  to  Dr.  Waring.  The  Edi- 
tor remarked  on  the  paucity  of  scientific 
papers. 

Dr.  Hal  Jameson  reported  for  the  S.  C. 
Medical  Care  Plan.  He  indicated  that  a 
bid  had  been  submitted  to  Department  of 
Public  Welfare  to  act  as  fiscal  agent  for 
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Total  General  Expense  $25,139.00 
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(All  of  the  above  currently  pay  interest  at 

4V2%) 

*This  amount  includes  $6,945.00  collected  for  the 
Permanent  Home  Fund  in  1967. 


288 


The  Journal  of  the  South  Carolina  Medical  Association 


physicians  in  implementing  Title  XIX. 
Some  misgivings  were  expressed  by  mem- 
bers of  Council  regarding  the  handling  of 
Title  XIX  by  DPW  because  of  the  tre- 
mendous size  of  the  project. 

Dr.  Jameson  commented  on  the  Medical 
Fee  Schedule  to  the  S.  C.  Industrial  Com- 
mission. He  indicated  that  some  adjust- 
ments had  been  made.  Dr.  Harold  Jervey 
is  Medical  Advisor  to  the  S.  C.  Industrial 
Commission.  Dr.  Jameson  suggested  that 
any  change  in  fees  might  be  passed  on  as 
information  to  the  physicians  of  the  state 
through  Dr.  Jervey  and  through  Mr. 
Meador’s  office. 

There  was  a brief  recess  of  Council  and 
in  this  time  Dr.  Harvey  Atwill  and  the 
Investment  Committee  had  an  additional 
meeting.  The  committee  is  listed  as  fol- 
lows: Dr.  Harvey  Atwill,  Chairman;  Dr. 
Howard  Stokes;  Dr.  Norman  Eaddy;  Dr. 
Harrison  Peeples ; Dr.  Joel  Wyman ; and, 
Mr.  Meadors,  as  ex-officio  member.  The 
committee  reported  to  Council  at  the  re- 
sumption of  the  meeting.  It  was  recom- 
mended that  the  present  investment  plan 
be  continued.  It  was  suggested  that  the 
Permanent  Home  Funds  as  they  accumu- 
late be  converted  to  Certificates  of  De- 
posits in  banks  or  Savings  and  Loans 
where  by  best  advantage  of  interest  may 
be  obtained.  A motion  was  made  by 
Dr.  Stokes,  seconded  by  Dr.  Evatt,  and 
passed. 

Report  of  the  Executive  Secretary  and 
Counsel  was  now  given.  Mr.  Meadors  in- 
dicated that  he  had  completed  twenty- 
four  years  of  service  to  the  society. 

Mr.  Meadors  noted  a net  increase  in 
membership  during  the  past  year  of  17. 
The  total  membership  at  present  is  1,638. 

Mr.  Meadors’  report  was  very  thorough 
covering  areas  of  finance  and  legislation. 
His  complete  report  will  be  given  to  the 
House  of  Delegates  and  will  be  included 
in  the  minutes  of  the  deliberation  of  that 
body. 

Mr.  Meadors  commented  on  arrange- 
ments for  future  meetings  of  the  SCMA 
and  stated  that  plans  must  be  on  a long- 


term basis  rather  than  year  by  year. 

Dr.  Joe  Cain  discussed  Mr.  Meadors’ 
report,  particularly  in  the  area  of  legis- 
lative activities. 

The  Executive  Secretary’s  report  was 
favorably  received  and  general  commenda- 
tions expressed  by  members  of  Council. 

Membership  on  the  Mediation  Commit- 
tee terminates  in  the  Third,  Sixth,  and 
Ninth  Districts.  Two  nominations  for  each 
position  are  to  be  made  by  Council  on 
recommendation  from  the  Councilor  for 
the  particular  district.  In  the  absence  of 
Dr.  Martin  Teague  from  the  Third  Dis- 
trict, the  delegation  from  this  district  will 
be  polled  for  recommendation. 

From  the  Sixth  District,  Dr.  William 
Perry  made  the  following  nominations : 
Dr.  Swift  C.  Black,  Dillon,  and  Dr.  R. 
Cathcart  Smith.  Conway. 

From  the  Ninth  District,  Dr.  Harold 
Hope  nominated  Dr.  W.  A.  Wallace, 
Spartanburg,  and  Dr.  John  H.  Cathcart, 
Jr.,  Gaffney. 

Dr.  Wescoat  A.  Black  of  the  First  Dis- 
trict has  offered  his  resignation  because 
of  the  difficulty  in  traveling  to  the  meet- 
ings. Dr.  Clay  Evatt  offered  in  nomina- 
tion Dr.  Robert  S.  Solomon,  Moncks  Cor- 
ner, and  Dr.  Joseph  F.  Flowers,  Waiter- 
boro,  to  complete  the  unexpired  term  of 
Dr.  Black. 

Dr.  Howard  Stokes  was  nominated  by 
Dr.  Joe  Cain  to  succeed  himself  as  Treas- 
urer. Council  indicated  its  appreciation  to 
Dr.  Stokes  for  his  service  and  the  motion 
to  nominate  Dr.  Stokes  to  succeed  himself 
was  put  and  carried  by  Council. 

Dr.  Eaddy  presented  a letter  from  Mr. 
C.  L.  McEachern,  0.  D.,  President  of  the 
South  Carolina  Optometric  Association, 
requesting  a liaison  meeting  between  his 
group  and  a suitable  committee  from  the 
South  Carolina  Medical  Association.  Dr. 
Eaddy  did  not  request  any  action  and  this 
was  taken  as  information. 

Dr.  John  H.  Young,  Chairman  of  the 
Committee  on  Eye  Bank,  subcommittee 
under  Cooperative  Activities  Committee, 
presented  a report  on  the  activities  of  this 
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committee.  He  cited  excellent  acceptance 
of  the  program  by  the  public  and  indi- 
cated the  scope  of  activity  in  the  past  year. 
He  is  to  report  this  to  the  House  of  Dele- 
gates at  the  annual  meeting. 

Dr.  Young  was  thanked  for  his  report 
and  it  was  favorably  received. 

Meeting  adjourned  at  1:15  p.m. 

Ben  N.  Miller,  M.D. 

Myrtle  Beach,  South  Carolina 
May  12,  1968 

The  second  session  of  Council,  South 
Carolina  Medical  Association,  was  called 
to  order  by  the  Chairman,  Dr.  William 
Perry,  at  2:45  p.m.  in  the  Forest  Room, 
Ocean  Forest  Hotel,  Myrtle  Beach,  South 
Carolina. 

The  following  were  present:  Dr.  Clay 
Evatt;  Dr.  Waitus  Tanner;  Dr.  John 
Booker;  Dr.  John  Gaston;  Dr.  William 
Perry;  Dr.  Michael  Holmes;  Dr.  Harvey 
Atwill ; Dr.  Harold  Hope;  Dr.  Norman 
Faddy;  Dr.  Joel  Wyman;  Dr.  Harrison 
Peeples;  Dr.  George  D.  Johnson;  Dr.  Hal 
Jameson;  Dr.  Ben  Miller;  Dr.  J.  I.  Waring 
and,  Mr.  M.  L.  Meadors. 

Mrs.  William  J.  Strohecker,  President, 
Woman’s  Auxiliary  to  the  South  Carolina 
Medical  Association  was  presented  to 
Council. 

Mrs.  Strohecker  reported  a membership 
in  the  Auxiliary  of  993  (membership  in 
fourteen  [14]  county  organizations).  She 
reported  on  the  wide  interest  of  the  Auxi- 
liary. Activity  in  accident  prevention  and 
poison  control  was  reported.  In  the  area 
of  International  Health,  2500  pounds  of 
drugs  to  World  Medical  Relief,  Inc.  have 
been  packed  and  shipped  to  various  areas 
overseas. 

The  Auxiliary  has  been  outstanding  in 
Community  Service,  Health  Education, 
etc. 

Council  recognized  that  Mrs.  Strohecker 
had  presented  an  outstanding  report  and 
was  favorably  received.  She  was  sincerely 
thanked  by  Council. 

Mrs.  Strohecker  presented  Mrs.  Peter 
Gazes,  President-Elect  to  the  Auxiliary. 

Dr.  Charles  C.  Wannamaker  was  pre- 


sented to  Council,  representing  the  Com- 
mittee on  Medical  Aspects  of  Sports, 
Chairman,  Dr.  Judson  Hair.  The  commit- 
tee urges  that  all  measures  be  taken  to 
have  one  physician  present  at  all  football 
games.  Dr.  Wannamaker  reported  on  the 
Third  Annual  Conference  on  the  Medical 
Aspects  of  Sports  which  was  held  in 
Greenville  in  April  of  1968.  A deficit  was 
incurred  in  the  expense  of  that  meeting 
of  $50.00. 

Dr.  Wannamaker’s  report  was  favorably 
received  by  Council.  Dr.  Hope  moved  that 
Council  supply  the  $50.00  to  cover  the 
deficit.  This  was  passed. 

Dr.  Thomas  E.  Hair,  Jr.,  Chairman  of 
the  Committee  on  Medical  Education,  ap- 
peared before  Council  to  make  a request 
for  his  committee.  Dr.  Hair  reported  on 
the  progress  of  Medical  Education 
through  Educational  T.V.  The  first  five 
years  of  this  program  was  financed  by  a 
grant  from  Merck  Sharp  & Dohme  in  the 
amount  of  $13,000  per  year.  During  the 
past  two  years  $8,000  per  year  has  been 
supplied  from  funds  from  the  Medical 
College.  It  is  the  feeling  of  Dr.  Hair’s  com- 
mittee that  the  major  portion  of  this  ex- 
pense should  be  carried  by  the  association 
and  he  requests  $5,000  per  year  for  this 
purpose. 

Members  of  Council  discussed  Educa- 
tional T.V.  in  the  area  of  Medical  Educa- 
tion with  particular  reference  to  doctor 
participation.  Dr.  Hair’s  report  was  re- 
ceived as  information.  Mr.  Meadors  was 
asked  to  write  to  the  Presidents  of  the 
County  Medical  Societies  to  poll  each 
group  as  to  doctor  participation  in  the 
program.  A vote  on  Dr.  Hair’s  request 
was  withheld  pending  additional  infor- 
mation as  listed  above. 

Dr.  Charles  P.  Summerall,  III  appeared 
before  Council  to  report  on  the  South 
Carolina  Regional  Medical  Program.  He 
introduced  Dr.  Joe  Chambers,  who  has 
been  employed  as  the  Program  Coordina- 
tor as  of  May  1,  1968.  Dr.  Summerall  pre- 
sented a brochure  which  outlines  the  basic 
program  guidelines  and  the  proposed  proj- 
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ects  of  the  Regional  Medical  Program.  He 
indicated  the  desirability  of  having  the 
wholehearted  backing  of  the  medical  pro- 
fession. He  referred  to  action  of  the  House 
of  Delegates  Annual  Session  1965  when 
the  House  voted  opposition  to  the  RMP. 
He  indicated  that  the  original  concept 
based  on  the  Debakey  Report  was  changed 
as  legislation  for  the  program  developed 
and  the  culmination  of  the  present  plan  of 
RMP  is  quite  different  from  that  rejected 
by  the  House  of  Delegates  in  1965.  Dr. 
Summerall  stated  that  at  his  appearance 
before  Council,  SCMA,  in  1967  the  pro- 
gram as  outlined  by  him  at  that  time  was 
approved  by  Council.  (Review  of  the  min- 
utes indicate  this  to  be  incorrect). 

Dr.  Summerall  was  questioned  by  Coun- 
cil about  various  phases  of  the  program. 
Dr.  Eaddy  asked  if  money  might  be  sup- 
plied for  Educational  T.V.  under  the  pro- 
gram. Dr.  Summerall  indicated  that  un- 
der the  present  plans  submitted,  which  he 
hoped  would  be  adopted  under  ublic  Law 
89-239  by  August  of  1968,  this  had  not 
been  included.  He  felt  that  a petition  for 
a project  in  the  area  of  Educational  T.V. 
would  be  feasible  after  the  initial  plan 
had  been  approved. 

Chairman  of  Council  was  asked  to  pre- 
sent the  present  format  of  the  Regional 
Medical  Program  to  the  House  of  Dele- 
gates so  that  it  might  be  referred  to  the 
proper  Reference  Committee  and  discus- 
sed in  committee  by  Dr.  Summerall.  This, 
in  turn,  could  be  reported  by  the  Refer- 
ence Committee  for  any  required  discus- 
sion on  the  floor  and  action  by  the  House 
of  Delegates.  By  this  approach,  Dr.  Sum- 
merall could  have  a sampling  of  opinion 
and  reaction  of  the  House  of  Delegates  re- 
ferable to  the  program  as  of  this  date. 

Dr.  Summerall  was  thanked  by  Council 
and  his  report  was  recorded  as  informa- 
tion. 

As  a follow-up  on  the  discussion  with 
Dr.  Summerall,  it  was  felt  that  Dr.  Dale 
Groom  should  be  invited  to  the  fall  meet- 
ing of  Council,  along  with  representatives 
of  the  Medical  Education  Committee  so 


that  action  of  the  committee  could  be  fur- 
ther explained  and  action  could  be  taken 
on  the  request  for  support  by  Council. 

Dr.  Donald  G.  Kilgore,  Jr.,  Chairman  of 
SCALPEL,  reported  to  Council  in  behalf 
of  the  Board  of  Directors  of  that  organi- 
zation. It  is  felt  that  a part  time  Director 
is  desirable  for  SCALPEL,  and  he  re- 
quests $5,000  from  the  South  Carolina 
Medical  Association  to  afford  this  Direc- 
tor. He  indicates  that  a number  of  states 
(44)  have  Directors  or  part  time  Direc- 
tors and  many  of  these  are  housed  along 
with  the  state  organization  business  office 
and  in  some  instances  perform  functions 
for  the  state  organization  as  well  as  for 
SCALPEL. 

Dr.  Eaddy  indicated  that  we  were 
awaiting  a report  from  Dr.  Atwill’s  com- 
mittee of  Council  referable  to  SCALPEL 
and  action  was  withheld  regarding  Dr. 
Kilgore’s  request  pending  this  report. 

Dr.  Eaddy  moved  that  Dr.  Kilgore  be 
thanked  for  his  good  work  and  for  his 
appearance  before  Council.  This  was  pas- 
sed. 

Mr.  Meadors  had  indicated  in  his  re- 
port that  possibly  a change  in  the  By- 
laws would  be  required  so  that  Council 
could  make  some  arrangements  for  the 
Annual  Meeting,  SCMA,  several  years  in 
advance.  Mr.  Meadors  took  the  occasion 
to  look  further  into  the  matter  and  re- 
ported that  it  was  not  necessary  to  change 
the  By-laws,  and  Council  requested  that 
Dr.  Perry  appear  before  the  House  of 
Delegates,  suggesting  a three-year  sched- 
ule for  the  Annual  Meeting.  Dr.  Cain 
moved  that  Council  recommend  that  the 
next  three  yearly  meetings  be  held  at  the 
Ocean  Forest  Hotel  in  Myrtle  Beach. 
This  motion  was  put  and  carried. 

Council  adjourned. 

Ben  N.  Miller,  M.D. 


May  13,  1968 

The  meeting  was  called  to  order  by  Dr. 
William  Perry,  Chairman  of  Council.  The 
invocation  was  presented  by  Dr.  Harvey 
Atwill. 
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Members  in  attendance  were  as  follows: 
Dr.  Clay  Evatt;  Dr.  Waitus  Tanner;  Dr. 
-John  Booker;  Dr.  John  Gaston;  Dr.  Wil- 
liam Perry;  Dr.  Michael  Holmes;  Dr. 
Harvey  Atwill;  Dr.  Harold  Hope;  Dr. 
Norman  Eaddy,  President,  SCMA;  Dr. 
Joel  W.  Wyman,  President-Elect,  SCMA ; 
Dr.  Harrison  Peeples,  Vice  President;  Dr. 
Howard  Stokes,  Treasurer;  Dr.  J.  I.  War- 
in}?,  Editor  of  the  SCMA  Journal;  Dr. 
George  D.  Johnson,  Delegate  to  AMA ; 
Dr.  Hal  Jameson,  President  of  the  S.  C. 
Medical  Care  Plan ; Mr.  M.  L.  Meadors, 
Executive  Secretary  and  Counsel ; and, 
Dr.  Ben  N.  Miller,  Secretary. 

Dr.  Harvey  Atwill  reported  on  the  S.  C. 
Medical  Association’s  Council  Committee 
on  Aid  to  SCALPEL.  His  committee  pre- 
sented the  following  points.  (1)  Funds  to 
SCALPEL  could  be  furnished  through  the 
SCMA  for  the  purpose  of  education  only. 
The  amount  of  the  donation  from  SCMA 
could  not  be  large  enough  to  consist  of 
the  main  income  of  SCALEL.  (2)  The 
committee  recommends  that  all  means  of 
communication  in  the  society  be  used  to 
reach  members  regarding  the  aims  and 
purposes  of  SCALPEL.  He  suggested  The 
Newsletter,  The  Journal,  and  similar  chan- 
nels. (3)  SCALPEL  should  make  some 
objective  report  to  Council  at  each  An- 
nual Meeting. 

It  was  moved  by  Dr.  Eaddy  that  the 
recommendations  of  the  committee  be  ac- 
cepted, seconded  by  Dr.  Booker,  put  and 
carried. 

Expressions  were  made  from  Council 
of  appreciation  to  retiring  members  of 
the  Blue  Shield  Board. 

Dr.  Josey  made  a brief  supplemental 
report  from  his  Committee  on  Medical 
Services  referable  to  the  handling  of  in- 
digent patients.  The  various  County  So- 
cieties have  been  polled  on  their  method 
of  handling  the  indigent  patients  and  this 
is  to  be  furnished  as  information  to  the 
Executive  Secretary. 

Dr.  Johnson  reopened  the  matter  of 
Council’s  consideration  of  the  Regional 
Medical  Program  which  had  been  pre- 


sented by  Dr.  Charles  P.  Summerall  at 
Council  session  on  May  12.  Dr.  Summerall 
had  assumed  that  he  had  had  a formal 
Council  endorsement  of  the  plan  on  Octo- 
ber 25,  1967  when  it  was  presented  to 
Council.  The  minutes  indicated  that  Coun- 
cil asked  Dr.  Summerall  to  write  a letter 
for  distribution  to  the  South  Carolina  doc- 
tors and  it  was  agreed  that  this  letter 
would  be  sent  out  describing  the  plans  and 
purpose  of  the  program.  In  reintroducing 
the  subject,  Dr.  Johnson  felt  that  Council 
should  take  some  affirmative  action  so 
that  this  might  be  presented  by  Chairman 
of  Council  to  the  House  of  Delegates.  Dr. 
Johnson  moved  that  the  plan,  as  outlined 
by  Dr.  Summerall,  be  approved  by  Coun- 
cil. This  was  seconded  by  Dr.  Stokes;  and, 
after  due  discussion,  was  put  and  carried. 

Dr.  Frank  Owens  appeared  before 
Council  to  discuss  the  proposed  Senate 
Bill-925  relating  to  atomic  and  nuclear 
energy  exposure.  This  bill  was  discussed 
by  Dr.  Harvey  Atwill.  The  bill  applies 
specifically  to  occupational  exposure  un- 
der Workmen’s  Compensation  and  would 
be  a protection  to  the  profession  if  passed. 
Dr.  Atwill  indicated  that  there  is  an  in- 
spection service  available  through  the 
Public  Health  Department  which  would 
certify  equipment  as  far  as  exposure  haz- 
ards are  concerned.  Dr.  Owens’  presenta- 
tion was  taken  as  information. 

Council  adjourned  at  9:30  a.m. 

Ben  N.  Miller,  M.D. 


May  14,  1968 

Meeting  of  Council,  SCMA,  9:00  a.m., 
May  14,  1968.  The  meeting  was  called  to 
order  by  Dr.  William  Perry,  Chairman  of 
Council.  Dr.  Clay  Evatt  gave  the  invoca- 
tion. 

The  following  members  were  present: 
Councilors  Dr.  Clay  Evatt;  Dr.  Waitus 
Tanner;  Dr.  John  P.  Booker;  Dr.  John 
Gaston;  Dr.  William  Perry;  Dr.  Harvey 
Atwill ; and  the  Councilors  that  were  ab- 
sent were  Dr.  Harold  Hope;  Dr.  Michael 
Holmes;  and,  Dr.  Martin  Teague.  Also 
present  were  Dr.  Norman  Eaddy,  Presi- 
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dent;  Dr.  Joel  W.  Wyman,  President- 
Elect;  Dr.  Harrison  Peeples,  Vice  Presi- 
dent; Dr.  J.  I.  Waring,  Editor  of  The 
Journal ; Dr.  George  D.  Johnson,  Delegate 
to  AMA;  Dr.  Hal  Jameson,  President  of 
the  S.  C.  Medical  Care  Plan;  Dr.  Ben  N. 
Miller,  Secretary;  and,  Mr.  M.  L.  Meadors, 
Executive  Secretary. 

Council  was  asked  to  sponsor  the  As- 
sociation of  American  Physicians  and 
Surgeons  Annual  School  Essay  Contest. 
Dr.  Booker  moved  that  Council  endorse 
the  contest,  seconded  by  Dr.  Evatt,  put 
and  carried. 

Dr.  Eaddy  commented  on  the  resolution 
submitted  to  Council  by  Dr.  Roderick 
Macdonald  in  behalf  of  the  South  Caro- 
lina Society  of  Ophthalmology  and  Oto- 
laryngology regarding  optometrists.  Dr. 
Eaddy  indicated  that  the  decision  regard- 
ing this  resolution  would  rest  on  present 
action  by  the  Judicial  Council  in  reversing 
their  former  opinion.  Should  the  Judicial 
Council  not  reverse  their  decision,  then 
Delegates  to  the  AMA  House  of  Delegates 
should  take  Dr.  Macdonald’s  resolution  to 
that  body.  Dr.  Johnson  moved  that  such 
action  be  taken  on  the  resolution  pre- 
sented by  Dr.  Macdonald.  This  was 
seconded  by  Dr.  Eaddy,  put  and  carried. 

Dr.  Eaddy  reported  on  an  article  in  the 
Netvs  and  Courier  covering  his  address 
of  yesterday  which  made  certain  quotes 
that  had  been  in  his  original  script,  but 
had  been  changed  before  it  was  presented 
to  the  House  of  Delegates.  Dr.  Eaddy  felt 
that  in  justice  to  fact  and  to  prevent  mis- 
understanding in  the  future,  that  such 
news  release  should  be  cleared  by  the 
Public  Relations  Officer,  Dr.  Joe  Waring, 
or  through  the  speaker  presenting  the 
paper.  Dr.  Johnson  moved,  seconded  by 
Dr.  Eaddy,  that  the  news  media  be  re- 
quested to  clear  such  information  through 
Dr.  Joe  Waring  or  the  speaker  in  future 
coverage.  This  motion  was  put  and  car- 
ried. 

Departing  words  by  various  members 
of  Council  were  received.  Dr.  Harrison 
Peeples,  Vice  President,  expressed  his  sat- 


isfaction of  having  been  associated  with 
Council  during  the  past  year;  and,  in  turn 
received  commendation  from  various 
members  of  Council. 

Dr.  Eaddy  thanked  Council  for  its  co- 
operation during  the  year  as  president.  He 
received  thanks  and  commendation  from 
Council. 

Dr.  Perry,  Chairman  of  Council,  also 
thanked  the  body  for  assistance  during  the 
past  year  and  there  was  a general  expres- 
sion from  Council  thanking  it’s  Chairman. 

Council  adjourned  at  9:30  a.m. 

Ben  N.  Miller,  M.D. 


May  15,  1968 

The  final  meeting  of  Council,  SCMA, 
held  in  conjunction  with  the  annual  meet- 
ing was  held  in  the  Forest  Room,  Ocean 
Forest  Hotel,  Myrtle  Beach,  South  Caro- 
lina, on  May  15,  1968  at  8:30  a.m.  Dr. 
William  L.  Perry,  Councilor  from  the 
Sixth  District  and  retiring  Chairman  of 
Council,  called  the  meeting  to  order. 

The  following  members  were  present: 
Dr.  William  L.  Perry,  Chairman  of  Coun- 
cil and  President-Elect,  SCMA ; Dr.  Clay 
W.  Evatt;  Dr.  Waitus  0.  Tanner;  Dr. 
John  P.  Booker;  Dr.  Michael  Holmes;  and, 
Dr.  Harold  Hope. 

Dr.  Joel  W.  Wyman,  President,  SCMA ; 
Dr.  Ben  N.  Miller,  retiring  Secretary ; Mr. 
M.  L.  Meadors,  Executive  Secretary  and 
Counsel ; and,  Dr.  J.  Hal  Jameson,  Presi- 
dent, S.  C.  Medical  Care  Plan. 

Dr.  D.  Strother  Pope,  newly  elected 
Secretary;  Dr.  C.  Tucker  Weston,  Vice 
President;  and,  Dr.  John  D.  Gilland, 
newly  elected  Councillor  from  the  Sixth 
District;  and,  Dr.  Thomas  Parker,  newly 
elected  Delegate  to  the  AMA  (term  of  of- 
fice beginning  January  1,  1969),  were  also 
present. 

In  complinace  with  the  Constitution 
which  provides  that  Council  shall  meet 
within  sixty  (60)  days  from  the  time  of 
the  annual  meeting  to  appoint  committees 
for  the  SCMA,  Council  voted  to  meet  July 
10,  1968,  at  2:00  p.m.  at  the  State  Board 
of  Health  facility  in  Columbia  for  this 
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purpose  (notices  will  be  sent  to  Council  by 
Mr.  Meadors’  office). 

At  an  earlier  meeting  of  Council,  the 
advisability  of  the  President  of  the  SCMA 
continuing  to  give  an  annual  President’s 
Party  for  members  of  Council  and  friends 
was  discussed.  It  was  the  consensus  of 
Council  that  this  was  an  imposition  on 
the  President,  and  it  was  moved  by  Dr. 
Booker,  seconded  by  Dr.  Holmes,  that  the 
President  is  not  obligated  to  hold  such  a 
social  function.  It  was  the  consensus  of 
the  discussion  that  this  should  be  omitted 
from  the  functions  of  the  annual  meeting. 
The  motion  was  put  and  carried. 

Mr.  Meadors  announced  that  it  had 
been  the  action  of  Council  that  the  next 
annual  meeting  would  be  held  May  11  to 
May  14,  1969,  at  the  place  designated  by 
the  House  of  Delegates,  Ocean  Forest 
Hotel,  Myrtle  Beach,  South  Carolina. 
Council  voted  to  leave  it  with  the  Presi- 
dent and  Executive  Secretary  to  arrange 
appropriate  dates  for  the  annual  meet- 
ings 1979  and  1971. 

Council  moved  into  the  area  of  reor- 
ganization of  Council  and  Dr.  Jameson 
nominated  Dr.  John  Booker  as  Chairman 
of  Council.  The  nomination  was  seconded 
by  Dr.  Tanner  and  he  was  duly  elected. 

The  newly  elected  members  of  Council 
were  recognized  by  the  Presiding  Officer 
and  each  expressed  pleasure  at  being  as- 
sociated with  Council.  Dr.  Gilland,  Coun- 
cilor fro  mthe  Sixth  District;  Dr.  Tucker 
Weston,  Vice  President  of  the  State  So- 


ciety ; and,  Dr.  Strother  Pope,  Secretary. 
Dr.  Thomas  Parker,  Delegate  to  AM  A 
(January  1,  1969).  The  Secretary  received 
commendation  from  Council  on  comple- 
tion of  his  duties  as  Secretary  to  Council 
for  the  past  six  years. 

Dr.  Joel  Wyman,  President,  SCMA, 
urged  members  of  Council  to  acquaint 
themselves  with  the  inroads  by  socialized 
medicine  into  the  private  practice  of  medi- 
cine and  act  as  informers  to  the  practi- 
tioner back  home. 

Dr.  Strother  Pope  urges  members  of 
Council  and  profession  to  acquaint  them- 
selves with  their  local  Representatives 
and  exert  influence  in  the  halls  of  the 
Legislature. 

Dr.  Tucker  Weston  commented  on 
SCALPEL’S  place  in  this  sphere  of 
politics. 

Dr.  Booker,  acting  in  his  role  as  new 
Chairman  of  Council,  continued  with  the 
reorganizational  meeting.  Under  the  elec- 
tion of  Vice  Chairman  of  Council,  Dr. 
Jameson  nominated  Dr.  Martin  Teague  to 
continue  in  this  post.  He  was  elected. 

Dr.  Gilland,  new  member  of  Council, 
was  elected  as  Clerk. 

Dr.  Perry  took  this  occasion  to  thank 
Dr.  Evatt  for  his  kind  remarks  from  the 
floor  of  the  House  of  Delegates  at  the  con- 
clusion of  the  election  for  President-Elect 
of  the  South  Carolina  Medical  Association 
yesterday. 

Council  adjourned  at  9:00  a.m. 

Ben  N.  Miller,  M.D. 


MEETINGS 


The  Second  Postgraduate  Seminar  on 
Medicine  for  Internists  and  General  Medi- 
cine for  Internists  and  General  Practi- 
tioners is  scheduled  for  October  2 and  3 
at  the  Medical  College  of  South  Carolina. 


The  Sixteenth  Biennial  International 
Congress  sponsored  by  the  International 


College  of  Surgeons  will  be  held  in  Tokyo, 
Japan  beginning  October  6. 

The  congress  is  open  to  doctors  from 
all  over  the  world  who  wish  to  attend. 
The  registration  fee  is  $80.00.  Inquiries 
can  be  addressed  to : XVI  Biennial  Inter- 
national Congress,  International  College 
of  Surgeons,  1516  N.  Lake  Shore  Drive, 
Chicago,  111.  60610 
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Dr.  Raymond  E.  Ackerman,  director  of 
the  Charleston  County  Mental  Health 
Clinic  since  1965,  has  been  appointed 
deputy  commissioner  for  the  State  Depart- 
ment of  Mental  Health.  He  will  be  in 
charge  of  community  mental  health  serv- 
ices. Dr.  Alex  Heise  of  Sumter  was  elected 
by  SCMA  as  member  of  the  Tuberculosis 
Control  Advisory  Committee  to  the  State 
Board  of  Health.  South  Carolina  physi- 
cians who  participated  in  the  scientific 
sessions  at  the  annual  meeting  of  the 
South  Carolina  Heart  Association  include 
Drs.  Peter  Gazes.  William  Lee,  Arthur 
Williams,  Grady  Hendrix,  Arno  R.  Hohn, 
R.  R.  Bradham,  all  of  Charleston ; Dr.  Ed- 
ward Floyd  of  Florence,  Dr.  Donald  E. 
Saunders  Jr.  of  Columbia  and  Dr.  E.  Con- 
yers O’Bryan  of  Florence.  Among  the  new 
officers  are  Dr.  Gazes,  president;  Dr. 
Saunders,  president-elect;  Dr.  Charles  P. 
Summerall  III,  vice  president  and  Dr. 
David  G.  Askins  Jr.,  secretary.  Elected 
to  the  board  were  Dr.  Lea  B.  Givens,  Dr. 
C.  Warren  Irvin  Jr.,  Dr.  Arthur  G.  Meakin, 
Dr.  Frederick  E.  Nigels  Jr.,  Dr.  Samuel 
H.  Sandifer,  Dr.  John  D.  Ashmore  Jr.,  Dr. 
William  S.  Houck  Jr.,  Dr.  Roy  A.  Howell, 
Jr.  and  Dr.  R.  O.  Burgess. 

Dr.  Charles  E.  Stark  who  has  been  asso- 
ciated with  Dr.  Richard  Jackson  and  Dr. 
Holmes  Springs  since  January  is  now  on 
the  surgical  service  of  Ocean  View  Me- 
morial Hospital,  Myrtle  Beach.  He  was 
graduated  from  the  Medical  College  of 
South  Carolina  and  interned  at  Spartan- 
burg General  Hospital.  Dr.  H.  Eugene 
Butler  of  Myrtle  Beach  has  passed  board 
examinations  for  certification  in  internal 
medicine.  He  was  graduated  from  the 
Medical  College  of  South  Carolina,  in- 
terned at  Columbia  Hospital  and  took  his 


residency  at  the  Medical  College.  He  is  in 
private  practice  with  Dr.  Fred  Nigels  in 
internal  medicine  and  cardiology,  and  is 
on  the  staff  of  Ocean  View  Memorial  Hos- 
pital. Dr.  James  L.  Hughes,  medical  direc- 
tor for  Springs  Mills  in  Chester,  has  been 
named  to  the  board  of  directors  of  the 
Industrial  Medical  Association.  Dr.  James 
W.  Reid  of  Charleston,  a Navy  lieutenant 
commander,  is  serving  in  hospitals  in  Viet 
Nam  under  the  volunteer  program.  Maj. 
Frank  W.  Berry  Jr.,  physician  from  Rock 
Hill,  recently  received  a “Service  to  Man- 
kind” award  from  his  home  town  for  four 
tours  of  duty  in  Viet  Nam.  Dr.  W.  H. 
Young,  Anderson  physician,  was  recently 
named  recipient  of  the  “Practitioner  of 
the  Year”  award  presented  by  the  Pal- 
metto Medical,  Dental  and  Pharmaceutical 
Association  at  its  annual  meeting  in 
Spartanburg.  Dr.  Thomas  T.  Galt  of  Spar- 
tanburg has  been  elected  president  of  the 
Medical  Alumni  Association  of  the  Medical 
College  of  South  Carolina.  Dr.  Walton  C. 
Ector  of  Charleston  was  named  president- 
elect, Dr.  William  P.  Turner  of  Greenwood, 
vice  president.  Directors  re-elected  include 
Dr.  William  Strohecker  of  Columbia,  Dr. 
Joseph  M.  Brice  Jr.  of  Rock  Hill  and  Dr. 
Henry  Frierson  of  Orangeburg.  Dr.  James 
Underwood  of  Newberry  was  elected  a 
director  to  fill  an  unexpired  term. 

Dr.  W.  J.  Shealy  of  Florence  and  Dr. 
M.  B.  Nickles  of  Hartsville  have  been 
elected  new  members  of  the  board  of  di- 
rectors of  the  Pee  Dee  Area  Big  Brother 
Association.  Steve  Compton  of  Greenville, 
a Carolina  High  senior,  was  presented  a 
check  this  spring  by  the  Greenville  County 
Medical  Auxiliary  for  placing  in  the  na- 
tional essay  contest  of  the  Association  of 
American  Physicians  and  Surgeons  Inc. 
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At  the  Spring  Meeting  of  the  South 
Carolina  Society  of  Anesthesiologists,  in 
Myrtle  Beach,  Dr.  John  D.  Thomas  was 
elected  to  serve  as  a delegate  from  the 
South  Carolina  Society  of  Anesthesiol- 
ogists to  the  annual  meeting  of  the  Ameri- 
can Society  of  Anesthesiologists  to  be  held 
in  October,  1968  in  Washington,  D.  C. 
Dr.  William  Middleton,  Jr.,  was  elected 
Vice  President  of  the  Society. 

Dr.  Harry  A.  Davis  Jr.  of  Sumter  has 


been  re-elected  to  membership  in  the 
American  Academy  of  General  Practice. 
Dr.  T .L.  Tiller  Jr.  of  Greenville  has  been 
elected  to  the  Board  of  Directors  of  Wof- 
ford College  Alumni  Association.  Dr.  Eli- 
jah Maxie  Hicks  of  Florence  received  the 
Sullivan  Award  recently  at  ceremonies  at 
Furman  University.  The  award  is  given 
for  high  aspirations  and  noble,  humani- 
tarian qualities  of  character. 


FROM  THE  HOSPITALS 


Construction  of  a $1.5  million  Diagnostic 
and  Treatment  Center  addition  to 
ANDERSON  MEMORIAL  HOSPITAL, 
Anderson,  will  begin  in  the  next  several 
months.  The  three-story  unit  will  house 
expanded  facilities  for  treatment  of  inten- 
sive care  and  cardiac  patients,  outpatient 
clinic,  physical  therapy,  and  occupational 
therapy. 

The  new  BYERLY  HOSPITAL,  Harts- 
ville,  was  expected  to  be  completed  June 
1.  Upon  completion,  the  new  four-story 
hospital  will  have  a 96-bed  capacity. 

CHESTERFIELD  COUNTY  MEMOR- 
IAL HOSPITAL.  Cheraw,  accredited  by 
the  Joint  Commission  on  Accreditation 
for  the  first  time  this  year,  held  a special 
open  house  recently  in  recognition  of  the 
achievement. 

COLUMBIA  HOSPITAL,  Columbia,  has 
received  a federal  grant  of  $84,201  for  a 
cervical  cancer  screening  project.  The 
project  will  provide  Pap  smear  tests  for 
cancer  as  a routine  examination  procedure 
for  indigent  patients. 

A bill  permitting  a November  referen- 
dum to  authorize  issuance  of  $25  million 
in  bonds  for  hospital  construction  in 
Greenville  County  was  passed  by  the 
General  Assembly.  If  the  bond  issue  is 
approved,  the  $25  million  will  be  used  to 
provide  a new  600-bed  GREENVILLE 
GENERAL  HOSPITAL,  expansion  of 
ALLEN  BENNETT  MEMORIAL  HOS- 
PITAL, and  a health  care  facility  in  upper 
Greenville  County. 


ST.  FRANCIS  XAVIER  HOSPITAL, 

Charleston,  has  announced  plans  to  under- 
take a construction  program  which  will 
double  the  hospital’s  present  capacity.  The 
first  phase  of  the  expansion  program,  to 
begin  in  about  ten  months,  will  add  150 
beds  to  the  present  147  beds. 

Work  has  begun  on  the  construction  of 
the  new  8-story  Elliott  White  Springs  Me- 
morial Hospital  in  Lancaster.  The  new 
hospital,  planned  for  an  initial  106  beds, 
all  in  single  occupancy  rooms,  will  be  built 
in  front  of  MARION  SIMS  MEMORIAL 
HOSPITAL.  The  new  Springs  Memorial 
will  become  the  acute  general  care  unit  in 
a three-unit  medical  complex.  Marion  Sims 
will  becom  a long  term  care  unit,  and 
Grace  White  Memorial  will  serve  as  a 
convalescnt  and  extended  care  unit. 

The  new  MARY  BLACK  MEMORIAL 
HOSPITAL,  Spartanburg,  was  dedicated 
this  spring.  Dedication  speaker  was 
Dwight  L.  Wilbur,  M.D.,  president-elect  of 
the  American  Medical  Association.  The 
first  patients  were  admitted  to  the  new 
103-bed  progressive  patient  care  hospital 
on  May  1. 


EPITAPH  FOR  A SOUTH  CAROLINIAN 

By  Robert  Quinn,  M.D. 

Of  all  I own 

One  thing  alone 

I’d  like  to  always  keep: 

Somewhere  nearby 

A pine  to  sigh 

So  I may  soundly  sleep. 
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It  won’t  do  the  job. 


i 


£ 


Neither  will  protection  which  pays  for  only 
a small  portion  of  hospital  and/or  surgical 
costs. 


Blue  Cross  and  Blue  Shield  pre-payment 
plans  are  today’s  best  answer  for  surgical 
and  hospital  protection. 


Blue  Cross  - Blue  Shield, 


I 
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An  exhibit  from  the  Department  of 
Urology  was  awarded  a first  prize  at  the 
recent  annual  meeting  of  the  American 
Urological  Association  in  Miami  Beach, 
Fla.  Receiving  the  award  were  Dr. 
Fletcher  Derrick  Jr.,  Dr.  Obie  Stalcup, 
Dr.  Lester  Neville  and  Dr.  William  Tur- 
ner Jr. 

The  exhibit  was  titled,  “Fluorescence 
Microscopy  of  Urinary  Sediment.”  It  de- 
picts a new  procedure  tha  can  be  used  in 
the  attending  physician’s  office.  It  is  a 
screening  process  that  provides  rapid  de- 
termination of  the  specific  urinary  tract 
infection. 

Dr.  Carter  Maguire,  Clinical  Associate 
in  Surgery,  has  been  elected  President 
of  the  Southeastern  Society  of  Plastic 
and  Reconstructive  Surgeons.  He  was  in- 
stalled in  the  position  on  May  31,  in  Biloxi, 
Miss. 

Dr.  Charles  I).  Graber,  Associate  Profes- 
sor of  Microbiology,  chaired  a round  table 
talk  at  a recent  meeting  of  the  American 
Society  of  Microbiology  in  Detroit,  Mich. 

The  topic  of  the  discussion  was,  “Pro- 
grammed Instruction  in  Medical  School 
Microbiology.”  Dr.  Thomas  E.  Rogers,  As- 
sistant Professor  of  Bacteriology,  also 
participated  in  the  program. 

Dr.  O.  Rhett  Talbert,  Professor  of  Neu- 
rology, chairman  of  the  Division  of  Neu- 
rology, Department  of  Medicine,  was  the 
guest  “Consultant”  in  May  issue  of  “Medi- 
cal Tribune.”  As  Consultant,  he  answered 
in  print  questions  relating  to  neurologic 
seizures,  hypsarrhythmia  and  hypoten- 
sion, diabetes  in  the  aged. 

Dr.  Darvle  L.  Waldron  has  been  appoint- 
ed as  Associate  Editor  for  DSH  Abstracts. 
This  quarterly  Journal  is  a publication  of 


Deafness,  Speech  and  Hearing  Publica- 
tions, Inc.,  an  organization  founded  by 
the  American  Speech  and  Hearing  Asso- 
ciation and  Gallaudet  College. 

Dr.  Forde  A.  Mclver,  presented  a paper 
on,  “The  Results  of  Inhalation  Exposure 
of  Dogs  to  Crhysotile  Asbestos”,  at  the 
Second  International  Conference  on  the 
Biological  Effects  of  Asbestos  held  in 
Dresden,  Germany  in  April. 

Dr.  J.  G.  Ward  presented  a paper  on 
“The  Juvenile  Polyp”  at  the  S.  C.  Academy 
of  Science.  The  paper  was  done  in  collab- 
eration  with  Dr.  Biemann  Othersen. 

Dr.  John  E.  Mahaffey  presented  a lec- 
ture on  Methoxyflurane  (Penthrane)  this 
month  to  the  Southeastern  Hospital  Con- 
ference in  Atlanta,  Georgia. 

One  hundred  thirty-six  diplomas  were 
awarded  on  June  6 at  the  139th  Com- 
mencement of  the  Medical  College  of  South 
Carolina  held  in  The  Armory  of  the  Cita- 
del. 

Sixty-six  M.D.’s  were  awarded,  and  27 
students  received  B.S.’s  in  Pharmacy. 
Thirty-three  received  graduate  nurse  dip- 
lomas, and  three  students  were  awarded 
M.S.’s  and  two  received  Ph.D.’s  Five 
B.S.’s  in  the  Allied  Health  Sciences  were 
awarded  for  the  first  degrees  earned 
from  the  School  of  Allied  Health  Sciences, 
which  was  organized  in  1966. 

Lt.  Gov.  John  C.  West  presented  the 
commencement  address.  Candidates  for 
degrees  were  presented  by  their  deans 
with  Dr.  William  M.  McCord,  President, 
conferring  degrees  and  titles.  Mr.  J.  Ed- 
win Schachte,  Jr.,  Chairman  of  the  Board 
of  Trustees  of  the  Medical  College  pre- 
sented the  diplomas. 

A special  certificate  honoring  his  serv- 
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ice  was  presented  to  Mr.  Julian  T.  Buxton, 
Sumter,  who  is  retiring  from  the  Board 
of  Trustees. 

Dr.  Leon  McDill  Allison,  Dean  of 
Erskine  Theological  Seminary,  presented 
the  invocation  and  benediction. 

Needham  Joseph  Thompson  of  Colum- 
bia was  named  first  honor  graduate  in  the 
School  of  Medicine. 

Robert  Barry  Grove  of  Rock  Hill  was 
named  second  honor  graduate. 

Betty  Lou  Corbett,  Manning,  was 
named  first  honor  graduate  of  the  School 
of  Nursing  with  Jeannine  Carroll  of 
Columbia  receiving  second  honors. 

Freeman  Kirby,  of  Supply,  N.  C.,  was 
named  first  honor  graduate  of  the  School 
of  Pharmacy.  Fred  Norman,  Clemson,  re- 
ceived second  honors  for  the  school. 


DOCTORS  OF  MEDICINE 

Virginia  Marie  Anderson,  Brooklyn,  N.  Y.;  Perry 
William  Aycoek,  Jr.,  McConnells:  Samuel  Arthur 
Black,  Charleston:  Alton  Grady  Brown,  Jr.,  Rock 
Hill:  William  Yongue  Buchanan,  Jr.,  Winnsboro: 
William  Joseph  Burk,  III,  Charleston;  Michael  De- 
Foix  Caldwell,  Columbia;  Victor  Clyde  Campbell, 
Spartanburg;  Gerald  McCall  Chambers,  York;  Mal- 
colm Osbourne  Corley,  Columbia;  Joel  Robert  Cox, 
Jr.,  Clinton;  Uriel  X.  Cullum,  Jr.,  Batesburg;  Gar- 
field Woodruff  Danenhower,  III,  Pendleton;  Roger 
Allen  Davis,  Hemingway. 

Thomas  Bennett  Eison,  Greenville;  James  Ed- 
ward Farr,  Jr.,  Greenville;  Harry  Wells  Floyd, 
Olanta;  William  Julian  Fogle,  III,  Columbia;  Carl 
McDonald  Foster,  Columbia;  Frederick  Lybrand 
Fowler,  Jr.,  Greenville;  John  Michael  Foxworth, 
Orangeburg;  James  Dale  Gould,  Greenville;  Robert 
Barry  Grove,  Rock  Hill;  Phil  Lanier  Hadaway,  Jr., 
Walterboro:  Byron  Blasdell  Harder,  Jr.,  Sumter; 
John  Aberdeen  Harrill,  Jr.,  Anderson;  Jerry  Eugene 
Jackson,  Sumter;  Chester  Wright  Jenkins,  North 
Augusta;  James  Wimberly  Kellett,  Greenville. 

James  Haynes  Kelly,  Charleston;  John  Richard 
Langley,  North  Augusta;  Wesley  Willingham  Law- 
ton,  Jr.,  Estill;  Rodman  Lemon,  Jr.,  Barnwell;  John 
Lindsay  Leviner,  Jr.,  Winnsboro;  William  Brownlee 
Lowry,  Chester;  Wilson  Locke  Lynch,  Spartanburg; 
Robert  Malanuk,  Brooklyn,  N.  Y.;  Thomas  Emmett 
Mason,  Ballentine;  William  David  Meredith,  St. 
George;  Willie  Bradford  Moseley,  Aiken;  Samuel 
Lawrence  Orr,  Seneca;  Vincent  Petno,  Uniontown, 
Pa.:  Wendell  Everett  Phillips,  Jr.,  Alpharetta,  Ga.; 
James  Patterson  Pressly,  II,  Due  West. 

Daniel  Ravenel,  Winnsboro;  James  Ernest  Rein- 
hardt, Jr.,  Edgemoor;  James  Calvert  Reynolds, 


Greenville;  Clarence  Milford  Rogers,  Anderson;  John 
Roger  Rowe,  Walterboro;  Jerry  Jordan  Sample, 
Ridge  Spring;  Joel  Steven  Sexton,  Spartanburg; 
James  Gaston  Simpson,  Chester;  James  David 
Smith,  Anderson:  John  Bruce  Steigner,  Columbia: 
Hilliard  Allen  Strickland,  Charleston;  Needham 
Joseph  Thompson,  Jr.,  Columbia;  Thomas  Marion 
Verdin,  III,  Mauldin;  Frank  Reid  Warder,  Ander- 
son; Douglas  Wayne  Whetsell,  Bowman. 

Carl  Alexander  White,  Jr.,  Marion;  Larry  Butler 
White,  Saluda;  James  Dudley  Whitehead,  Jr.,  Lake 
City;  Luther  Chase  Williams,  III,  Lancaster;  Thomas 
Bright  Williamson,  Darlington;  William  Chisolm  Wil- 
son, Charleston:  William  Joseph  Yarbrough,  Colum- 
bia. 

With  the  help  of  the  Alumni  Assn.,  a list  of  the 
career  preferences  expressed  by  the  members  of  the 
Class  of  1968  of  the  School  of  Medicine  has  been 
compiled. 


Academic  Medicine  1 

Cardiology  1 

Cardiology  (pediatric)  1 
General  Practice  6 

Internal  Medicine  9 

Obstetrics  and 
Gynecology  4 

Oncology  1 

Ophthalmology  2 

Otolaryngology  1 

Pathology  3 

Pediatrics  2 

Psychiatry  1 

Radiology  2 


Surgery 

Cardiovascular  1 

General  2 

Pediatric  1 

Orthopedic  3 

Urology  2 

Undecided 

Between  specialties  2 
Between  general 
practice  and  a 
specialty  6 

Expressed  no 
preference  14 

Did  not  reply  1 


MEDICAL  ETV 

August  1— DIGITALIS  AND  DIURE- 
TICS (This  program  is  devoted  entirely  to 
an  in-depth  discussion  of  two  major  meas- 
ures of  therapy,  digitalis  and  the  diure- 
tics. Emphasis  is  placed  on  recent  ad- 
vances in  the  field,  particularly  the  inter- 
relationships with  electrolytes  and  the 
newer  diuretic  agents,  by  a faculty  of  ac- 
knowledge authorities.) 

Dr.  C.  Thorpe  Ray,  University  of  Mis- 
souri 

Dr.  Thomas  Kill  ip,  Cornell  University 

Dr.  Lamar  E.  Crevasse,  University  of 
Florida 

August  15— TRENDS  IN  AMERICAN 
MEDICINE  (We  live  in  a time  of  pro- 
found changes  in  American  medicine,  as 
in  our  entire  way  of  life.  Both  from  with- 
in and  without  American  medicine  is  con- 
fronted with  pressures  for  new  solutions 
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to  new  problems:  the  increasing  complex- 
ity of  our  scientific  knowledge  with  re- 
sultant trends  toward  more  specialization 
and  the  team  approach,  the  population  ex- 
plosion, our  longer  life  expectancy,  urban- 
ization, the  appalling  toll  of  accidental 
deaths,  the  urgent  need  for  more  adequate 
control  of  our  environment  including  ra- 
dioactive, industrial  and  other  contami- 
nants of  our  air  and  water.  Recent  de- 
velopments in  genetics,  in  transplant  tech- 
niques and  in  instrumentation  have 
brought  new  medical  horizons.) 

Dr.  Charles  L.  Hudson,  Past-President 
American  Medical  Association 
Dr.  Kenneth  Crispell,  Dean,  University 
of  Virginia  School  of  Medicine 
Dr.  George  Dean  Johnson,  South  Caro- 
lina Delegate  to  AM  A 
September  5 — ANTICOAGULANT 
THERAPY  (A  quarter  century  after  its 
introduction,  anticoagulant  therapy  re- 
mains one  of  the  more  controversial  meas- 
ures in  medical  practice.  The  literature 
is  replete  with  statistics  that  prove,  others 


that  disprove  its  effectiveness.  This  pro- 
gram is  essentially  a debate — the  pros  and 
cons  of  the  anticoagulants,  with  comments 
on  some  special  neurological  and  other 
considerations  of  their  clinical  use.) 

Dr.  George  C.  Griffith,  University  of 
Southern  California 

Dr.  T.  Sterling  Claiborne,  Emory  Uni- 
versity 

Dr.  Hiram  B.  Curry,  Medical  College  of 
South  Carolina 


The  Department  of  Otolaryngology  of 
the  Illinois  Eye  and  Ear  Infirmary  and 
the  College  of  Medicine  of  the  University 
of  Illinois  at  the  Medical  Center,  will  con- 
duct a postgraduate  course  in  Laryngology 
and  Bronehoesophagology  from  Septem- 
ber 23  through  October  4,  1968. 

Interested  registrants  will  please  write 
directly  to  the  Department  of  Otolaryn- 
gology, College  of  Medicine,  University  of 
Illinois  at  the  Medical  Center,  Postoffice 
Box  6998,  Chicago,  Illinois  60680. 


WINCHES 

“CAROLIN AS’  HOUSE  OF  SERVICE" 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year, 
and  invite  your  inquiries. 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  1 
and  advertised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue.  1 


TER 


MEETING  THE  CHALLENGE  OF  THE  TUBERCULOSIS 
HOSPITAL  TODAY 


Following  the  death  last  year  of  Dr. 
Rudolph  Farmer,  superintendent  of  the 
South  Carolina  Sanatorium,  the  governor 
appointed  a committee  to  determine  the 
future  plans  of  the  Sanatorium.  The  com- 
mittee was  composed  of  Dr.  William  Mc- 
Cord, president  of  the  Medical  College ; 
Dr.  Dill  Beckman,  director  of  the  State 
Vocational  Rehabilitation  Department; 
Mr.  Burnell  Sloan,  current  chairman  of 
the  Sanatorium  Board;  Mr.  William  Wil- 
son, president  of  the  South  Carolina  Tu- 
berculosis Association;  and  Dr.  E.  Ken- 
neth Aycock,  state  health  officer,  as 
chairman.  It  is  the  purpose  of  this  paper 
to  inform  the  medical  profession  of  some 
of  the  principles  involved  in  the  recom- 
mendation to  the  governor. 

Upon  the  recommendation  of  the  gover- 
nor following  this  report,  enabling  legis- 
lation was  introduced  and  has  now  been 
approved  by  the  House  and  Senate  trans- 
ferring all  properties  and  operations  of 
the  South  Carolina  Sanatorium  back  to 
the  State  Board  of  Health  effective  July 
1,  1968. 

The  legislation  also  provided  for  an  ad- 
visory committee  to  advise  the  State  Board 
of  Health  on  matters  pertaining  to  the  op- 
eration of  the  hospital  and  tuberculosis 
control.  This  committee  would  be  com- 
posed of  six  members,  with  two  practic- 
ing physicians  (one  from  the  South  Caro- 
lina Thoracic  Society  and  one  from  the 
South  Carolina  Medical  Association),  one 
representative  each  from  the  South  Caro- 
lina Tuberculosis  Association,  the  Public 
Welfare  Department,  and  the  Vocational 
Rehabilitation  Department,  and  the  cur- 
rent chairman  of  the  Sanatorium  Board. 
This  is  the  culmination  of  one  of  the 
recommendations  of  a 1962  Study  Com- 


E.  KENNETH  AYCOCK,  M.  D. 

DAVID  B.  GREGG,  M.D. 

Columbia,  S.  C 

mittee  on  Tuberculosis  Treatment  Facili- 
ties and  Services  in  South  Carolina  Chair- 
manned  by  Dr.  Martin  Teague. 

The  role  of  the  hospital  in  tuberculosis 
control  has  undergone  rather  dramatic 
change  since  the  advent  of  the  chemo- 
therapy era.  Through  the  1940’s  the  hos- 
pital completely  dominated  the  treatment 
role,  and  one  of  the  major  problems  dur- 
ing that  time  was  the  lack  of  a sufficient 
number  of  beds  to  provide  treatment.  Then 
streptomycin  arrived  on  the  scene  in  the 
late  forties,  to  be  followed  soon  by  PAS 
and,  even  more  dramatically,  isoniazid  in 
the  early  1950’s.  Suddenly  in  the  fifties 
there  was  a sufficient  number  of  beds  to 
obliterate  all  waiting  lists,  by  the  sixties 
tuberculosis  hospitals  were  closing,  and 
there  was  a declining  census  in  those  re- 
maining open.  The  number  of  patients  in 
our  State  Sanatorium  fell  from  well  over 
500  in  the  mid-fifties  to  a present  level  of 
around  250. 

During  this  same  period  outpatient 
care  for  tuberculosis  patients  has  become 
a reality.  Today  over  3,000  cases  are  be- 
ing supervised  at  home,  nearly  500  are 
continuing  drug  treatment,  and  4,000 
household  and  other  close  contacts  are  be- 
ing followed,  with  some  1,500  receiving 
prophylactic  treatment  with  isoniazid.  In 
addition  2,600  other  persons  at  high  risk 
of  developing  tuberculosis  are  also  on  pro- 
phylactic treatment  in  outpatient  clinics. 

With  these  far-reaching  changes  in  the 
treatment  of  tuberculosis,  it  is  understand- 
able that  many  foresee  the  end  of  the  hos- 
pital directed  solely  to  the  care  of  tubercu- 
losis. However,  those  of  us  presently  in- 
volved in  South  Carolina  see  the  con- 
tinued need  for  readily  available  hospital- 
ization for  the  newly  diagnosed  patients 
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ill  with  tuberculosis  and  those  with  re- 
activation and  in  need  of  intensive  multi- 
ple drug  therapy  or  surgical  interven- 
tion— certainly  beyond  the  capacity  of  the 
presently  crowded  general  hospitals. 

Also,  although  the  case  rates  are  re- 
latively lower,  those  occurring  are  in- 
creasingly found  in  the  older  age  groups 
in  whom  other  ills  are  common,  with  many 
of  these  other  ills  being  chronic  pulmon- 
ary diseases.  Chronic  bronchitis,  emphy- 
sema, lung  cancer,  and  diseases  due  to 
atypical  mycobacteria  are  actually  increas- 
ing and  as  a matter  of  differential  diag- 
nosis are  already  finding  their  way  into 
our  tuberculosis  hospital. 

During  the  past  half-century  we  have 
made  great  health  progress.  Indeed,  the 
trends  of  modern  medicine  are  breath- 
taking. All  of  this  change  and  improve- 
ment in  the  health  care  of  the  patient  has 
brought  with  it  increased  specialization 
and  increased  fragmentation  of  health 
services. 

This  specialization  and  fragmentation 
of  medical  practice  need  not  be  a deter- 


rent to  good  medical  care — to  be  sure,  it 
has  been  both  the  reason  for  and  the  re- 
sult of  improved  health  care  to  our  people. 
However,  we  must  be  aware  of  the  ever- 
constant  problems  which  specialization 
and  fragmentation  bring.  We  must  accept 
the  fact  that  no  one  person  can  supply 
all  the  patient’s  needs  and  certainly  no 
one  doctor  can  supply  all  the  patient’s 
medical  care. 

Therefore,  we  must  plan  for  a health 
care  system  which  will  allow  for  special- 
ization and  fragmentation  and  yet  pro- 
vide improved  individual  patient  care. 
We  must  provide  for  an  administrative 
framework  that  will  not  only  enhance  the 
interplay  and  interchange  of  different  pro- 
fessional disciplines,  but  which  will  great- 
ly improve  the  individual  patient’s  care  by 
doing  so.  We  must  create  an  environment 
that  will  lead  to  interdisciplinary  work- 
ing relationships — for  the  health  care 
which  these  patients  will  need  must  be 
rendered  by  many  professionals ; by  phy- 
sicians, nurses,  physical  therapists,  voca- 
tional rehabilitation  counsellors,  public- 
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health  nurses,  social  workers,  and  others. 

Of  the  approximately  250  patients  at 
the  South  Carolina  Sanatorium,  some  40 
have  chronic  respiratory  diseases  other 
than  tuberculosis  and  approximately  one- 
third  of  the  patients  hospitalized  there 
with  tuberculosis  have  other  complicating 
chronic  diseases.  It  has  been  estimated 
that  some  10,000  persons  in  our  state  are 
now  suffering  from  emphysema  or  chron- 
ic pulmonary  diseases.  In  addition  to 
those  persons  now  suffering  from  chronic 
respiratory  diseases,  the  number  of  per- 
sons who  are  functionally  incapacitated 
physically  or  environmentally  for  extend- 
ed periods  of  time  is  increasing  and  rep- 
resents a health  problem  of  the  first  mag- 
nitude. It  has  been  our  conviction  that 
those  persons  who  have  chronic  respira- 
tory diseases  requiring  long-term  health 
care  and  who  are  amenable  to  medical, 
social  and  rehabilitative  treatment  should 
be  given  prime  consideration  and  that  ef- 
forts should  be  made  to  make  these  serv- 
ices available  to  them  now.  In  providing 
services  we  must  be  aware  that  just  as 
preventive  and  health  maintenance  serv- 
ices constitute  one  end  of  the  spectrum  of 
comprehensive  personal  health  care,  re- 
habilitation— the  establishment  of  social 
functioning  in  daily  life — represents  the 
other. 

We  must  improve  both  continuity  of 
care  and  quality  of  care.  In  our  patient- 
centered  tuberculosis  and  chronic  respira- 
tory disease  program,  in  which  the  State 
Sanatorium  will  play  such  a vital  role,  we 
must  look  for  the  high  quality  of  medical 
care  that  might  be  provided  if  we  could 
make  available  to  our  patients  all  existing 
knowledge,  skills,  and  optimal  resources 
available  for  our  use.  We,  the  State  Board 
of  Health,  hope  and  expect  to  be  greatly 
aided  in  this  by  local  physicians  and  by 
our  state  Medical  College. 

We  see  this  State  Tuberculosis  Sana- 
torium as  presenting  a challenge  for  a 
model  of  comprehensive  health  planning 


in  action.  Let  us  not  forget  that  in  provid- 
ing for  the  total  well-being  of  our  pa- 
tient, we  must  look  outside  the  walls  of 
the  facility  to  see  how  we  can  further 
improve  his  health.  This  is  especially  true 
as  we  consider  tuberculosis  and  chronic 
respiratory  diseases.  Most  health  profes- 
sionals focus  their  immediate  responsi- 
bilities on  disease,  but  the  fate  of  the 
population’s  health  is  closely  intertwined 
with  issues  that  have  not  been  identified 
primarily  as  health  issues.  Health  cannot 
be  considered  apart  from  environmental, 
social,  and  economic  inflluences,  all  of 
which  have  such  a vital  interplay  as  re- 
gards the  total  health  services  needed  in 
the  control  and  treatment  of  tuberculosis 
and  other  chronic  respiratory  diseases. 

Through  the  proper  use  of  the  health 
facilities  at  the  State  Sanatorium  and  in 
the  development  of  a patient-centered 
health  care  program  for  those  persons 
suffering  from  chronic  respiratory  dis- 
ease, by  the  establishment  of  meaningful 
levels  of  patient  care  in  the  hospital  fa- 
cility for  acute  disease,  the  extended  care 
facility,  the  nursing  care  facility,  the  out- 
patient community  clinic,  and  by  success- 
fully integrating  and  coordinating  the 
services  of  medical  and  paramedical  per- 
sonnel, we  sincerely  and  earnestly  hop' 
that  the  care  rendered  at  this  institution 
will  be  a beacon  for  defining  comprehen- 
sive health  services  to  at  least  one  segment 
of  the  population,  i.e.,  those  persons  suf- 
fering from  chronic  respiratory  diseases. 

Just  as  we  cannot  be  satisfied  with  the 
old  care  rendered  these  patients,  so  we 
must  diligently  work  to  find  better  ways 
of  providing  new  and  improved  care. 
Thereby  we  wil  show  that  the  function  of 
comprehensive  health  planning  is  not  only 
to  improve  the  health  services  available, 
but  to  continually  strive  to  meet  the  total 
health  needs  of  those  persons  suffering 
from  chronic  respiratory  diseases. 

Some  of  the  specific  plans  which  are 
now  in  the  making  include  upgrading  and 
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broadening  the  range  of  medical  and  an- 
cillary services  for  the  patients.  Some  of 
the  details  for  effecting  this  are  to  employ 
a medical  director  well  trained  in  respira- 
tory diseases  and  with  leadership  quali- 
ties to  head  up  the  medical  staff  for  the 
patients’  medical  care,  and  a hospital  busi- 
ness manager  to  be  responsible  for  the 
physical  facilities  and  fiscal  matters  in- 
stead of  the  former  more  comprehensive 
position  of  superintendent. 

Securing  consultative  services  in  all 
specialty  fields  from  physicians  in  the 
Columbia  area  is  to  be  explored.  All  con- 
sultative and  other  services  of  the  Medi- 
cal College  will  be  utilized  to  the  fullest 
extent. 

To  have  the  kind  of  hospital  service 
that  will  attract  young  physicians  desirous 
of  furthering  their  experience  and  knowl- 
edge of  respiratory  diseases  will  be  an 
objective. 

This  leads  to  the  facet  of  the  plan  to 
broaden  the  hospital  services  beyond  the 
treatment  and  isolation  of  tuberculosis. 
Since  tuberculosis  is  becoming  more  and 
more  a disease  of  the  aged,  we  are  dealing 
with  patients  who  are  reaching  the  time 
of  life  when  many  ills  occur,  and  the  fact 
that  tuberculosis  is  present  does  not  ex- 
clude these  other  ills.  Chronic  bronchitis 
and  emphysema  are  high  on  the  list  of 
these  ailments,  and  prospects  are  for  in- 
creasing numbers.  Facilities  and  personnel 
for  diagnosis,  evaluation  of  disability, 
therapy  and  rehabilitation  services  for 
chronic  obstructive  pulmonary  diseases 
should  be  available.  Although  diagnostic 
and  treatment  facilities  should  be  avail- 
able for  all  diseases,  tuberculosis  should 
receive  first  priority  with  our  present 
problem,  and  other  chronic  pulmonary 
diseases  should  likely  fill  in  the  balance 
for  the  present  with  expansion  in  this  area 
as  the  tuberculosis  incidence  declines. 

Plans  are  to  have  the  hospital  certified 
for  participation  in  all  federally  funded 
medical  programs  as  a source  of  increased 
financial  support  for  the  expanded  serv- 


ices. Reorganization  of  the  physical  facili- 
ties to  provide  three  levels  of  care  is  an- 
ticipated. Eventually,  general-hospital- 
type  services  will  be  provided  in  one 
building  in  which  a relatively  short  stay 
would  be  expected,  extended  nursing  care 
in  another  from  which  most  will  be  dis- 
charged, and,  for  certain  types  of  patients 
who  cannot  be  readily  restored  to  normal 
activity,  domiciliary  care  in  a third  area. 
This  would  be  ideal  not  only  from  a pa- 
tient-care standpoint,  but  would  enable 
the  greatest  economy  of  patient  care  and 
financial  help  to  be  obtained  from  federal 
medical  welfare  programs.  It  has  been 
calculated  that  under  such  a system  nearly 
half  a million  dollars  could  be  accrued  to 
the  hospital  operation  from  the  around  125 
patients  now  in  the  hospital  over  65  years 
of  age. 

Plans  are  to  coordinate  the  hospital 
services  with  the  chest  clinics  in  the  health 
departments  now  caring  for  the  tubercu- 
losis patients  after  leaving  the  hospital. 
It  is  a fair  guess  to  say  that  three-fourths 
of  the  drug  treatment  of  tuberculosis  pa- 
tients is  now  being  given  after  hospital 
discharge,  if  indeed  they  were  hospitalized 
at  all.  It  is  hoped  that  some  of  the  same 
professional  staff  can  supervise  the  pa- 
tient in  the  hospital  and  in  the  county 
chest  clinic  after  discharge  in  many  areas. 
There  would  be  coordination  of  the  hos- 
pital, public  health  and  tuberculosis  proj- 
ect nurses  to  improve  nursing  service. 

Combining  the  laboratory  services  of 
the  Sanatorium  with  the  Division  of  La- 
boratories of  the  State  Board  of  Health 
should  bring  about  improvement  and 
economy  in  this  area.  This  would  provide 
qualified  medical  supervision  specifically 
for  the  laboratory — which  has  never  ex- 
isted before. 

Increasing  the  role  of  the  Vocational 
Rehabilitation  Department  and  allied  so- 
cial services  in  the  hospital  is  a long-felt 
need.  Without  the  valuable  aid  of  these 
related  health  services,  the  goal  of  estab- 
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lishing  complete  social  functioning  again 
on  the  part  of  the  disabled  person  would 
be  impossible. 

We  are  confident  at  the  State  Board  of 
Health  that  with  the  full  cooperation  of 
the  Advisory  Committee  for  Tuberculosis 
Control  and  the  Advisory  Council  for 


The  first  U.  S.  licensed  and  produced 
antivenin  to  combat  the  potent  poison 
from  the  North  American  eastern  coral 
snake  has  been  developed  and  is  now 
available  in  the  nine  states  where  coral 
snakes  are  found.  Wyeth  Laboratories, 
Philadelphia  pharmaceutical  manufac- 
turer, has  donated  as  a public  service 
enough  Antivenin  (Micrurus  fulvius)  to 
treat  patients  bitten  by  the  eastern  coral 
snake. 


The  polyvalent  preparation  now  in  use 
does  not  contain  the  antivenin  for  the 
coral  snake.  The  availability  of  the  new 
preparation  now  makes  identification  of 
the  snake  especially  important. 

Supplies  of  the  antivenin  are  maintained 
at  the  Poison  Control  Centers  in  Charles- 
ton and  Columbia  and  the  State  Board  of 
Health  Office  in  Columbia. 


"You’re  a legend  in  your  own  time,  Doctor — still 
making  house  calls.” 


Comprehensive  Health  Planning  in  South 
Carolina  we  will  find  ways  to  “move  the 
mountains”  in  meeting  the  challenge  of 
the  tuberculosis  hospital  if  the  numerous 
agencies  involved,  the  physicians,  and  all 
the  interested  citizens  help  to  level  some 
of  the  hills. 


Drivers  Licenses 

A new  attack  has  been  launched  on  the  problem 
of  providing  a more  adequate  method  of  deter- 
mining the  fitness  of  applicants  for  driver’s  licenses. 
The  spearhead  of  the  attack  is  a new  guide,  “Deter- 
mination of  Need  for  Medical  Evaluation  in  Driver 
Licensing,”  just  developed  by  the  AMA  Committee 
on  Medical  Aspects  of  Automotive  Safety. 

This  guide,  aimed  at  non-medical  licensing  author- 
ities, suggests  a screening  procedure  to  be  used 
on  all  license  applicants,  with  only  those  seeming 
to  present  an  unwarranted  risk  as  drivers  being  re- 
quired to  have  an  examination  by  a physician.  To 
do  such  screening  effectively,  lay  licensing  authori- 
ties will  have  to  have  medical  advice  and  guidance. 
The  Committee  on  Medical  Aspects  of  Automotive 
Safety  suggests  that  state  medical  association  com- 
mittees on  automotive  safety  work  very  closely 
with  state  licensing  authorities  and  also  with  county 
medical  societies. 

In  addition  to  improving  licensing  procedures,  the 
AMA  Committee  feels  that  this  new  guide  will  go 
a long  way  toward  eliminating  agitation  for  legis- 
lation which  would  require  medical  examinations 
for  all  drivers,  as  well  as  that  which  proposes 
compulsory  reporting  by  physicians  of  conditions 
in  their  patients  which  might  make  driving  unsafe. 
Both  of  these  principles  have  been  opposed  by  the 
medical  profession  for  many  reasons,  principally 
that  they  are  unworkable.  In  addition,  the  compul- 
sory reporting  proposal  is  felt  to  interfere  with  the 
confidentiality  of  medical  records  as  well  as  with 
the  traditional  physician-patient  relationship. 

“Determination  of  Need  for  Medical  Evaluation 
in  Driver  Licensing”  was  published  originally  in 
the  March  4th  issue  of  The  Journal  of  the  American 
Medical  Association,  and  reprints  were  distributed 
April  5 to  state  medical  associations.  Individual 
copies  may  be  obtained  from  the  Committee  on 
Medical  Aspects  of  Automotive  Safety,  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 


The  Pee  Dee  area  of  South  Carolina,  together 
with  parts  of  North  Carolina  and  Georgia,  has 
more  deaths  from  stroke  than  any  area  in  the 
world,  according  to  a report  made  to  the  American 
Heart  Association  in  San  Francisco  in  October,  1967. 
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DEATH 

Dr.  Joseph  M.  Brice 


Dr.  Joseph  M.  Brice,  65,  Kingstree  phy- 
sician, died  May  9 at  the  Williamsburg 
County  Hospital. 

Dr.  Brice  was  born  Feb.  4,  1903,  in 
Orangeburg  County.  He  attended  Erskine 
College  and  the  University  of  South  Caro- 
lina and  was  graduated  from  the  Medical 
College  of  South  Carolina  in  the  Class  of 
1926. Dr.  Brice  did  postgraduate  work  at 
Baltimore  City  Hospital  and  the  Univer- 
sity of  Maryland.  He  served  as  resident 


surgeon  at  James  Walker  Memorial  Hos- 
pital in  Wilmington,  N.  C. 

Dr.  Brice  had  practiced  medicine  in 
Kingstree  since  1930.  At  the  time  of  his 
death,  he  was  chief  of  staff  at  Williams- 
burg Memorial  Hospital.  He  was  a mem- 
ber of  the  American  Medical  Association 
and  the  S.  C.  Medical  Association.  He  was 
a member  of  Williamsburg  Presbyterian 
Church  and  was  on  the  board  of  directors 
of  Williamsburg  First  National  bank. 


NEWS 

The  Greenville  County  Legislative  Dele- 
gation recently  gave  its  approval  to  a bill 
which  will  set  up  a three-member  County 
Medical  Commission  and  grant  this  body 
authority  to  hire  a county  medical  ex- 
aminer. 


To  fight  TB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25’s. 


Heart  Association  Grants 

Under  the  chairmanship  of  Dr.  Charles 
Summerall  of  the  Medical  College  of  South 
Carolina,  the  South  Carolina  Heart  Asso- 
ciation’s Research  Committee  has  de- 
veloped new  policies  and  procedures  gov- 
erning grants  to  medical  scientists  in  this 
state.  Information  on  the  grants  and  ap- 
plication forms  may  be  obtained  from  the 
Heart  Association,  P.  O.  Box  5937,  Colum- 
bia, S.  C.  29205.  Deadline  for  submitting 
applications  to  the  Committee  is  Septem- 
ber 1.  Approved  grants  will  be  activated 
January  1,  1969. 

General  requirements  are  that  appli- 
cants must  have  post-doctoral  degrees  and 
contemplate  significant  basic  or  cardio- 
vascular research  in  a non-profit  institu- 
tion with  adequate  facilities  for  their 
work.  Although  the  Heart  Association’s 
policies  cover  both  fellowships  and  grants- 
in-aid,  funds  are  adequate  to  support  only 
a limited  number  of  grants-in-aid  at 
present. 

This  research  program  is  separate  from 
that  of  the  Amedican  Heart  Association, 
which  also  makes  research  awards  to 
scientists  in  South  Carolina.  Those  inter- 
ested in  the  national  program  may  write 
to  the  Director  of  Research,  American 
Heart  Association,  44  East  23rd  Street, 
New  York,  N.  Y.  10010. 

Both  the  American  and  South  Carolina 
Heart  Association’s  research  programs 
are  financed  by  public  contributions  to  the 
annual  Heart  Fund  campaign. 
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New  Pharmaceutical  Specialties 

by  Paul  De  Haen 


For  detailed  information  regarding  indications, 
dosage,  contraindications  and  adverse  reactions, 
refer  to  the  manufacturer’s  package  insert  or  bro- 
chure. 

Single  Chemicals — Drugs  not  previously  known, 
including  new  salts. 

Duplicate  Single  Products — Drugs  marketed  by 
more  than  one  manufacturer. 

Combination  Products — Drugs  consisting  of  two 
or  more  active  ingredients. 

New  Dosage  Forms — Of  a previously  introduced 
product. 

NEW  SINGLE  CHEMICALS 

LORIDINE 

Antibiotic — B & M Spectrum  Rx 
Manufacturer:  Eli  Lilly  & Co. 

Nonproprietary  Name:  Cephaloridine 
Indications:  Serious  infections  of  the  respiratory 
and  genito-urinary  tract  (including  gonorrheal  ure- 
thritis in  the  male),  infections  of  bones  and  joints, 
bloodstream,  soft  tissue,  and  skin. 

Contraindications:  Hypersensitivity  to  it  or  to 
cephalothin,  azotemia.  Should  not  be  used  to  ini- 
tiate therapy  unless  culture  and  sesitivity  tests  show 
susceptibility  to  it. 

Dosage:  Adults — 250  mg  to  1 Gm,  two  to  four 
times  daily,  im  or  iv.  Children— 30  to  100  mg/kg 
body  weight,  in  divided  doses,  im  or  iv,  not  to  ex- 
ceed recommended  adult  doses.  Not  for  infants  un- 
der one  month  of  age. 

Supplied:  Vials — 500  mg  powder  in  5 ml  vial.  1 
Gm  powder  in  10  ml  vial. 

MAGAN  (Old  cpd.,  first  nat,  mktg.) 

Analgesic— Non-narcotic  O-t-c 
Manufacturer:  Warren-Teed  Pharmaceuticals 
Nonproprietary  Name:  Magnesium  salicylate 
Indications:  Rheumatoid  arthritis,  osteoarthritis, 
nonarticular  rheumatism;  pains,  aches,  and  dis- 
comfort of  headache,  neuralgia,  minor  injuries, 
dysmenorrhea,  common  cold  and  other  minor  in- 
fections of  the  respiratory  tract. 

Contraindications:  Advanced  chronic  renal  in- 
sufficiency, concomitantly  with  uricosuric  agents. 

Dosage:  Adults:  one  or  two  tablets  q4h.  with  a full 
glass  of  water.  Not  for  children  under  12  years. 
Supplied  Tablets— 325  mg:  bottles  of  250  and  1000. 

SUBLIMAZE 

Analgesic — Narcotic  Rx 
Manufacturer:  McNeil  Laboratories 
Nonproprietary  Name:  Fentanyl  citrate 
Indications:  Preoperatively,  during,  and  in  the 
immediate  postoperative  period;  prevention  or  re- 
lief of  tachypnea  and  postoperative  emergence  de- 
lirium. 

Contraindications:  Bronchial  asthma,  in  children 


under  two  years,  comatose  patients  with  head  in- 
jury or  brain  tumor,  concomitantly  with  MAO  in- 
hibitors, history  of  myasthenia  gravis. 

Dosage:  1 to  2 ml,  im  or  iv 

Supplied:  Ampuls — 0.1  mg/2ml;  boxes  of  12  and 
144. 

DUPLICATE  SINGLE  PRODUCTS 
ALBUSPAN 
Hospital  Solution  Rx 
Manufacturer:  Parke,  Davis  & Co. 

Nonproprietary  Name:  Albumin,  Normal  human 
serum 

Indications:  Shock  due  to  burns,  trauma  or 

crushing  injuries  in  which  loss  of  red  corpuscles  is 
not  severe,  treatment  of  excessive  levels  of  bilirubin 
in  the  blood. 

Contraindications:  None  mentioned. 

Dosage:  As  indicated  by  physician. 

Supplied:  Solution— 5%;  bottles  of  250  and  500  ml. 
25%;  bottles  of  20  and  50  ml 

DIAL-A-GESIC  Syrup 
Analgesic — Non-narcotic  o-t-c 
Manufacturer:  Borden’s  Pharmaceutical  Div. 
Nonproprietary  Name:  Acetaminophen 
Indications:  Simple  pain  and  discomfort  caused  by 
teething,  headache,  tonsillectomy,  immunizations, 
other  minor  aches  and  pains,  and  to  reduce  fever 
of  colds  and  flu. 

Contraindications:  Hypersensitivity  to  the  drug. 
Dosage:  Under  1 year— ¥2  tsp. 

1-3  years— ¥2  to  1 tsp. 

3-6  years— 1 tsp. 

Over  6 years— 2 tsp. 

Supplied:  Syrup— 120  mg/5  ml;  bottles  of  3 fl.  oz. 
IMMU-Tetanus 
Biological  Rx 

Manufacturer:  Parke,  Davis  & Co. 

Nonproprietary  Name:  Tetanus  antitoxin,  human 
Indications:  Immunization  against  tetanus 
Contraindications:  None  mentioned 
Dosage:  As  indicated 
Supplied:  Steri-Vials — 250  units 
SECO-8 

Sedative  & Hypnotic — Barbiturate  Rx 
Manufacturer:  Fleming  & Co. 

Nonproprietary  Name:  Secobarbital  Sodium 
Indications:  Insomnia,  anxiety  states,  essential 
hypertension,  nausea  and  vomiting  of  functional 
origin,  congestive  heart  failure,  pre-anesthesia  hyp- 
notic. 

Contraindications:  Tendency  to  addiction  to  bar- 
biturates, history  of  porphyria,  uncontrolled  pain. 
Dosage:  One  capsule  at  bedtime. 

Supplied:  Capsules,  sustained  release— 100  mg. 
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COMBINATION  PRODUCTS 
INNOVAR 

Analgesic — Narcotic  Rx 

Manufacturer:  McNeil  Laboratories 

Composition:  Each  ml  contains:  Fentanyl  citrate 
0.05  mg.  Droperidol  2.5  mg. 

Indications:  As  premedication  for  anesthesia,  and 
as  adjunct  to  the  induction  and  maintenance  of 
anesthesia. 

Contraindications:  Bronchial  asthma,  in  children 
under  two  years,  myasthenia  gravis,  concomitantly 
with  MAO  inhibitors. 

Dosage:  Premedication— 0.5  to  2 ml,  im.  Induc- 
tion—1 ml/20-25  lbs.,  iv.  Maintenance— 0.5  to  1 ml, 
iv 

Supplied:  Ampuls— 2 and  5 cc.;  boxes  of  12  and 
144. 

LUFYLLIN-GG  Tablets 

Bronchial  dilator  Rx 

Manufacturer:  Mallinekrodt  Pharmaceuticals 

Composition:  Dyphylline  200  mg.  Glyceryl  guaia- 
colate  200  mg. 

Indications:  Acute  and  chronic  bronchitis,  asth- 
matic bronchitis,  emphysema  or  other  conditions  in 
which  reversible  bronchospasm  exists. 

Contraindications:  None  mentioned. 

Dosage:  Adults— one  tablet  3 or  4 times  daily. 
Children  over  6 years — not  to  exceed  10  mg/kg/day 
in  divided  doses.  Not  for  children  under  6 years. 

Supplied:  Tablets — bottles  of  100  and  1000. 

X-NOG 

Diagnostic— Other  o-t-c 

Manufacturer:  Borden's  Pharmaceutical  Div. 

Composition:  Protein  3.3% 

Fat  8.6% 

Carbohydrate  13.7% 

Minerals  0.7% 

Moisture  73.7% 

Indications:  As  gallbladder  stimulant  replacing 
fatty  foods  in  routine  cholecystography. 

Contraindications:  None  mentioned. 

Dosage:  4 fl.  oz. 

Supplied:  Cans — 8 fl.  oz. 

NEW  DOSAGE  FORMS 

LUFYLLIN-GG  Elixir 

Bronchial  Dilator  Rx 

Manufacturer:  Mallinekrodt  Pharmaceuticals 

Composition:  Each  15  ml  contains:  Dyphylline 
100  mg.  Glyceryl  guaiacolate  100  mg. 

Indications:  Acute  and  chronic  bronchitis  asth- 
matic bronchitis,  emphysema  or  other  conditions 
in  which  reversible  bronchospasm  exists. 

Contraindications:  None  mentioned. 

Dosage:  Adults — two  tbsp.  3 or  4 times  daily. 
Children  over  6 years— not  to  exceed  10  mg/kg/day 
in  divided  doses.  Not  for  children  under  6 years. 

Supplied:  Elixir— bottles  of  1 pint  and  1 gallon. 
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PERITINICT 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarale)  . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  B« 7.5  mg 

Vitamin  B12 50  megm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

• Bottles  of  60 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


488-7—6062 
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'let’s  be  specific  about  Campbell's  Soups... 

and  /teditc/m/  (/Mj 

There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 
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etronidazole 
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ciinical  cures 
microscopic  cures 
culture  cures 


ror  the  most  widespread  form  of  vagi- 
litis  the  most  widely  successful  thera- 
>eutic  agent,  Flagyl,  is  clearly  indi- 
cted. 

In  trichomonal  vaginitis,  most  physi- 
cians have  reported  a cure-rate  of  95 
)er  cent  or  more  with  Flagyl  when  in- 
fected male  partners  are  treated  con- 
currently and  when  treatment  is 
epeated  for  occasional  refractory  in- 
fections in  women. 

Among  the  few  patients  who  do  not 
Respond  to  Flagyl  are  those  who  may 
lot  have  taken  the  prescribed  dosage 

t.nd  those  who  may  have  been  rein- 
ected. 

This  high  rate  of  cure  obtained  with 
dagyl  is  unparalleled.  Only  systemi- 
cally  active  Flagyl  reaches  the  hidden 
'eservoirs  of  reinfection  in  male  and 
female  genitourinary  tracts. 

'ndications:  Flagyl  is  indicated  only  in  the 
reatment  of  trichomoniasis  in  both  the  male 
ind  female. 

Contraindications:  Pregnancy;  disease  of  the 
-entral  nervous  system;  evidence  or  history  of 
3lood  dyscrasia. 

Precaution:  Complete  blood  cell  counts  should 
3e  made  before,  during  and  after  therapy,  es- 
pecially if  a second  course  is  necessary. 


Side  effects:  Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste  and  furry  tongue. 
Gastrointestinal  disturbances,  flushing  and 
headache  sometimes  occur,  especially  with  con- 
comitant ingestion  of  alcohol.  The  taste  of  al- 
coholic beverages  may  be  altered.  Other  effects, 
all  reported  in  an  incidence  of  less  than  1 per 
cent,  are  diarrhea,  dizziness,  vaginal  dryness 
and  burning,  dry  mouth,  rash,  urticaria,  gas- 
tritis, drowsiness,  insomnia,  pruritus,  sore 
tongue,  darkened  urine,  anorexia,  vomiting, 
epigastric  distress,  dysuria,  depression,  vertigo, 
incoordination,  ataxia,  abdominal  cramping, 
constipation,  stomatitis,  numbness  or  pares- 
thesia of  an  extremity,  joint  pains,  confusion, 
irritability,  weakness,  cystitis,  pelvic  pressure, 
dyspareunia,  fever,  polyuria,  incontinence,  de- 
creased libido,  nasal  congestion,  proctitis  and 
pyuria.  Elimination  of  trichomonads  may  ag- 
gravate candidiasis. 

Dosage  and  Administration:  In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten 
days.  A vaginal  insert  of  500  mg.  is  available 
for  local  therapy  when  desired.  When  used,  one 
vaginal  insert  should  be  placed  high  in  the  vagi- 
nal vault  each  day  for  ten  days;  concurrently 
two  oral  tablets  should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days 
in  conjunction  with  treatment  of  his  female 
partner. 

Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 


SEARLE 


Research  in  the  Service  of  Medicine 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

(The  total  vitamin  Bti  activity  In  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 
Precautions:  Anemia  is  a manifestation  that  requires  approp 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adeq 
vitamin  Bi2  therapy  may  result  in  hematologic  remission  but  il 
rological  progression.  Adequate  doses  of  vitamin  Bu  (parent  i 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hemai 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  hal 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resist 
may  develop  in  some  cases  of  pernicious  anemia  to  the  pote  I 
tion  of  absorption  of  physiological  doses  of  vitamin  Bn.  If  re 
ance  occurs,  parenteral  therapy,  or  oral  therapy  with  so-c 
massive  doses  of  vitamin  B n,  may  be  necessary.  No  single 
men  fits  all  cases,  and  the  status  of  the  patient  observe 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Perl 


t'ical  and  laboratory  studies  are  considered  essential  and  are 
reammended. 

Tj 

A erse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
piduces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
Pion.  Reducing  the  dose  and  administering  it  with  meals  will 
m imize  these  effects. 

pst' 1 extremely  rare  instances,  skin  rash  suggesting  allergy  has 
jfowed  oral  administration  of  liver-stomach  material.  Instances 
ofipparent  allergic  sensitization  have  also  been  reported  after 
oi  administration  of  folic  acid. 

O' age:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
st  dard  response  in  the  average  uncomplicated  case  of  perni- 
ci  s anemia.) 

Hijr  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
,nj nsic  factor,  Lilly),  in  bottles  of  60  and  500. 


You  can  treat  combined 
deficiencies  with 

Trinsicon 

— the  multifactor  hematinic 


Vitamin  B12  plus  intrinsic  factor  (15  meg 
B12  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


Folic  acid  (1  mg.)— treats  nutritions 
macrocytic  anemias  and/or  malabsorp 
tion  syndromes. 


* 

* 


Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  forn 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromi* 
anemia. 


Additional  information 
available  to  physicians 
upon  request. 

Eli  Lilly  and  Company, 

Indianapolis,  Indiana  46206. 

801668 
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Tower 
of  Babble 


Are  your  patients  confused  by  ad  claims? 

by  shapes  and  sizes?  by  strange- 
sounding  ingredients? 
When  they  need  fast 
relief  from  pain,  you" 
can  reassure  them  the 
aspirin  is  still  the 
strongest  analgesic  the; 
can  buy  without  your 
prescription.  And 
Bayer  is  100%  aspirin. 

No  wonder  Bayer  works  wonders. 


solved  by 


aluminum  and  J magnesium  hydroxides  plus  simethicone 

'will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

'will  this  one  taste  O.  K.?" 

The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy.*  *Danhof,  i.  e Report  on  file 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


when  cough 
is  not 

the  only  sound 
you  hear . ♦ * 


OMNI-TUSS*  b.i.d 


♦ 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome— coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus— which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-12 years):  Vi  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strasenburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester,  N.Y. 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 


Each  Novahistine  LP  tablet  contains  phenylephrine 
hydrochloride,  25  mg.;  and  chlorpheniramine  maleate, 
4 mg.  Each  Novahistine  Singlet  tablet  contains  phenyl- 
ephrine hydrochloride,  40  mg.;  chlorpheniramine 
maleate,  8 mg.;  and  acetaminophen,  500  mg. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet™ 
tablets,  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the  individual 
patient.  Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic-anti- 
pyretic effect,  as  well  as  decongestant  action,  are  indicated 
for  upper  respiratory  infections  accompanied  by  pain,  aches 
and  fever. 


Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension,  diabetes 
mellitus,  hyperthyroidism  or  urinary  retention. 

Caution  ambulatory  patients  that  drowsiness  may  result. 

PITMAN  MOORE  Division  of  The  Dow  Chemical  Company. 
Indianapolis 


“Nothing  else  I’ve  tried  seems  to  work , so  I decided  to  give  you  a crack  at  it.” 


4'2-A 
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“Everything  looks  fine, 

but  we  should  do  something  about  that  extra  weight  you're  putting  on." 


1968 


Get  them  while 
they’re  easily  reversible 
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Obesity  doesn  t happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEG  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels 

Dextro-Amphetamine  Sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York 
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When  asthmatic 

bronchitis 

is  complicated 

an  ^epicurean  taste” 

Prescribe  ELIXOPHYLLIN®-KI.  Its 
pleasant  fruit-flavored  vehicle  disguises  I 
the  hitter  taste  of  potassium  iodide.  More- 
over, ELIXOPHYLLIN-KI  won’t  make 
young  patients  jittery  or  keep  them  awake 
at  night.  Unlike  most  bronchodilators, 
ELIXOPHYLLIN-KI  does  not  contain 
ephedrine-like  drugs.  Other  advantages: 
rapid  and  sustained  bronchodilation; 
convenient,  adjustable  dosage;  less  risk 
of  gastric  upset.  ELIXOPHYLLIN-KI 
contains  free  and  soluble  theophylline, 
which  is  so  quickly  absorbed  that  gastric 
irritation  is  rarely  a problem. 

Pediatric  dosage:  0.2  ml.  per  pound  of 
body  weight  on  arising;  at  3 P.M.;  and  on 
retiring.  Adjust  dosage  to  patient  response. 

CAUTION:  Do  not  use  other  xanthine 
preparations  concurrently.  In  some 
patients  prolonged  use  of  iodides  can  leac 
to  hypothyroidism. 

Contraindicated  in  patients  with  hyper 
thyroidism  or  known  sensitivity  to  iodides 
May  be  contraindicated  in  peptic  ulcer 

Side  effects  include  possible  erythema 
slight  rhinitis,  mild  sore  throat.  If  thes- 
symptoms  develop,  discontinue  use. 

® 

ELIXOPHYLLIN-KI 

Each  15  ml.  contains:  theophylline  (anhydrous 
80  mg.,  potassium  iodide  130  mg.,  alcohol  10°/' 


SHERMAN 

LABORATORIES,  INC. 

Detroit.  Michigan  •4B211 
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He  is  elderly, 
he  is  on  corticosteroids, 
when  he  needs  an  antibiotic 
he  may  be  a candidate  for 


DECLOSTATIN  300 


Drmrlhylrhlorlelrarycline  HCI  300  mg 
and  Nystatin  300,000  units 
CAPSULE-SHAPED  TABLETS  Lederle 

to  uard  susceptible  patients  against  intestinal  mondial  over- 
;rtvth  during  broad-spectrum  therapy  — the  protection  of 
ly1  atin  is  combined  with  demethylchlortetracycline  in 

atLOSTATIN. 


b.i.d. 


j;)r  your  susceptible  candidates,  prescribe  DECLOSTATIN 
-t-e  broad-spectrum  therapy  that  prevents  monilial 
'^growth. 

jMraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
lit  or  nystatin. 

Idling:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accumu- 
and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 


iti 


re  idicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
ial  >e  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
K'  has  been  observed.  Small  amounts  of  drug  anil  short  exposure  may 
ro  ce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
lei  i to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
'le  ic  reactions  have  been  reported.  Patients  should  avoid  direct 
XP  ure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
istlnfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
,r'  should  he  carefully  observed. 

jjg.utions : Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 


stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken. 

In  infants,  increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared  rapidly  upon 
cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  thej 
nails  (rare).  Kidney— rise  in  HUN,  apparently  dose  related.  Transientf 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  ( rarel A 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis#  ! 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  tltt* 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  druji 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypov 
plasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosynt 
crasy  occurs,  discontinue  medication  and  institute  appropriate  therapy. f 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  he! 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired) 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foodij 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should 
continue  for  10  days,  even  though  symptoms  have  subsided. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Companl 
Pearl  Riverp New  York 
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bronchodilation  in  asthma. ..without  ""jitters” 


Most  anti-asthmatic  products  contain  ephedrine-like  drugs.  ELIXOPHYLLIN®  never  did.  So,  ELIXOPHYLLIX 
rs  ill  not  cause  nervousness,  palpitations,  insomnia,  or  other  undesirable  side  effects  of  ephedrine-like  products. 
Other  advantages  of  ELIXOPHYLLIN:  rapid  and  sustained  bronchodilation  • convenient,  adjustable  dosage 
• In  poallergenie  • adrenergic  abuse  eliminated. 

ELIXOPHYLLIN  is  theophylline  in  free  and  soluble  form— resulting  in  rapid  and  dependable  absorption  with 
less  risk  of  gastric  irritation. 

Adult  maintenance  dosage  in  bronchial  asthma:  one  ounce  ( 30  ml. ) t.i.d.  on  arising,  at  3 P.M.,  and  on  retiring. 
Adjust  dosage  to  patient  response.  This  average  dosage  provides  s 

continuous  bronchodilation.  Do  not  administer  other  xanthine  | I \1  1 1 'I  8 | I I IX 
preparations  concurrently.  May  be  contraindicated  in  peptic  ulcer.  Each  15  mi.  contains  theophylline  (anhydrous)  so  mg.:  alcohol  20% 
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OFFICE  SUITE  FOR  RENT  IN  COLUMBIA,  S.  C. 

Includes:  Waiting  room  for  patients  — office  space  for  secretary  and 
records  — two  privae  paneled  offices  — three  examining  rooms  — labor- 
atory space  — rest  room  facilities  — free  on-premises  parking. 

Choice  of  sharing  with  another  physician  or  renting  the  whole  suite. 

Phone  787-7939  For  information  contact 

or  787-6434  J.  Drake  Edens,  Jr. 

905  Arbutus  Dr. 
Columbia,  S.  C. 
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To  fight  TB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal  | 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
a\  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25’s. 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  190 J 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF 
DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified 

for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric 
patients,  including  individual  psychotherapy,  group  therapy,  psychodrama, 
electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social 
service  work  with  families,  family  therapy,  and  an  extensive  and  well  or- 
gainzed  activities  program,  including  occupational  therapy,  art  therapy, 
athletic  activities  and  games,  recreational  activities  and  outings.  The 
treatment  program  of  each  patient  is  carefully  supervised  in  order  that 
the  therapeutic  needs  of  each  patient  may  be  realized. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded 
grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 

Contact : Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Area  Code  704  253-2761 
Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 


The  lowest  priced 
tetracycline-nystatin  combination 

ACHROSTATIN^V  Capsules 

Tetracycline  HC1  250  mg  /Nystatin  250,000  units 


One  of  the  31  useful 
dosage  forms 
in  the  ACHRO  Family 
-the  First  Family 
of  Tetracycline 


ACHROSTATIN®  v 
*«RaCYCUNE  HCI  250  H- 
*“>  NYSTATIN  250,000  v 

LAP-1  LES 

5m; no,;  u«  s*"1**'1* 

®**t*a*3»£  * rt  Lout  prc#5 
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MORNING  STIFFNESS 


EASED 
LAST  NIGHT 


(She  took  Persistin® 
instead  of  aspirin) 


Persistin  treats  morning  stiffness  and  pain  the 
night  before. 

Persistin  is  a unique  salicylate  which  com- 
bines the  prompt  analgesic  action  of  aspirin  to 
encourage  early  sleep  with  the  proven,  persist- 
ent action  of  salicylsalicylic  acid  to  permit  un- 
interrupted sleep.  Three  Persistin  tablets  at 
bedtime  yield  therapeutic  serum  salicylate 
levels  on  arising  which  are  well  within  the 
range  of  effective  salicylate  therapy  for  the 
relief  of  pain  and  stiffness  in  arthritis. 

Thus,  therapy  with  Persistin  allows  many  ar- 
thritics  to  dress  more  quickly  and  easily,  and 
face  the  morning  optimistically. 

Persistin  is  also  valuable  for  day-long  control 
of  the  pain  and  discomfort  of  arthritis. 

DOSAGE:  To  relieve  morning  stiffness  and  pain : 
when  salicylates  have  not  been  taken  during 
the  day,  an  adult  dose  of  three  tablets  at  bed- 
time is  suggested. 

For  24-hour  control  of  pain:  Adults  up  to  160 
lbs.,  one  tablet  after  each  meal  and  one  at  bed- 
time. Adults  over  160  lbs.,  one  tablet  after  each 
meal  and  two  at  bedtime. 

PRECAUTION:  Other  salicylates  should  not  be 
taken  concurrently.  Do  DCDC I CXI  K I® 
not  exceed  recom-  I Cl\OIO  I II  N 

mended  doses.  salicylsalicy'lc  acid  m gr. 

(485  mg.)— aspirin  2 72  gr. 

(160  mg.) 
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\V henever  anxiety  induces  or  intensifies  clinical  symptoms 


Librium 


Quickly  relieves  anxiety -Helps  improve  response  in 
psychophysiologic  disorders -Seldom  impairs 
mental  acuity  or  physical  coordination,  on  proper  dosage  - 
Has  wide  margin  of  safety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows : 

Indications:  Indicated  when  anxiety,  tension 
and  apprehension  are  significant  components 
of  the  clinical  profile. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving)  .Though  physi- 
cal and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone  indi- 
viduals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing 


gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  gener- 
ally not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxi- 
ety states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 
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Roche' 


LABORATORIES 
Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  071 10 


and  debilitated.  These  are  reversible  in  mostl 
instances  by  proper  dosage  adjustment,  but  if 
also  occasionally  observed  at  the  lower  dosajl 
ranges.  In  a few  instances  syncope  has  been  | 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor  me 
strual  irregularities,  nausea  and  constipation 
extrapyramidal  symptoms,  increased  and  de|| 
creased  libido— all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  i 
EEG  patterns  (low-voltage  fast  activity)  ma 
appear  during  and  after  treatment;  blood  d' 
crasias  (including  agranulocytosis),  jaundic 
and  hepatic  dysfunction  have  been  reporter 
occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  pr 
tracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  m: 
mum  beneficial  effects.  Oral—  Adults:  Mile 
and  moderate  anxiety  and  tension,  5 or  10 
t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  H1 
Capsules,  5 mg,  10  mg  and  25  mg— bottles 
50.  LibritabsT  M-  (chlordiazepoxide)  Table 
5 mg,  10  mg  and  25  mg— bottles  of  100 A 
respect  to  clinical  activity,  capsules  and  tall 
are  indistinguishable. 


Also  available:  hihr it  aids' (chlordiazepoxide ) 5 -mg,  10-mg,  25 -mg  tall 
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DIENCEPHALIC  SYNDROME 
X-RAY  FILM  OF  THE  MONTH 
GALLBLADDER  DISEASE  IN  CHILDREN 
FALSE  ANEURYSM  AND 
ARTERIOVENOUS  FISTULA 


EXECUTIVE  SECRETARY’S  REPORT 

MINUTES  OF  ANNUAL  MEETING 
(to  be  continued) 

LABORS  BILL  HR-14816 
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bronchodilation  for  asthmatic  children.  ..without jitters 


Most  anti-asthmatic  products  contain  ephedrine-like  drugs.  ELIXOPHYLLIN 1 never  did.  So.  ELIXOPH\  LLIN 
will  not  cause  jitters,  tachycardia,  or  other  undesirable  side  effects  of  ephedrine-like  products. 

Other  advantages  of  ELIXOPHYLLIN:  rapid  and  sustained  bronchodilation  • convenient,  adjustable  dosage 
• hypoallergenic  • pleasant-tasting  liquid  • well  accepted  by  children. 

ELIXOPHYLLIN  is  theophylline  in  its  free  and  soluble  form— resulting  in  rapid  and  dependable  absorption 
with  less  risk  of  gastric  irritation. 

In  pediatric  bronchial  asthma,  the  recommended  maintenance  dosage  is  0.2  ml.  per  pound  of  body  weight  on 
arising,  at  3 P.M.,  and  on  retiring.  Adjust  dosage  to  patient  response.  This  average  dosage  provides  continu- 
ous bronchodilation.  Do  not  administer  other  xanthine  T^T  l'Y7’/Ar|¥l\7'T  T TIVT® 
preparations  concurrently.  May  be  contraindicated  in  ■ I ,1  Ip  I I W I ,1  .1  I ^ 

peptic  ulcer.  Each  15  ml.  contains  theophylline  (anhydrous)  80  mg.;  alcohol  20% 
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A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 


Psychotherapy,  analytic  or  directive,  individually  or  group  oriented ; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

i 'vo  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 


THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 


6 miles  south  of  Pinehurst  and  Southern  Pines. 


Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director 


Phone  Pinebluff 
Butler  1-3700 
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( SYRUP 


CHLORAL.  HYDRATE  ) 


> 


A palatable  chloral  hydrate  syrup 
containing  10  grains  in  each  teaspoonful. 
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JONES  and  VAUGHAN 
Richmond  26.  Virginia 
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Manuscripts — Manuscripts  should  be  typewritten,  double  spaced,  and  the 
original  and  a carbon  copy  submitted. 
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possibly,  because  hygienic 
measures  alone,  however 
meticulous,  may  not  prevent  s 0 
the  spread  of  pinworm 
infections 

REMINDER:  Because  pinworm  infec- 
tions spread  easily  and  quickly  in 
families,  schools,  and  institutions, 
multiple  infections  in  primary  groups 
seem  to  be  the  rule  rather  than  the 
exception.  For  successful  manage- 
ment, it  is  desirable  to  check  all  ex- 
posed members  of  the  family  or  play 
group.  The  single-dose  efficacy  of 
POVAN  makes  group  therapy  en- 
tirely practical,  convenient,  and 
economical. 

INDICATION:  Pinworm  infection. 
PRECAUTIONS:  Tablets  should  be 
swallowed  whole  to  avoid  staining 
teeth.  Pyrvinium  pamoate  will  stain 
most  materials.  Stools  may  be 
colored  red. 

ADVERSE  REACTIONS:  Nausea, 
vomiting,  cramping,  and  diarrhea 
have  been  reported. 

POVAN  is  available  in  suspension  or 
tablet  form.  The  pleasant-tasting, 
strawberry-flavored  suspension  con- 
tains the  pamoate  equivalent  of  1 0 
mg.  of  pyrvinium  base  per  cc.,  in 
2-oz.  bottles.  The  sugar-coated  tab- 
lets each  contain  the  pamoate 
equivalent  of  50  mg.  of  pyrvinium 
base,  bottles  of  25. 


..and  if  hygienic  measures 
aione  are  not  enough...? 

when  examination  reveals 
pinworm  infection,  estimated 
to  occur  in  from  Vs  to  more 
than  V2  of  all  American  children 
from  every  social  level,  an  in- 
creasing number  of  physicians 
favor  treatment  with  a single, 
economical  dose  of-  if# m* 

P@van 

(pyrvinium  pamoate) 


parke;.  oavis  a company.  Detroit.  Michigan  48232 
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Vacation  trip.... 


Motion  sickness? 


This  time  it’ll  be  different.  Emetrol  taken  before  the 
trip  begins  will  usually  prevent  nausea  and  vomiting. 
Emetrol  is  effective  and  safe... most  helpful  where  safe- 
ty is  most  important.  It  acts  locally- not  systemically. 


WILLIAM  H.  RORER,  INC.- 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


. 


From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN"  V Capsules 

Tetracycline  HC1  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


329-8/6094 


MORNING  STIFFNESS 

EASED 
LAST  NIGHT 


(She  took  Persistin® 
instead  of  aspirin) 


Persistin  treats  morning  stiffness  and  pain  the 
night  before. 

Persistin  is  a unique  salicylate  which  com- 
bines the  prompt  analgesic  action  of  aspirin  to 
encourage  early  sleep  with  the  proven,  persist- 
ent action  of  salicy  Isa  I icy  lie  acid  to  permit  un- 
interrupted sleep.  Three  Persistin  tablets  at 
bedtime  yield  therapeutic  serum  salicylate 
levels  on  arising  which  are  well  within  the 
range  of  effective  salicylate  therapy  for  the 
relief  of  pain  and  stiffness  in  arthritis. 

Thus,  therapy  with  Persistin  allows  many  ar- 
thritics  to  dress  more  quickly  and  easily,  and 
face  the  morning  optimistically. 

Persistin  is  also  valuable  for  day-long  control 
of  the  pain  and  discomfort  of  arthritis. 

DOSAGE:  To  relieve  morning  stiffness  and  pain: 
when  salicylates  have  not  been  taken  during 
the  day,  an  adult  dose  of  three  tablets  at  bed- 
time is  suggested. 

For  24-hour  control  of  pain:  Adults  up  to  160 
, lbs.,  one  tablet  after  each  meal  and  one  at  bed- 
time. Adults  over  160  lbs.,  one  tablet  after  each 
meal  and  two  at  bedtime. 

PRECAUTION:  Other  salicylates  should  not  be 
taken  concurrently.  Do  PPDCICTfKI® 
not  exceed  recom-  iLKOIO  I I IN 

mended  doses.  salicylsalicyllc  acid  71/2  gr. 

(485  mg.)-- aspirin  2V2  gr. 

060  mg.) 

SHERMAN 

LABORATORIES,  INC. 

Detroit;,  Michigan  «aS211 
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S^FTEKD 


$*HTni£D  CMMWW 


Sugar  fre* 


6lU  SWtHINID  C4M0»l*Kp 


rf/et- rite  diet-rift 


lES^THAN  1 CALORIE  PFR  BOTTLE 


PROOF  POSITIVE 


Diet-Rite  Cola  ...  America ’ s Number  One  low-calorie  cola... 
no  sugar  at  all . . . less  than  one  calorie  per  bottle  . . . the 
one  with  the  wonderful  taste  of  cola . . . pH  approximately 
2.6  to  2. 8... same  general  range  acidity  as  other  cola 
beverages  plus  number  of  fruit  juices. 

You  will  like  Diet-Rite  Cola.  So  will  your  patients. 


Royal  Crown, Cola  Co.  column,  eeor9ia 


A simplified  approach 
to  the  practica  management 
of  hypertension 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 


Once  a day,  every  day 

ENDURON 


METHYCLOTHIAZIDE 


Enduron  provides  an  excellent  starting  therapy.  Your  patient 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  lov 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hour 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosaj 
without  skimping  your  patients  on  day-long  thiazide  effectivenes 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiu 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  me 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample 
most  cases. 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


>nce  a day,  every  day 

iNDURONYL 

ETHYCLOTHIAZIDE  5 mg.  with 
SERPIDINE  0.25  mg.  or  ( FORTE)  0.5  mg. 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


IM  (Cran'd)  No  nm 

r Oft  lit- 


P«!i|l0)r 
. I 

MfOlyCMhuotfc  S 
Ciut>ofl  »fd«firu  S* 
Uni  fwahibili  tlnptnw . 
•ittlOgt  pncripton 
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Once  a day,  every  day 

EUTRON 


mg. 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 


Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  1 12  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearl) 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  It; 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice  " 


with  MEIHYCLOTHIAZIDE  5 mg. 


See  Brief  Summary  on  final  page  of  advertisement 


ENDURON 

MEIHYCLOTHIAZIDE 


ENDURONYl! 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 
Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications— Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 

TM-TRADEMARK 


itors;  methyldopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings— Patients;  1.  No  other  drugs  (particularly  "cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions—  Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804«8R 


When  asthmatic 
bronchitis 
is  complicated 
by  an”cpicurean  taste” 

Prescribe  ELIXOPHYLLIN®-KI.  Its 
pleasant  fruit-flavored  vehicle  disguises 
the  bitter  taste  of  potassium  iodide.  More- 
over, ELIXOPHYLLIN-KI  won’t  make 
young  patients  jittery  or  keep  them  awake 
at  night.  Unlike  most  bronchodilators. 
ELIXOPHYLLIN-KI  does  not  contain 
ephedrine-like  drugs.  Other  advantages: 
rapid  and  sustained  bronchodilation. 
convenient,  adjustable  dosage;  less  rislj 
of  gastric  upset.  ELIXOPHYLLIN-K! 
contains  free  and  soluble  theophyllines 
which  is  so  quickly  absorbed  that  gastriq 
irritation  is  rarely  a problem. 

Pediatric  dosage:  0.2  ml.  per  pound  oj 
body  weight  on  arising;  at  3 P.M.;  and  or 
retiring.  Adjust  dosage  to  patient  response 

CAUTION : Do  not  use  other  xanthin 
preparations  concurrently.  In  som 
patients  prolonged  use  of  iodides  can  lea 
to  hypothyroidism. 

Contraindicated  in  patients  with  hype 
thyroidism  or  known  sensitivity  to  iodide 
May  be  contraindicated  in  peptic  ulce 


Side  effects  include  possible  erythem 
slight  rhinitis,  mild  sore  throat.  If  the: 
symptoms  develop,  discontinue  use. 

® 

ELIXOPHYLLIN-K 

Each  15  ml.  contains:  theophylline  (anhydrou 
80  mg.,  potassium  iodide  130  mg.,  alcohol  10' 


SHERMAN 

LABORATORIES,  INC. 

Detroit.  Michigan  4B211 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 

LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults,1’2,3-1 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.5, 6,7,8 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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Summation: 

In  addition  to  its  primary  indications  for  duodenal 
ind  gastric  ulcer.  Robinul  Forte  (glycopyrrolate) 
is  indicated  for  other  G-I  conditions  that  may 
benefit  from  anticholinergic  therapy.  Robinul-PH 
Forte  (glycopyrrolate  2 mg.  with  phenobarbital) 
is  indicated  when  these  situations  are  complicated 
by  mild  anxiety  and  tension. 
Contraindications:  Glaucoma,  urinary  blad- 
der neck  obstruction,  pyloric  obstruction,  stenosis 
with  significant  gastric  retention,  prostatic 
hypertrophy,  duodenal  obstruction,  cardiospasm 
(megaesophagus),  and  achalasia  of  the  esophagus, 
and  in  the  case  of  Robinul-PH  Forte,  sensitivity 
to  phenobarbital. 

Precautions:  Administer  with  caution  in  the 
presence  of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side 
effects  associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash. 

Dosage:  Should  be  adjusted  according  to  indi- 
vidual patient  response.  Average  and  maximum 
recommended  dose  is  I tablet  three  times  a day: 
in  the  a.m.,  early  p.m.,  and  at  bedtime.  See 
product  literature  for  full  prescribing  information. 
Supply:  Robinul  (glycopyrrolate  1 mg.):  Robinul 
Forte  (glycopyrrolate  2 mg.);  Robinul-PH  (glyco- 
pyrrolate I mg.)  with  phenobarbital  16.2  mg. 
(Warning:  may  be  habit  forming);  Robinul-  PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  may  be  habit  forming),  in 
Dottles  of  100  and  500  tablets.  A.  H.  Robins 
Company,  Richmond,  Va.  23220. 
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ive  Robinul  Forte  a FairTrial? 

(glycopyrrolate) 


Six  years  ago  the  A.  H.  Robins 
Company  introduced  glycopyrro- 
late, a unique  anticholinergic  agent 
described  in  the  prescribing  litera- 
ture as  more  closely  approaching  the 
ideal  compound  for  controlling 
gastric  hyperacidity  and  hyper- 
y motility  of  the  G-I  tract.  Although 
glycopyrrolate  (Robinul  Forte) 
good  acceptance  among  numerous  physicians, 
others  just  didn  t seem  to  want  to  give  it  a try, 
bly  because  the  anticholinergic  they  were  al- 
using  was  giving  acceptable  results, 
ever,  we  believe  you  11  agree  there’s  always 
for  a better  anticholinergic.  This  is  why  we’re 
|g  you  to  give  Robinul  Forte  a fair  trial.  Robinul 
exerts  a highly  specific  antisecretory  action  and 
jed  inhibitory  effect  on  intestinal  tone.  We’re  con- 
you’ll  agree  that  this  is  indeed  an  outstanding 
when  you  observe  its  outstanding  suppression  of 
symptoms.  Furthermore,  it  is  unique  in  that  it 
:es  intestinal  tone,  yet  has  little  or  no  effect  on 
alsis.  In  addition,  the  incidence  of  the  more 
rsome  peripheral  side  effects  is  low. 

>nger  does  the  physician  have  to  look  for  extreme 
louth  as  the  measure  of  his  anticholinergic’s  ef- 


fectiveness. The  only  way  we  can  demonstrate  to  you 
firsthand  the  efficacy  of  glycopyrrolate  (Robinul 
Forte)  is  for  you  to  try  it  in  your  practice.  That’s 
why  we’re  asking  you  to  give  it  a Fair  Trial.  How  can 
you  give  it  a Fair 
Trial?  You  do  it  this 
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way: 

First : When  you  see 
your  very  next  ulcer 
patient,  write  him  a 
script  as  shown . 

Next:  Wait  1 0 days 
or  until  your  patient  comes  in  for  his  next  appointment 
and  get  his  verdict  as  to  how  he  feels.  Examine  all 
the  evidence  and  make  your  evaluation  of  his  condition. 

Finally:  Render  your  ver- 
dict. If  it’s  “significant  im- 
provement and  marked  relief  of 
symptoms,”  then  we  believe 
you’ll  agree  that  Robinul  Forte 
has  proved  its  worth,  and  we 
rest  our  case.  If  not,  consider 
our  case  for  Robinul  Forte 
closed.  That’s  a Fair  Trial, 
Doctor,  and  it’s  all  we  ask. 


Robinul  Forte 

(glycopyrrolate,  2 mg.) 

The  summation  is  an  important 
part  of  every  case.  Y ou’ll  find  ours 
on  the  preceding  page.  Doctor. 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
F minded  190  4 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF 
DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified 

for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric 
patients,  including  individual  psychotherapy,  group  therapy,  psychodrama, 
electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social 
service  work  with  families,  family  therapy,  and  an  extensive  and  well  or- 
gainzed  activities  program,  including  occupational  therapy,  art  therapy, 
athletic  activities  and  games,  recreational  activities  and  outings.  The 
treatment  program  of  each  patient  is  carefully  supervised  in  order  that 
the  therapeutic  needs  of  each  patient  may  be  realized. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded 
grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 

Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Area  Code  704  253-2761 
Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 


The  lowest  priced 
tetracycline-nystatin  combination 


ACHROSTATINV  Capsules 

Tetracycline  HC1  250  mg  /Nystatin  250,000  units 


0 


achrostatin®  V 

PjACtCUME  HCi  250  ft 
**  SVSTATIN  250,000  V- 
CAPS!  LKS 
<*VTios  jwj  L. 

«*£**«;,*  without 


One  of  the  31  useful 
dosage  forms 
in  the  ACHRO  Family 
-the  First  Family 
of  Tetracycline 


i 


328-8/6094 
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Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 


How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 

Prescribing  information  — Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amino- 
phylline,  195  mg  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in 
eluding  those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 
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(colloidal  solution  of  denatured  proteolytic  enzyn 

Offers  prompt  pain  relief 

Relief  of  neuritic  pain  from  herpes  zoster 
(shingles)  is  prompt1"3— usually  after  the 
first  few  intramuscular2  injections— particu- 
larly when  therapy  is  administered  early.3  4 
The  duration  of  disability  in  many  patients 
is  often  significantly,  shortened.2  Posther- 
petic neuralgias— even  in  the  elderly— rarely 
develop.1 4 Complete  pain  relief  is  observed 
in  most  patients  within  5 days.2 

Administration  in  herpes  zoster : one  ampul 
( 1 .3  cc. ) I.M.  daily  for  2 to  5 days.  Caution: 
For  intramuscular  use  only.  Inadvertent  I.  V. 
administration  may  cause  anaphylactoid  re- 
action. Supplied:  Boxes  of  10  ampuls,  1.3 
cc.  each. 

Reference;: 

).  Combes,  F.  C.  and  Canizares,  O.:  New  York  State  J. 
Med.  52:706-708  (Mar.  15)  1952. 

2.  Xander,  G.  W.:  Western  Med.  1:14  (Sept.)  1960. 

3.  Baker,  A.  G.:  Penna.  Med.  J.  63:697-698  (May)  1960. 

4.  Lehrer,  H.  W.,  Lehrer,  H.  G.,  and  Lehrer,  D.  R.: 
Northwest  Med.  75:1249-1252  (Nov.)  1955. 
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What  can  be  done 
for  Susan  Jane 
To  stop  the  runs 
and  crampy  pain? 

Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
...consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa. 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy 
necessary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

Paregoric  (equivalent) (1.0  dram)  3.7  ml. 

Contains  opium  (%  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified) ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls 
three  times  daily. 


WILLIAM  H.  RORER,  INC. 

^ Fort  Washington,  Pa. 


fU/% 

1 1 Iv  ulcer: 

antacid 

puzzle 


solved  by 

Mylanta 

aluminum  and  magnesium  hydroxides  plus  simethicone 


"will  it  ease  the  pain?” 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach”? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?” 

The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy.*  *Danhof,  i.  e.:  Report  on  tile. 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 
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Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

(The  total  vitamin  Bu  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 

Precautions:  Anemia  is  a manifestation  that  requires  approp  £ 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  ader  If 
vitamin  B,2  therapy  may  result  in  hematologic  remission  buf,u' 
rological  progression.  Adequate  doses  of  vitamin  B l2  (pared 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hem:  * 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  ha  o' 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resis  # 
may  develop  in  some  cases  of  pernicious  anemia  to  the  pot  l8' 
tion  of  absorption  of  physiological  doses  of  vitamin  B 2.  If  L" 
ance  occurs,  parenteral  therapy,  or  oral  therapy  with  so-i(® 
massive  doses  of  vitamin  Bi2,  may  be  necessary.  No  single  91' 
men  fits  all  cases,  and  the  status  of  the  patient  observi lf 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Pe 8lC 


You  can  treat  combined 
deficiencies  with 


Trlnslcon 

— the  multifactor  hematinic 


* 

* 

* 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
B12  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 

Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


c.iical  and  laboratory  studies  are  considered  essential  and  are 
n ommended. 

A/erse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
p.duces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
F'i ion.  Reducing  the  dose  and  administering  it  with  meals  will 
nhimize  these  effects. 

n extremely  rare  instances,  skin  rash  suggesting  allergy  has 
fc;owed  oral  administration  of  liver-stomach  material.  Instances 
o apparent  allergic  sensitization  have  also  been  reported  after 
o I administration  of  folic  acid. 
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sage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
ndard  response  in  the  average  uncomplicated  case  of  perni- 
js  anemia.) 


Hv  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
it  insic  factor,  Lilly),  in  bottles  of  60  and  500.  [o32«s] 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 
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BENADRYLin’68 


choose  an  experienced  candidate-  DC  I luU  I y I 
millions  of  doses  prescribed  (diphenhydramine  hydrochloride) 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


The  White  band  on  Pink  capsule  combination  is  a 
=5  registered  trademark  of  Parke,  Davis  & Company. 

' * : , 
Supplied  in  various  dosage  forms- including.  Kapseals, 
containing  50  mg.  of  diphenhydramine  'hydrochloride. 
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when  cough 
is  not 

the  only  sound 
you  hear  ♦ ♦ ♦ 


OMNI-TUSS*  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome — coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-12 years):  V2  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strasenburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester,  N.Y. 


Part  of 
the  fine  art 
of  medicine 
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DIENCEPHALIC  SYNDROME  * 

TWO  CASE  REPORTS 


Thirty-three  case  reports  of  the  dience- 
phalic syndrome  have  been  reviewed.1"14 
In  these  reports,  the  use  of  the  brain  scan 
and  the  beneficial  results  of  treatment 
have  not  been  emphasized.  The  purpose 
of  this  paper  is  to  report  two  cases  in 
which  the  brain  scan  was  an  important 
aid  in  the  diagnosis  and  there  was  a re- 
mission of  symptoms  after  irradiation 
therapy.  The  signs  and  symptoms  of  our 
cases  are  typical  of  those  seen  with  the 
diencephalic  syndrome. 

Case  Reports 

Case  /.  R.  P.,  a Caucasian  infant,  was 
born  on  October  25,  1965.  The  pregnancy 
and  delivery  were  normal.  Birth  weight 
was  7 lbs.  3 oz.  When  the  child  was  three 
months  old,  the  mother  noted  that  he 
vomited  frequently  and  failed  to  gain 
weight.  On  March  23,  1966,  the  patient 
was  admitted  to  a local  hospital  where 
exploratory  laparotomy  revealed  the  ab- 
dominal contents  to  be  normal.  Convales- 
cence was  uneventful  except  for  his  con- 
tinued emaciation.  On  May  10,  1966,  he 
was  admitted  to  the  Medical  College  Hos- 
pital. 


From:  The  Division  of  Neurosurgery,  Medical 
College  of  South  Carolina,  Charleston,  South  Caro- 
lina, 29401 

^Presented  at  Southern  Neurosurgical  Society, 
February  16,  1968. 

**Present  Address:  Department  of  Neurosurgery, 
University  of  California  School  of  Medicine,  Davis, 
California,  95616 


OTMAR  W.  ALBRAND,  M.D. 

GLENN  W.  KINDT,  M.D.** 

JULIAN  R.  YOUMANS,  M.D.,  PH.D.** 
Charleston,  South  Carolina 

Examination.  Examination  revealed  the 
child  to  be  emaciated  and  without  sub- 
cutaneous fat.  He  was  active  and  alert. 
The  head  circumference  was  40.5  cm. 
Length  was  45  cm,  and  weight  was  10  lbs. 
6 oz.  The  anterior  fontanelle  was  flat. 
Bilateral  rotatory  nystagmus  was  pres- 
ent. The  fundi  were  normal. 

Laboratory.  The  hemoglobin  was  11.3 
grams,  RBC  4 million,  and  WBC  4,058. 
Urine  specific  gravity  was  1.014.  Spinal 
fluid  cell  count  was  0 and  protein  220  mg. 
Skull  films  were  normal.  The  electroen- 
cephalogram was  abnormal  but  without 
focal  abnormality.  The  brain  scan  had  a 
large  distinct  area  of  increased  uptake  in 
the  third  ventricle  area  (Fig.  1).  Panto- 
paque  ventriculography  revealed  a filling 
defect  in  the  third  ventricle.  Right  brach- 
ial angiograms  demonstrated  the  carotid 
siphon  to  be  stretched  and  the  anterior 
cerebral  artery  to  be  displaced  laterally. 

Operation.  On  May  23,  1966,  Biopsy 
was  done  on  a large  suprasellar  mass 
through  a right  frontal  craniotomy.  The 
pathology  report  was  astrocytoma  Grade 
II.  The  postoperative  course  was  unevent- 
ful. 

Course.  Irradiation  therapy  of  3000 
roentgens  was  given  over  a 20  day  period. 
Following  the  irradiation  therapy,  the  pa- 
tient began  taking  his  feedings  well.  On 
August  9,  1966,  he  was  hospitalized  with 
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Fig.  1 Case  1.  AP  and  lateral  Hg197  brain  scan 
demonstrating  a heavy  uptake  in  the  suprasellar 
area. 


a head  injury  sustained  in  an  automobile 
accident.  He  had  bilateral  subdural  hema- 
tomas which  were  removed  unilaterally 
on  August  19,  1966,  and  August  30,  1966. 
These  procedures  were  tolerated  well  and 
he  was  discharged  on  September  10,  1966. 
He  weighed  15l/2  lbs.  on  March  9,  1967. 
His  weight  gain  was  more  than  50  per 
cent  over  the  ten  month  period  of  follow 
up.  The  rotatory  nystagmus  and  some 
emaciation  remained.  The  child  continued 
to  do  well  at  home  until  November  1967, 
when  he  again  began  to  deteriorate.  He 
expired  January  18,  1968  from  a per- 
forated duodenal  ulcer  and  recurrence  of 
tumor. 

Case  II.  A.  S.,  a Negro  female  infant, 
was  born  on  October  19,  1964.  The  preg- 
nancy and  delivery  were  normal.  Birth 
weight  was  6 lbs.  She  sat  at  7 months, 
walked  at  11  months,  and  talked  as  early 
as  her  siblings.  Development  was  normal 
until  one  year  of  age.  At  one  year  of  age 
failure  to  thrive  was  noted  and  she  was 
admitted  to  a convalescent  home.  There 
the  child  did  not  gain  weight  and  on  May 
23,  1966,  she  was  admitted  to  the  Medical 
College  Hospital. 

Examination.  Examination  showed  the 
child  to  be  emaciated,  dehydrated,  and 


without  subcutaneous  fat  tissue.  She  was 
alert  and  active.  The  head  circumference 
was  49  cm,  height  was  80  cm,  weight  was 
16  lbs.,  and  the  blood  pressure  was  90/60 
mm  Hg.  She  identified  simple  objects  and 
behaved  appropriately.  She  had  mild 
papilledema.  The  pupils  reacted  sluggishly 
to  light.  Her  gait  was  widely  based  and 
unsteady. 

Laboratory.  The  hemoglobin  was  11.7 
grams,  RBC  3.7  million,  and  WBC  4,172. 
The  skull  films  had  separation  of  the  su- 
ture lines  and  a “J”  shaped  sella  that  sug- 
gested increased  intracranial  pressure. 
The  brain  scan  had  increased  uptake  of 
radioactive  material  in  the  third  ventricle 
area  (Fig.  2).  The  electroencephalogram 
was  abnormal  with  an  exaggerated  gen- 
eralized slow  wave  pattern.  A right 
brachial  angiogram  indicated  hydroce- 
phalus. 

Operation.  On  June  6,  1966,  the  tumor 
biopsy  was  done  and  partially  resected 
through  a right  frontal  craniotomy.  The 
tumor  was  a grade  II  astrocytoma. 

Course.  Postoperatively,  irradiation  was 
given  with  a total  tumor  dose  at  6,000  r. 
The  recovery  was  uneventful.  When  seen 
on  June  20,  1966,  she  had  a 19  per  cent 
gain  in  weight  (Fig.  3)  and  had  grown  6 
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Fig.  2.  Case  2.  AP  and  lateral  Hg1l,T  brain  scan. 
Although  the  uptake  is  less  marked  than  in  Case  1, 
it  is  diagnostic  of  a lesion  in  the  suprasellar  area. 


cm  in  height.  The  child  was  still  alive  and 
doing  well  at  the  time  of  the  last  follow- 
up visit  in  January,  1968. 

Comment 

More  than  33  cases  of  diencephalic 
syndrome  have  been  reported.1'14  The  car- 


dinal features  are  marasmus,  euphoria, 
and  sometimes  nystagmus.5  A few  cases 
have  increased  intracranial  pressure  with 
hydrocephalus.1*4’8’10’14  Delivery  and  preg- 
nancy are  normal.  The  age  of  onset  varies 
from  birth  to  three  years  of  age.2*8  Our 


Fig.  3.  Case  2.  A.  Preoperative  photograph  of 
patient.  B.  Postoperative  photograph  of  patient 
which  demonstrates  weight  gain  214  months  follow- 
ing operation  and  irradiation  therapy. 
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second  case  is  the  only  Negro  patient  re- 
ported with  this  lesion. 

The  earlier  cases  of  diencephalic  syn- 
drome were  diagnosed  at  autopsy.  Later, 
ventriculography  was  used  for  diagnosis, 
particularly  when  hydrocephalus  was 
present.  The  use  of  the  brain  scan  has 
not  been  described  in  diagnosing  this 
syndrome.  Utilization  of  the  brain  scan 
with  children  probably  has  been  avoided 
because  of  the  possiblity  of  irradiation 
hazard.  We  have  seen  no  untoward  ef- 
fects from  brain  scanning  in  children  and 
would  agree  with  Lorentz,  et,  al.,15  in  re- 
gard to  its  safety.  The  brain  scan  was  par- 
ticularly helpful  in  Case  I,  which  had  no 
hydrocephalus.  The  clinical  findings  sug- 
gested the  diagnosis  and  the  brain  scan 
confirmed  it.  Five  of  the  cases  reported 


previously  received  irradiation  after  the 
tumor  studied  by  biopsy.4>,0>13’14  Three  of 
these  five  cases  survived  at  least  nine 
months  and  had  some  improvement  in 
their  condition.  Both  of  our  cases  received 
benefit  from  the  irradiation  therapy.  Both 
patients  gained  weight  and  one  is  still 
alive  at  the  time  of  this  report. 

Summary 

Two  additional  cases  of  the  diencephalic 
syndrome  are  presented.  One  of  the  cases 
is  the  first  to  have  been  reported  in  a 
Negro.  The  brain  scan  was  positive  in  both 
cases  and  was  particularly  helpful  in  diag- 
nosing one  case.  Both  patients  with  the 
diencephalic  syndrome  improved  as  a re- 
sult of  irradiation  therapy  following  tu- 
mor biopsy. 
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Three  patients  whom  we  have  recently 
treated  for  false  aneurysm  and  arterio- 
venous fistula  have  prompted  us  to  review 
this  subject.  Although  our  cases  were 
combat  casualties,  it  is  easy  to  under- 
stand why  the  incidence  of  these  sequelae 
of  arterial  injury  will  rise  irrespective  of 
military  conflicts.  There  are  a great  num- 
ber of  injuries  from  social  violence  and 
automotive  accidents.  Many  reports  of 
arterial  injury  associated  with  fractures 
and  fixation  devices  have  appeared.  Vas- 
cular operations,  arterial  puncture,  cardiac 
catheterization,  extracorporeal  circulation 
for  heart  surgery  and  dialysis,  and  ar- 
terial perfusion  therapy  with  anticancer 
drugs  are  all  procedures  that  will  be  uti- 
lized at  an  astoundingly  increased  rate. 
They  carry  the  potential  hazard  of  creat- 
ing false  aneurysms  and  arteriovenous 
fistulae. 

Early  recognition  and  correction  is  im- 
portant. False  aneurysms  can  bleed,  be- 
come infected,  and  rupture.  By  progres- 
sive increase  in  size,  they  impinge  on 
nerves  and  other  vascular  structures, 
creating  pain,  motor  deficits,  and  ische- 
mia. Arteriovenous  fistulae  cause  distal 
ischemia  and  can  grow  to  such  propor- 
tions that  cardiac  failure  ensues. 

Case  Reports: 

The  following  case  reports  illustrate 
some  of  the  problems  involved  in  diag- 
nosis and  management: 

Case  I:  H.  W.  B.,  a 20-year  old  white 

From  the  Department  of  Surgery,  U.  S.  Naval 
Hospital,  Charleston,  S.  C.;  and  the  Division  of 
Thoracic  and  Cardiovascular  Surgery,  Medical  Col- 
lege of  South  Carolina,  Charleston,  South  Carolina. 


R.  RANDOLPH  BRADHAM,  M.D. 
ARTHUR  S.  McFEE,  M.D.,  LCDR,  MC, 

USNR 

JOHN  R.  PALMER,  JR.,  M.D.,  CAPT., 
MC,  USN 

male,  sustained  multiple  shrapnel  wounds 
on  April  25,  1967  while  in  combat  in  the 
Republic  of  Vietnam.  The  wounds  involved 
the  left  foot,  left  ankle,  right  knee,  right 
popliteal  fossa,  left  forearm,  and  left 
side  of  the  abdomen.  Immediate  laparot- 
omy and  debridement  of  all  wounds  of  the 
extremity  were  carried  out.  No  intraab- 
dominal injury  was  found.  He  was  trans- 
ferred to  the  Medical  Evacuation  System 
and  sent  to  the  U.  S.  Naval  Hospital, 
Charleston,  on  June  2,  1967,  in  a con- 
valescent status.  With  the  exception  of 
multiple  well-healed  scars,  physical  exami- 
nation was  within  normal  limits.  He  was 
admitted  to  the  Orthopedic  Service  for 
final  treatment  of  the  wounds  of  his 
extremities. 

On  July  24,  1967,  three  months  after 
injury,  a marked  thrill  was  noted  in  the 
right  popliteal  fossa  under  a shrapnel 
wound  scar.  An  arteriovenous  fistula  was 
demonstrated  by  arteriograms.  (Figure 
1).  On  August  28,  1967,  a popliteal  ar- 
teriovenous fistula  was  repaired.  The  fis- 
tula was  divided  and  primary  lateral  re- 
pairs of  the  popliteal  arteral  and  venous 
apertures  were  accomplished.  The  post- 
operative course  was  satisfactory. 

Case  II:  W.T.H.,  a 19-year  old  white 
male,  sustained  injuries  July  1,  1967  while 
in  combat  in  the  Republic  of  Vietnam. 
These  consisted  of  a comminuted  fracture 
of  the  third  metacarpal  bone  of  the  right 
hand,  a comminuted  fracture  of  the  proxi- 
mal head  of  the  fibula  on  the  right,  and 
severe  soft  tissue  wounds  from  shrapnel. 
Immediate  debridement  and  splinting 
were  done.  He  was  transferred  to  the 
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Fig.  1.  Femoral  arteriogram  demonstrating  an 
arteriovenous  fistula.  A small  piece  of  shrapnel  is 
present. 


Medical  Evacuation  System  and  admitted 
to  the  Orthopedic  Service  of  the  U.  S. 
Naval  Hospital,  Charleston,  on  July  10, 
1967.  A course  of  reconstructive  surgery 
was  begun. 

On  August  13,  1967,  five  weeks  after 
injury,  the  patient  awakened  during  the 
night  with  a pain  in  the  distal  right  thigh. 
The  thigh  was  noted  to  be  tense,  tender, 
swollen  and  erythematous.  Roentgeno- 
grams demonstrated  several  metallic  frag- 
ments in  the  soft  tissue  of  the  thigh. 
There  was  a palpable  pulsation  in  the 
thigh  with  a bruit  and  thrill  present  over 
the  medial  aspect.  A small  false  aneurysm 
of  the  distal  right  femoral  artery  was 
demonstrated.  It  had  ruptured,  creating 
a larger  false  aneurysm. 

At  operation,  on  August  27,  1967,  a 
false  aneurysm  of  the  right  superficial 
femoral  artery  just  above  the  knee  was 
found.  This  had  ruptured  and  created  a 
larger  space  which  was  filled  with  clot. 


Shrapnel  lying  adjacent  to  the  nearly 
transected  artery  was  removed.  The  false 
aneurysm  was  resected  and  continuity  of 
the  artery  established  by  an  end  to  end 
anastomosis.  The  postoperative  course  was 
uneventful. 

Case  III : W.S.Y.,  a 20-year  old  white 
male,  was  admitted  to  the  Orthopedic 
Service  of  the  U.  S.  Naval  Hospital  on 
June  25,  1967,  having  sustained  in  Viet- 
nam multiple  penetrating  shrapnel 
wounds  of  the  forehead,  right  cheek,  left 
eye  and  cheek,  left  arm,  both  legs,  and  a 
fracture  of  the  left  humerus.  He  had 
arthrotomies  of  the  left  knee  and  wrist, 
enucleation  of  the  left  eye,  and  multiple 
debridement  procedures  for  open  wounds. 


Fig.  2.  Femoral  arteriogram  demonstrating  a 
small  false  aneurysm  which  has  ruptured  and  caused 
a larger  false  aneurysm.  A piece  of  shrapnel  can  be 
seen  in  relation  to  the  small  sac.  Another  is  present 
in  medial  thigh. 
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A laceration  of  the  left  brachial  vein  had 
previously  been  repaired. 

On  August  22,  1967,  two  months  after 
injury,  a cast  was  removed  from  his  left 
arm.  At  that  time,  swelling  of  the  distal 
portion  of  the  arm  was  noted  and  this  was 
associated  with  a prominent  thrill  and 
bruit.  A brachial  arteriovenous  fistula 
was  demonstrated.  (Figure  3).  Repair  of 
the  fistula  was  delayed  because  of  granu- 
lating wounds  of  the  left  arm.  There  was 
no  evidence  of  heart  strain  or  failure.  At 
operation,  October  30,  1967,  an  aneurysm 
of  the  brachial  artery  approximately  5 
cm  from  the  antecubital  fossa  was  found 
and  was  in  continuity  with  an  arterio- 
venous fistula.  The  fistula  was  isolated 
and  divided.  Two  lateral  arteriotomies 
were  closed  primarily,  one  associated  with 
the  false  aneurysm,  and  the  other  asso- 
ciated with  the  fistula.  The  communicat- 
ing veins  could  not  be  repaired  and  were 
ligated.  The  postoperative  course  was  un- 
eventful. 

Comment:  Fortunately,  diagnosis  was 
made  early  in  all  of  these  patients  and 
operative  correction  carried  out  prompt- 
ly. There  was  no  evidence  of  cardiac  de- 
compensation complicating  the  arterio- 
venous fistulae,  and  no  infection  was  pre- 
valent in  any  of  the  three  wounds.  Good 
distal  pulses  were  maintained  in  all  three. 
The  one  case  demonstrated  the  coexis- 
tence of  a false  aneurysm  and  an  arterio- 
venous fistula. 

Discussion:  The  repair  rate  of  vascular 
injuries  during  World  War  II  was  lowT 
and  the  amputation  rate  high.7  There  was 
a greatly  improved  rate  of  arterial  repair 
and  limb  salvage  during  the  Korean  con- 
flict. 11»1S  Recently  Chandler  and  Knapp4 
have  made  an  encouraging  report  on  vas- 
cular injuries  during  the  Vietnam  con- 
flict. There  have  similarly  been  many  re- 
ports referable  to  repair  of  vascular  in- 
juries in  civilian  practice.  It  is  important 
to  realize,  however,  that  as  the  scope  of 
cardiovascular  surgery  widens,  complica- 


Fig.  3.  Brachial  arteriogram  demonstrates  artero- 
venous  fistula.  A false  aneurysm  sac  was  also  pres- 
ent but  is  obscured  by  the  humerus.  Healed  frac- 
ture of  humerus  apparent.  Shrapnel  present. 

tions  of  arterial  injury  will  be  encoun- 
tered more  frequently.  Seidenberg  and 
Hurwitt16  reported  five  cases  of  false 
aneurysm  resulting  from  retrograde  fe- 
moral (Seldinger)  aortography.  Spratt, 
Doran  and  Baird19  found  that  four  of 
seven  false  aneurysms  secondary  to  trau- 
ma in  their  series  occurred  following  per- 
cutaneous or  open  femoral  arterial  can- 
nulation. 

Reconstructive  arterial  surgery  remains 
one  of  the  predominant  causative  factors. 
Twenty-six  of  33  false  aneurysms  re- 
ported by  Spratt,  Doran,  and  Baird19 
occurred  secondary  to  arterial  surgery. 
The  majority  were  located  in  the  groin, 
the  single  most  common  site  being  at  the 
proximal  anastomosis  of  the  femoro- 
popliteal  bypass  graft.  Sawyers,  Jacobs 
and  Sutton15  reviewed  20  peripheral  anas- 
tomotic aneurysms  developing  after  ar- 
terial reconstruction  with  prosthetic 
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grafts.  Eight  were  associated  with  infec- 
tion. Sumner  and  Strand  ness-2  presented 
three  patients  in  whom  false  aneurysms 
developed  two,  four,  and  five  years  after 
femoro-popliteal  Teflon  bypass  grafts. 
Stoney,  Albo,  and  Wylie21  reported  that 
of  a total  of  135  anastomoses  of  synthetic 
grafts  to  the  common  femoral  or  popliteal 
arteries,  32  aneurysms  occurred  in  27  of 
85  patients.  The  mean  interval  between 
original  operation  and  disruption  was  25 
months.  Probable  causative  factors  were 
joint  motion,  end  to  side  anastomoses,  and 
infection. 

There  have  been  several  repoi’ts  of 
false  aneurysm  occurring  after  bone  and 
joint  operations.  Dameron6  presented  a 
case  of  a false  aneurysm  arising  from  a 
branch  of  the  profunda  femoris  artery 
which  was  caused  by  a protruding  screw 
used  with  a Jewett  nail  to  fix  an  intertro- 
chanteric fracture.  Meyer  and  Slager13 
reported  a false  aneurysm  following  a sub- 
trochanteric osteotomy  and  insertion  of  a 
Blount  bladeplate.  One  screw,  projecting 
one-half  inch  perforated  the  second 
branch  of  the  profunda  femoris  artery. 
Bassett  and  Houck1  described  a similar 
case  in  which  the  aneurysm  did  not  be- 
come manifest  until  ten  years  after  in- 
sertion of  the  offending  screw  used  to  se- 
cure a blade-plate.  Creech,  Gantt,  and 
Wren5  found  an  arteriovenous  fistula  be- 
tween the  superior  gluteal  artery  and  vein, 
caused  by  an  intramedullary  rod. 

It  is  probable  that  the  majority  of  false 
aneurysms  and  arteriovenous  fistulae  oc- 
cur at  the  time  of  the  original  injury. 
Recognition  can  vary  greatly,  depending 
on  the  manifestations  and  the  accessibility 
of  the  artery  to  examination.  Develop- 
ment of  false  aneurysms  will  depend 
somewhat  on  the  distensibility  of  the  tis- 
sues surrounding  the  injured  artery.  A 
patient,  previously  included  in  a report 
by  Bradham,  Buxton  and  Stallworth,3 
was  recognized  as  having  an  arterioven- 
ous fistula  immediately  following  injury. 


He  was  a 24-year  old  male  admitted  to 
the  hospital  seven  hours  after  a bullet 
wound  to  the  left  thigh.  A bruit  was  pres- 
ent and  immediate  operation  corrected  a 
fistula  between  the  superficial  femoral 
artery  and  vein.  On  the  other  hand,  these 
complications  may  become  manifest  years 
later.1 

Arterial  damage  can  be  present  with- 
out the  classical  signs  of  distal  ischemia. 
Progression  in  size  of  a hematoma,  es- 
pecially one  that  is  pulsating,  is  strong 
evidence  that  there  is  an  aperture  in  the 
wall  of  the  artery  from  which  blood  is 
escaping.  The  presence  of  a bruit  or  thrill 
is  further  evidence  that  a false  aneurysm 
or  arteriovenous  fistula  has  occurred.  Late 
manifestations  of  an  arteriovenous  fistula 
are  tachycardia,  diminshed  arterial  flow 
distal  to  the  communication,  increased 
venous  filling,  and  high  output  cardiac 
failure.  Of  44  patients  having  an  arterio- 
venous fistula  reported  by  Pate  and  asso- 
ciates14, 14  were  in  cardiac  failure  when 
admitted  to  the  hospital.  All  of  these  14 
patients  had  a fistula  of  major  vessels. 
Heart  failure  was  more  common  with  fis- 
tulas of  the  branches  of  the  aortic  arch 
than  with  distal  branches.  Cardiac  damage 
in  this  group  was  not  always  reversible. 
The  size  of  the  fistula  correlated  well  with 
the  hemodynamic  alteration. 

Prevention  is  an  important  factor.  To 
maintain  an  awareness  of  the  many  causes 
of  false  aneurysm  and  arteriovenous  fis- 
tula will  result  in  early  recognition  and 
treatment  at  a time  when  scar  formation 
and  infection  are  minimal  and  before 
severe  sequellae  such  as  cardiac  failure 
occur.  Smith,  Szilagyi,  and  Pfeifer17  re- 
ported a series  of  33  patients  with  false 
aneurysms  and  arteriovenous  fistulae. 
Early  treatment  was  delayed  in  19  (60%) 
because  of  an  erroneous  diagnosis.  Any 
patient  who  has  had  arterial  cannulation 
or  puncture  should  be  observed  periodi- 
cally for  early  signs  of  complications. 
Those  having  dialysis,  perfusion  therapy, 
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and  cardiopulmonary  bypass  procedures 
warrant  special  surveillance.  It  is  not  un- 
usual for  a well  executed  and  successful 
open  heart  operation  to  be  complicated  by 
difficulty  at  the  arterial  cannulation  site. 

The  orthopedic  surgeon  must  remain 
aware  of  the  close  proximity  of  certain 
vessels  to  bones  so  that  fractures  in  these 
sites  might  remain  suspect.  There  are 
numerous  references  to  arterial  injury  as- 
sociated with  dislocations,  fractures,  and 
limb  surgery.1 2 * *’8’9’10’12’20  Protruding  screws, 
especially  in  such  areas  as  the  upper  fe- 
mur, are  hazardous. 

During  arterial  reconstructive  opera- 
tions, anastomoses  at  the  groin  should  be 
avoided,  and,  if  possible,  grafts  should  not 
cross  the  groin  region.  The  tension  on 
grafts  in  this  area  will  tend  to  disrupt 
suture  lines.  Those  patients  having  ar- 
terial reconstructive  procedures  must  be 
followed  periodically  for  life,  as  false 
aneurysms  may  develop  years  after  ar- 
terial repair,  especially  when  artificial 
grafts  are  used.  Every  means  available 
must  be  employed  to  protect  these  pa- 
tients from  infection.  Arterial  insuffi- 
ciency distal  to  sites  of  blunt  trauma  can- 
not be  passed  off  as  arterial  spasm  as  it 
usually  indicates  intimal  disruption  and 
partial  or  complete  occlusion  of  the  artery. 
Penetrating  wounds  of  the  neck,  chest, 
and  extremities  showing  evidence  of  more 
than  minimal  blood  loss  are  best  treated 
by  early  operation  and  inspection  of  the 
vessels  in  the  immediate  area.  Widening 
of  the  mediastinum  following  penetrating 
or  blunt  trauma  is  indicative  of  aortic  or 
major  vessel  damage. 

No  longer  is  there  any  basis  for  the 
premise  that  operation  is  best  delayed  un- 
til collateral  circulation  has  developed. 


Restoration  of  normal  flow  through  the 
natural  pathway  is  the  best  means  to  cor- 
rect distal  ischemia.  False  aneurysms 
may  give  rise  to  infection,  nerve  and  vas- 
cular compression,  and  may  rupture,  caus- 
ing further  damage  to  tissue  or  loss  of 
life.  Cardiac  failure  is  a well  known  event 
in  the  natural  history  of  an  arteriovenous 
fistula. 

The  treatment  of  a false  aneurysm  in- 
cludes the  evacuation  of  the  hematoma  and 
restoration  of  arterial  continuity  without 
compromise  of  the  lumen.  This  can  be 
done  by  oversewing  the  defect,  inserting 
a patch  graft,  resuturing  a graft  to  the 
artery,  or  by  replacing  a segment  of  dam- 
aged artery  with  a new  arterial  substi- 
tute. Infection  in  false  aneurysms  taxes 
the  ingenuity  of  the  surgeon  as  the  an- 
eurysm must  be  obliterated  and  the  area 
bypassed  with  a substitute  through  unin- 
fected tissue  planes.  Arteriovenous  fis- 
tulae  are  treated  by  excision  and  restora- 
tion of  the  artery  by  well  accepted  meth- 
ods. The  vein  should  also  be  repaired  when 
it  is  feasible  and  surgery  can  be  done  with 
an  anticipated  low  incidence  of  throm- 
bosis. 

Summary 

It  is  anticipated  that  the  incidence  of 
false  aneurysms  and  arteriovenous  fistu- 
lae  will  rise  because  of  increasing  trauma 
from  social  violence  and  automotive  acci- 
dents, the  widening  scope  of  cardiovas- 
cular surgery,  and  the  growing  field  of 
orthopedic  surgery.  Early  recognition  and 
treatment  offer  the  best  protection  to  the 
patient,  and  will  obviate  ischemia,  infec- 
tion, nerve  damage,  and  cardiac  decom- 
pensation. Three  illustrative  cases  are  pre- 
sented. 
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Investigation  of  Deaths  From  Pulmonary,  Coro- 
nary, and  Cerebral  Thrombosis  and  Embolism  in 
Women  of  Childbearing  Age— W.  H.  W.  Inman  and 
M.  P.  Vessey  Brit  Med  J 2:193-198  < April  27'  1968. 

A study  of  thromboembolic  deaths  that  occurred 
among  women  aged  20  to  44  was  carried  out  by  a 
team  of  medical  field  officers  in  England,  Wales, 
and  Northern  Ireland.  Of  309  patients  who  were  not 
pregnant  or  puerperal  retained  for  analysis,  53 
were  known  users  of  oral  contraceptives;  184  had 
conditions  which  could  predispose  to  thromboem- 
bolism. Of  those  with  no  known  predisposing  con- 
ditions, 16  of  26  dying  from  pulmonary,  5 of  10 
dying  from  cerebral,  and  18  of  89  dying  from  coro- 
nary thromboembolism,  were  using  oral  contracep- 
tives at  the  onset  of  their  fatal  illness.  These  re- 
sults were  compared  with  a control  population  col- 
lected from  the  practices  in  which  a death  had 
occurred;  17.1%  controls  were  users.  Deaths  from 
pulmonary  and  cerebral  thromboembolism  were  sig- 
nificantly more  common  among  users.  There  was 
no  overall  difference  in  coronary  deaths,  but  there 
was  a significant  excess  of  users  among  women 
aged  20  to  34  who  had  borne  no  more  than  three 
children.  The  risk  of  death  from  pulmonary  and 
cerebral  thromboembolism  was  increased  seven 
to  eight  times  among  users  and  the  mortality  at- 
tributable to  use  was  estimated  to  be  1.3  and  3.4 
deaths  per  100,000  users  per  year  among  women 
aged  20  to  34  and  35  to  44  respectively. 
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REPORT  OF  TWO  CASES 


Primary  gallbladder  disease  in  children 
of  pediatric  age  (birth  to  13  years)  is  suf- 
ficiently uncommon  to  warrant  a review  of 
the  literature  and  some  consideration  of 
the  etiological  factors  and  the  problems 
encountered  in  making  a diagnosis.  Our 
interest  was  stimulated  several  months 
ago  by  a seven  year  old  white  boy  who 
had  acute,  gangrenous  cholecystitis  with 
perforation.  Since  then  we  have  had  a 13 
year  old  white  girl  with  chronic  chole- 
cystitis and  cholelithiasis.  A review  of  the 
records  at  Spartanburg  General  Hospital 
yielded  no  other  cases  of  primary  gall- 
bladder disease  in  this  age  group.  Our  own 
records  show  a 16  year  old  Negro  girl 
with  acute  cholecystitis  and  cholelithiasis 
and  a 17  year  old  white  girl  with  chole- 
cystitis, cholelithiasis  and  choledocholi- 
thiasis.  We  have  eliminated  from  consid- 
eration all  cases  of  congenital  biliary  tract 
disorders. 

In  review  of  the  literature,  a number  of 
articles  were  found  on  the  subject  and 
it  would  seem  that  approximately  700 
cases  have  been  reported  although  some 
of  these  were  in  the  age  group  of  13 
through  17  years.  The  incidence  of  chole- 
cystitis in  children  to  that  in  adults  is 
suggested  to  be  1 to  1.3  to  every  1,000 
adults.  Potter1  in  1928  stimulated  interest 
in  the  problem  and  published  a more  ex- 
tensive review  of  the  literature  on  the  sub- 
ject in  1938.  The  most  recent  comprehen- 
sive report  and  review  of  the  literature 
was  published2  in  1952.  Since  then  there 
have  been  a number  of  case  reports  and  a 
particularly  good  article  by  Glenn  and 
Hill2  in  1954  in  which  the  etiological  fac- 
tors were  discussed  in  some  detail. 

It  has  become  evident  to  us,  in  view  of 
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the  two  cases  which  we  are  presenting 
from  our  own  practice,  that  gallbladder 
disease  in  children  must  certainly  be  con- 
sidered in  diagnosis  of  chronic  or  recur- 
rent upper  abdominal  pain  and  in  acute 
abdominal  situations. 

Case  Report 

Case  1:  This  patient  (J.  R.  W.)  was  a seven 
year  old  white  male  who  was  admitted  to  Spartan- 
burg General  Hospital  on  Oet.  25,  1965  with  a his- 
tory of  acute  abdominal  pain  with  marked  nausea 
and  vomiting  for  the  past  three  days.  He  had  been 
given  a laxative  and  three  enemas  by  his  mother 
during  this  time  with  no  relief  of  his  symptoms. 
When  seen  on  the  date  of  admission  by  his  family 
physician,  the  child  had  generalized  abdominal 
tenderness  and  muscle  rigidity  and  appeared  quite 
ill.  He  was  referred  for  surgical  consultation  with 
the  probable  diagnosis  of  acute  appendicitis  with 
perforation. 

His  past  history  was  essentially  negative.  He  had 
been  a well  developed,  normal  child  since  birth, 
having  had  some  of  the  usual  childhood  diseases 
but  no  serious  illness  or  injury  and  no  previous 
surgery.  There  was  no  history  of  allergies  to  food, 
drink  or  medication.  His  family  history  was  nega- 
tive. 

Physical  examination  showed  the  patient  to  be 
acutely  ill  with  shallow,  rapid,  grunting-type  res- 
piration. His  temperature  was  99.4°  orally.  The  ab 
domen  was  flat  and  generally  tender  and  rigid  with 
marked  tenderness  in  the  right  lower  quadrant.  No 
organs  or  masses  were  palpable  and  no  peristaltic 
sounds  were  heard.  Rectal  examination  revealed 
tenderness  throughout  on  digital  palpation,  but  no 
masses  were  felt.  His  laboratory  work  showed  the 
white  blood  count  to  be  25,356  with  84  segmented, 
5 bands,  7 lymphocytes,  and  4 monocytes.  The  hemo- 
globin was  12.7  grams  and  his  PCV  40  per  cent. 
Catheterized  urinalysis  done  after  intravenous 
dextrose  was  started  showed  specific  gravity  of 
1.025:  sugar,  three  plus;  reaction,  7;  moderate 
amounts  of  acetone  and  diacetic  acid;  4-6  WBC 
on  microscopic  examination. 

Our  initial  impression  was  that  he  had  acute 
appendicitis  with  perforation  and  generalized  peri- 
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tonitis.  He  was  given  intravenous  fluids  and  elec- 
trolytes and  was  started  on  antibiotic  therapy  with 
intramuscular  chloramphenicol  and  scheduled  for 
surgical  exploration  of  the  abdomen  about  three 
hours  later. 

Under  general  anesthesia  the  abdominal  cavity 
was  entered  through  a right  lower  abdominal  trans- 
verse incision  and  there  was  found  to  be  a con- 
siderable amount  of  dark,  free  peritoneal  fluid 
which  appeared  to  be  bile  stained.  The  appendix 
showed  some  evidence  of  inflammatory  reaction 
with  injection  of  the  serosal  vessels.  There  was  also 
some  edema  of  the  appendix  and  surrounding  bowel. 
However,  it  was  soon  determined  that  the  appendix 
was  not  the  offending  organ,  and  it  was  then  neces- 
sary to  make  another  incision  in  the  right  upper 
quadrant  of  the  abdomen  where  a mass  was  pal- 
pable. The  mass  proved  to  be  the  gallbladder  which 
was  considerably  distended,  and  there  were  two 
areas  on  the  fundus  of  the  gallbladder  which  were 
gangrenous.  On  one  of  these  areas  there  was  a 
free  perforation  and  bile  was  leaking  from  this 
out  into  the  peritoneal  cavity.  There  had  been  some 
attempts  at  walling  off  by  the  omentum  and  bowel, 
but  this  was  not  successful  since  the  perforation 
was  above  the  walled  off  area  of  the  gallbladder. 
No  stones  were  palpated  in  the  gallbladder  or  in 
the  common  bile  duct,  and  no  congenital  abnormali- 
ties were  noted.  There  was  considerable  edema  in 
the  region  of  the  common  bile  duct  and  cystic  duct, 
and  there  were  several  large  lymph  nodes  in  this 
area.  The  liver  appeared  to  be  mildly  enlarged  also 
but  otherwise  appeared  normal.  No  other  abnor- 
malities were  noted.  The  gallbladder  was  removed 
in  the  usual  manner  by  dissecting  out  the  cystic  duct 
and  cystic  vessels,  clamping,  cutting  and  ligating 
them,  and  removing  the  gallbladder  from  the  liver 
bed.  Suction  was  applied  to  the  abdomen  and  soft 
rubber  drains  were  left  for  drainage  of  the  peri- 
toneal cavity.  The  child  tolerated  the  procedure 
quite  well  and  returned  to  the  recovery  room  in 
good  condition. 

Pathologic  examination  showed  that  there  were 
no  stones  in  the  gallbladder.  The  microscopic  sec- 
tions of  the  gallbladder  wall  showed  marked  thick- 
ening of  the  layers  due  to  edema  and  heavily  mixed, 
predominantly  acute,  inflammatory  infiltrate  with 
areas  of  full  thickness  ischemic  necrosis  of  the 
wall.  There  were  also  areas  of  well  formed  serosal 
granulation  tissue.  No  specific  granulomatous  les- 
ions, neoplastic  elements  or  amoeba  were  demon- 
strated. The  diagnosis  was  acute  and  subacute  gan- 
grenous cholecystitis  with  perforation. 

The  post-operative  course  was  quite  satisfac- 
tory. A naso-gastric  tube  with  suction  was  main- 
tained for  three  days.  The  abdomen  remained  soft 
and  flat  and  the  child  was  soon  tolerating  oral 
food  and  fluids  quite  well.  His  convalescence  from 


that  point  on  was  essentially  normal,  and  he  was 
discharged  from  the  hospital  on  the  eleventh  post- 
operative day.  He  has  been  followed  since  then 
and  is  doing  quite  well,  having  had  no  further 
difficulties. 

Case  Report 

Case  2:  This  was  a 13  year  old  white  female 
<H.  A.  T.)  who  was  admitted  to  Spartanburg  Gen- 
eral Hospital  April  10,  1966  with  a diagnosis  of 
cholecystitis  with  cholelithiasis  and  scheduled  for 
elective  cholecystectomy. 

Her  history  was  that  she  had  been  having  epigas- 
tric pain  and  right  upper  quadrant  abdominal  pain 
with  some  radiation  through  to  her  back.  She  also 
had  nausea  and  vomiting  and  was  unable  to  tolerate 
highly  seasoned  or  greasy  foods.  She  had  no  history 
of  jaundice.  She  had  been  seen  by  her  family  phy- 
sician after  these  sympotoms  had  been  present  for 
several  weeks  and  he  obtained  cholecystograms 
which  revealed  the  presence  of  gallstones.  Chole- 
cystectomy was  advised. 

Her  past  history  was  essentially  normal.  She  had 
had  the  usual  childhood  diseases,  no  serious  illnesses 
or  injuries.  Her  family  history  was  essentially 
negative. 

Physical  examination  was  negative  except  for 
slight  right  upper  quadrant  abdominal  tenderness. 
Laboratory  findings:  her  urinalysis  was  normal. 
WBC— 7,681,  58  segmented,  42  lymphocytes.  Hemo- 
globin, 13.5  grams.  PCV,  38  per  cent.  Total  serum 
bilirubin,  0.5. 

At  operation  the  gallbladder  was  found  to  be  of 
moderate  size.  The  wall  was  somewhat  thickened 
and  there  were  a few  adhesions  around  the  gall- 
bladder. It  contained  a number  of  small  stones, 
measuring  3 to  6 mm  in  diameter.  The  common  duct 
appeared  normal,  was  not  dilated,  and  no  stones 
were  palpated  in  it.  The  liver  appeared  normal, 
and  no  other  abnormalities  were  noted.  The  gall- 
bladder was  then  removed  in  the  usual  manner 
after  dissecting  out,  clamping,  cutting  and  ligating 
the  cystic  vessels  and  cystic  duct. 

Pathology:  Microscopic  sections  of  the  gallbladder 
wall  revealed  sheets  of  mucosal  fibrous  tissue  and 
focal  lymphocytic  infiltrate.  Diagnosis  was  chronic 
cholecystitis  and  cholelithiasis. 

Her  post-operative  course  was  uneventful.  She 
was  discharged  from  the  hospital  on  the  seventh 
post-operative  day  and  has  been  followed  in  the 
office  since  then  with  continued  satisfactory  con- 
valescence. 

Discussion 

There  are  some  apparent  differences  in 
gallbladder  disease  in  children  as  con- 
trasted with  adults,  in  whom  cholecystitis 
is  commonly  initiated  by  irritation  from  a 
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stone  or  by  blockage  of  the  cystic  duct 
with  a calculus,  whereas,  in  children  it  is 
more  apt  to  be  associated  with  acute  sys- 
temic disease  or  bacterial  inflammation 
unaccompanied  by  stones.  Cases  have  been 
reported  in  children  as  complications  of 
typhoid  fever  and  erysipelas  and  as  due  to 
the  pneumococcus,  colon  bacillus,  and  the 
salmonella  group  of  organisms.  In  our 
first  case  no  stones  were  present,  and 
there  was  a considerable  inflammatory 
process  in  the  gallbladder  wall  with  edema 
and  actually  ischemic  necrosis  producing 
the  gangrenous  areas  and  the  perforation 
of  the  gallbladder.  The  culture  taken  of 
the  contents  of  the  gallbladder  showed  no 
growth.  Another  difference  which  is  noted 
in  the  literature  is  that  jaundice  asso- 
ciated with  gall  bladder  disease  in  children 
is  more  often  due  to  common  duct  and 
peri-ductal  inflammation  than  to  common 
duct  obstruction  by  calculi.  The  incidence 
of  common  duct  stones  in  children  who 
have  cholelithiasis  is  quite  small,  being 
reported  by  Ulin,  et  al2  as  only  six  per 
cent  of  326  cases  of  primary  gallbladder 
disease  in  children. 

According  to  textbooks,  the  most  com- 
mon cause  of  cholelithiasis  in  children  is 
related  to  excessive  excretion  of  pigment 
associated  with  hemolytic  anemia.  How- 
ever, this  is  not  borne  out  by  a review  of 
the  reported  cases  in  the  literature,  and 
this  was  certainly  not  true  of  our  second 
case  or  of  two  older  youngsters,  ages  16 
and  17,  from  our  personal  practice  who 
had  cholelithiasis.  Certainly  one  should 
always  think  of  congenital  hemolytic  ane- 
mia or  sickle-cell  anemia  in  a child  who 
has  gallstones,  but  it  is  apparent  that 
stones  can  be  present  without  the  presence 
of  hemolytic  crises  and  apparently  develop 
from  bile  stasis,  etc.,  as  in  adults. 

An  interesting  fact  to  us  in  Case  1 was 
the  apparent  lack  of  toxicity  from  the  bile 
peritonitis  which  was  present.  In  adults 
with  this  much  bile  contamination  of  the 
abdominal  cavity,  the  course  has  been 


quite  stormy  and  quite  frequently  has 
terminated  in  death.  In  the  review  of  the 
literature,  no  other  free  perforation  from 
acute  cholecystitis  was  noted.  However, 
two  cases  were  reported  of  newborn  in- 
fants who  had  bile  peritonitis,  apparently 
secondary  to  inspissated  bile  obstruction 
of  the  common  duct  with  jaundice  and 
secondary  rupture  of  the  gall-bladder  or 
bile  ducts.  In  these  cases,  the  acute  ful- 
minating picture  of  a bile  peritonitis  as 
seen  in  the  adult  was  not  observed.  Those 
authors  suggested  that  it  probably  should 
be  called  bile  ascites  rather  than  bile  peri- 
tonitis. We  were  most  pleasantly  surprised 
at  the  essentially  uneventful  post-opera- 
tive course  enjoyed  by  our  first  case. 

The  treatment  of  gallbladder  disease 
in  children  is  quite  similar  to  the  treat- 
ment in  adults.  If  cholelithiasis  is  proven, 
then  cholecystectomy  is  the  procedure  of 
choice.  In  some  of  the  reported  cases 
where  there  was  considerable  edema  in 
the  region  of  the  common  bile  duct  and 
cystic  duct,  a cholecystostomy  was  done 
with  removal  of  stones,  and  follow-up  on 
these  patients  found  them  to  have 
no  recurrence  of  symptoms.  Acute  chole- 
cystitis, since  it  is  frequently  of  a bacterial 
or  inflammatory  origin,  is  treated  at  times 
with  antibiotics  and  other  supportive 
measures  with  subsidence  of  symptoms. 
However,  as  in  adults,  if  there  are  per- 
sistent symptoms  and  findings  with  in- 
creasing temperature  elevations  and  leu- 
kocytosis, cholecystectomy  should  be  done. 
In  most  of  these  acute  cases  of  cholecys- 
titis the  diagnosis  was  not  made  until  sur- 
gical exploration  of  the  abdomen,  most 
frequently  for  suspected  appendiceal  dis- 
ease, had  been  done.  Then  the  procedure 
of  choice  is  cholecystectomy,  which  is  us- 
ually well  tolerated  by  children. 

Conclusions 

1.  Two  cases  have  been  presented;  one 
which  illustrates  acute  cholecystitis  with 
secondary  ischemic  necrosis  of  the  gall- 
bladder wall  with  perforation  and  bile 
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peritonitis;  and  the  other  cholelithiasis 
with  chronic  cholecystitis  with  signs  and 
symptoms  very  similar  to  that  seen  in 
adults. 

2.  A review  of  available  literature  on 
the  subject  of  gallbladder  disease  in  chil- 
dren has  been  presented  briefly. 

3.  Certain  differences  in  gallbladder 
disease  in  children  as  contrasted  to  that 
in  adults  have  been  mentioned. 


4.  Treatment  has  been  discussed  with 
regard  to  the  difficulties  in  diagnosis  and 
need  for  different  approaches  to  therapy 
in  some  instances. 

5.  It  is  suggested,  in  both  acute  ab- 
dominal situations  and  in  cases  of  chronic 
or  recurrent  upper  abdominal  pain  in  chil- 
dren, that  gallbladder  disease  be  con- 
sidered in  arriving  at  a diagnosis. 
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Some  Clinical  and  EEG  Findings  in  Patients  With 
Migraine— K.  H.  Slatter  Brain  91:85-98  <No.  1)  1968. 

The  nature  of  the  EEG  responses  to  photic  stimu- 
lation reflects  the  constitutional  predisposition  to 
migraine  and  provides  a characteristic  and  useful 
part  of  the  total  clinical  picture.  Although  essentially 
a benign  condition,  migraine  causes  a disorder  of 
cerebral  function  with  accompanying  EEG  changes 
which  may  be  permanent.  Any  abnormal  EEG  find- 
ings are  the  result  of  migraine  itself  and  are  not 
representative  of  a constitutional  predisposition  to 
it.  When  present  they  may  indicate  that  cerebral 
damage  is  being  caused.  In  addition  to  general  fac- 
tors, local  cerebral  lesions  may  also  precipitate 
migrainous  attacks  in  predisposed  patients,  and  the 
lesion  provokes  focal  migrainous  disturbances  in  its 
area.  The  association  between  migraine  and  epilepsy 
is  complex:  the  two  conditions  may  occur  inde- 
pendently in  the  same  patient;  migraine  may  pre- 
cipitate an  epileptic  attack  in  a patient  so  predis- 
posed; there  may  be  a common  focal  structural 
lesion  responsible  for  both  conditions;  and  ir- 
reversible cerebral  damage  caused  by  migraine  may 
rarely  cause  local  epileptic  changes. 
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X-RAY  FILM  OF  THE  MONTH 

S.  E.  PUCKETTE,  JR.,  M.D. 
Medical  College  Hospital 
Charleston,  S.  C. 


This  lateral  film  of  the  left  great  toe 
was  taken  on  a 22  year  old  white  female. 
Four  months  previously  she  had  noticed 
a slowly  growing  protuberance  beneath 
the  medial  tip  of  her  left  great  toe.  The 
nail  became  elevated  and  the  area  tender. 
The  lesion  ulcerated  and  began  to  drain 
and  at  this  point  the  patient  sought  medi- 
cal attention. 


This  is  a subungual  exostosis.  This  is 
a solitary  benign  tumor  of  bone  occurring 
on  the  distal  phalanx  beneath  the  nail. 
This  condition  appears  to  have  been  first 
recognized  by  Dupuytren  in  1817  and  de- 
scribed by  him  in  1839.  For  a long  time 
it  was  known  as  a “Dupuytren’s  exos- 
tosis.” 

There  is  fairly  good  evidence  to  indicate 


that  this  is  a different  type  of  lesion  from 
the  conventional  osteo-cartilaginous  exos- 
tosis (osteochondroma).  The  causative 
factors  are  not  known,  although  multiple 
theories  have  been  advanced. 

The  overwhelming  majority  of  them 
are  on  the  toes,  almost  invariably  the 
great  toe  and  tend  to  favor  the  more 
medial  aspect.  While  occurring  in  all  ages, 
the  majority  are  seen  in  teenagers  and 
young  adults.  The  duration  of  symptoms 
is  usually  measured  in  months,  and  the 
tumors  are  more  common  in  females.  Ob- 
viously they  can  be  confused  with  other 
subungual  growths. 

Treatment  consists  of  surgical  removal 
of  the  bony  outgrowth.  Excision  must  be 
radical  to  avoid  recurrence. 
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President’s  Page 

In  my  report  to  the  House  of  Delegates  at  the 
meeting  of  the  South  Carolina  Medical  Association  in 
Myrtle  Beach  in  May  1968  I called  their  attention  to 
a publication  by  the  Department  of  Health,  Education 
and  Welfare  relative  to  a conference  held  in  Washing- 
ton in  October  1967  for  the  purpose  of  promoting  the 
group  practice  of  medicine.  Several  people  have  sug- 
gested to  me  that  I should  give  this  report  to  the 
membership-at-large,  and  I am  using  the  President’s 
Page  for  this  purpose. 

On  reading  the  publication  it  immediately  becomes  apparent,  when  you  look  at  the 
list  of  those  who  participated,  that  this  group  of  people  (which  included  medical  ad- 
ministrators, labor  union  economists,  and  other  people  in  administrative  positions  in 
medicine)  was  picked  to  attend  this  conference  because  of  their  known  affinity  for 
government  programs  and  the  ultimate  socialization  of  the  medical  profession.  If  the 
plans  proposed  in  this  publication  are  carried  out  they  will,  in  my  opinion,  destroy 
our  present  method  of  delivering  health  services  which  have  proven  to  be  the  finest 
the  world  has  ever  known  under  the  free  enterprise  system.  Further,  it  will  prob- 
ably destroy  the  fee-for-service  system  as  we  now  know  it.  As  you  all  know,  the  govern- 
ment with  its  farm  programs  has  destroyed  the  small  farmer,  and  no  doubt  the  solo 
practice  of  medicine  will  go  the  same  way  unless  doctors  are  willing  to  fight  for 
their  rights.  I believe  that  the  best  way  to  fight  for  our  rights  is  through  involve- 
ment in  politics  in  order  that  we  may  place  prudent  and  conservative  representatives 
in  Washington  who  will  block  socialized  ideas  and  preserve  the  free  enterprise 
system.  I,  therefore,  advise  and  urge  all  of  you  and  your  wives  to  immediately  join 
AMPAC  and  SCALPEL  in  order  that  we  may  elect  our  friends  throughout  the  nation 
to  the  halls  of  Congress. 

The  publication  referred  to  above  is  Public  Health  Publication  No.  1750,  entitled 
“Promoting  the  Group  Practice  of  Medicine”.  It  may  be  ordered  from  the  Supt.  of 
Documents,  Washington,  D.  C.,  for  30  cents. 

Joel  Wyman,  M.D.,  President 


THE  CONVERSION 

Sweet  Christ,  here  is  a sick  little  one  again, 
Feverish  and  thin,  fetid,  and  fretful  with  pain, 

And  I had  jealous-hoarded  this  one  day 
Zealous  to  spend  it  some  slow  pleasant  way. 

So  I shall  do  by  rote  the  things  I know 
Reserving  self,  and  turn  and  hasty  go — 

Or  so  I first  think  knowing-  from  the  past 
That  I shall  find  myself  once  more  caught  fast 
By  child’s  great  eyes,  by  timid  trusting  stare. 
Then  suddenly,  I know  I care— I care. 

Robert  E.  Quinn,  M.D. 
Georgetown,  S.  C. 

JAMA,  204:42 
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Editorials 


Lesson  of  History 

Our  local  newspaper  prints  a story  with 
the  headline  “Survey  Concludes  Negroes 
Less  Prone  to  Malaria”.  It  quotes  from  a 
nine-month  survey  wrhich  concluded  Hiat 
a Negro’s  chances  of  contracting  malaria 
were  about  two-thirds  as  great  as  a Cau- 
casian’s, due  to  some  unexplained  partial 
immunity.  The  subjects  were  soldiers  who 
had  served  in  Viet  Nam. 

The  colonel  in  charge  said  the  survey 
was  the  first  of  its  kind  and  was  in  con- 
siderable depth.  He  concludes  that  the 
serious  risk  of  the  outbreak  of  malaria  in 
the  civilian  community  is  very  remote,  a 
fact  which  we  thought  was  pretty  well 
established  for  some  time.  He  offers  the 
theory  that  the  reason  Negroes  are  less 
susceptible  to  malaria  is  that  they  pos- 
sess a relative  immunity  as  a result  of 
generations  of  natural  selection  processes 
in  Africa. 

If  the  colonel  could  only  have  resur- 
rected a few  old  Southern  planters  he 
might  have  obtained  this  same  informa- 
tion and  theory  without  going  to  all  the 
trouble  of  an  extensive  study. 


Does  Driver  Education  Educate? 

Education  of  the  young  driver  in  the 
ways  of  the  road  is  a well  established  ac- 
tivity into  which  the  federal  government 
pours  $140,000,000  of  our  money.  A great 
number  of  high  school  students  are  given 
instruction,  and  it  may  be  hoped  that  they 
are  actually  taught  firmly  how  to  mini- 
mize the  risk  of  the  highway.  The  ten- 
dency is  increasing  to  encourage  the  re- 
quirement of  compulsory  participation  in 
the  courses. 

The  concept  that  the  slaughter  and 
mayhem  of  the  road  might  be  reduced  by 
raising  generations  of  competent  drivers 
is  an  attractive  one  that  has  met  wide- 
spread approval.  Graduates  of  training- 
courses  have  been  given  some  preferential 


status  by  way  of  early  and  less  expensive 
licensing.  Insurance  companies  have  been 
willing  to  concede  reduced  rates  to  these 
young  people  presumably  indoctrinated 
in  careful  driving. 

A number  of  quite  vocal  observers  of 
this  program  have  been  raising  interest- 
ing questions  lately.  They  ask  whether 
any  proper  study  has  shown  that  grad- 
uates of  training  courses  are  really  super- 
ior and  safer  drivers,  and  receive  no  re- 
assuring answer.  They  point  out  the  prob- 
ability that  by  the  time  the  candidate 
is  eligible  for  training  he  is  already  well 
fixed  in  his  pattern  of  behavior.  They  de- 
clare with  assurance  that  emotional  fac- 
tors are  active  in  80  to  90  per  cent  of  acci- 
dents, factors  which  are  too  broad  and 
involved  to  be  affected  by  brief  training 
courses.  They  question  the  quality  of  much 
of  the  training;  perhaps,  they  say,  it  is 
no  better  than  the  usual  homegrown  va- 
riety. 

Are  we  pouring  too  much  hope  and 
treasure  into  an  expensive  and  time  con- 
suming program  that  doesn’t  pay  off?  A 
careful  reevaluation  of  the  whole  effort 
would  seem  to  be  in  order. 

(The  editor’s  secretary  informs  him 
that  after  completing  a driving  course,  in 
one  month  she  had  nine  accidents  of  which 
five  could  be  attributed  to  her.  Fortun- 
ately she  has  not  maintained  this  tempo. — 
Editor.) 

An  Editorial  from  Above  the  Border 

South  Carolina  Catches  Up — Almost 

Back  in  March,  1965  Dudley  and  Pool 
reported  two  cases  of  sparganosis  in  North 
Carolina  patients,  the  first  such  event  in 
our  state.  An  editorial  in  the  same  issue 
took  some  perverse  pleasure  in  our  having- 
defied  the  traditional  position  of  the  state, 
and  bested  South  Carolina  in  the  matter 
of  this  particular  worm,  no  cases  having 
been  reported  among  our  Southern  neigh- 
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bors.  Now,  Cox  has  turned  up  a case  of 
sparganosis  in  a lifelong  resident  of  the 
coastal  regions  of  that  state — no  “Golden 
Strand”  puffery  was  attached  to  the  de- 
scription of  the  patient’s  residence.  Simi- 
larly, our  two  patients  came  from  the 
eastern  part  of  the  state. 

While  South  Carolinians  can  now  feel 
somewhat  relieved  at  having  sparganosis 
verified  in  their  state,  we  can  take  some 
pride  in  the  fact  that  the  author  of  the 
paper  in  question  had  a year  of  his  train- 
ing in  the  North  Carolina  laboratory  which 
turned  up  our  cases,  and  also,  we  still  have 
a 100%  edge  on  them  in  the  number  of  re- 
ported cases.  There  is  now  no  reason  to 
shun  North  Carolina  beaches  for  South 
Carolina  beaches  on  the  grounds  of  avoid- 
ing the  dread  Sparganum ; in  fact,  there  is 
no  reason  to  shun  North  Carolina  beaches. 

North  Carolina  Med  J 


South  Carolina  Replies 

From  that  erstwhile  valley  of  humility 
comes  word  to  this  former  mountain  of 
conceit  that  our  neighbor  to  the  north  of 
us  still  claims  to  be  the  sparganosis  center 
of  our  area,  despite  the  report  of  the  pres- 
ence of  one  of  the  lowly  larvae  in  our  own 
hitherto  innocent  state.  While  we  must 
confess  to  being  often  the  low  man  on  the 
totem  pole  of  accomplishment  in  a num- 
ber of  fields,  we  have  no  desire  to  achieve 
distinction  as  the  home  of  the  Diphyllo- 
bothrium  and  its  progeny,  and  we  have 
no  intention  of  applying  for  a federal 
grant  to  allow  us  to  seek,  find,  and  record 
an  astonishing  number  of  victims.  Let 
North  Carolina  keep  its  place  in  the  wormy 
world,  while  we  cavort  on  our  beaches, 
“Golden  Strand”  and  all,  secure  in  the 
thought  that  there  are  enough  human  be- 
ings with  their  inevitable  litter  spread  sea 
to  sand  dune  to  blot  out  any  unwary  spar- 
ganum on  the  loose. 


The  American  Academy  of  Pediatrics 
will  hold  its  Annual  Meeting  October  19- 
24  in  the  Palmer  House  Hotel  in  Chicago. 


I)R.  C.  TUCKER  WESTON,  JR. 

VICE  PRESIDENT 


Dr.  Tucker  Weston,  a native  of  Hop- 
kins, S.  C.,  was  graduated  from  the  Cita- 
del and  the  Medical  College  of  South  Caro- 
lina (1943).  He  served  internship  at  St. 
Francis  Xavier  in  Charleston  and  at  Colum- 
bia Hospital,  with  surgical  residency  at 
Columbia.  Dr.  Weston  served  in  the  medi- 
cal corps  for  two  years  and  began  private 
practice,  specializing  in  Orthopedic  Sur- 
gery, in  Columbia  in  1947. 

He  has  been  surgeon  for  the  Atlantic 
Coast  Line  RR  since  1956  and  surgeon  for 
Southern  RR  since  1961 ; is  a member  of 
the  staff  of  local  hospitals,  a member  of 
the  Columbia  Medical  Journal  Club;  S.  C. 
Orthopedic  Association ; Columbia  Medi- 
cal Society  executive  board  for  several 
years;  Civil  Defense  for  Columbia  Medi- 
cal Society.  He  is  president  of  Seaboard 
Coastline  Surgeons  and  is  chief  of  staff 
at  the  Baptist  Hospital. 

Dr.  Weston  has  participated  in  a 
great  many  local  charitable  and  political 
organizations.  He  has  been  director  of 
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Sertoma  International  and  president  and 
chairman  of  the  board.  He  is  a life  mem- 
ber and  past  president  of  the  Association 
of  Citadel  Men  and  a member  of  the  Board 
of  Visitors  of  The  Citadel.  He  has  been 
active  in  the  Republican  Party. 

Dr.  Weston  is  a member  of  Trinity  Epis- 
copal Church  and  has  served  as  Trustee  of 
Episcopal  Church  Home.  He  is  married  to 
Pauline  Hasell  Hanckel  and  has  four  chil- 
dren. 


D.  STROTHER  POPE,  M.D. 


SECRETARY 

A native  of  Columbia,  South  Carolina, 
Dr.  Pope  received  his  B.S.  at  the  Univer- 
sity of  South  Carolina  and  his  M.D.  at  the 
Medical  College  of  South  Carolina  in  1935. 
He  served  his  internship  at  the  Baker 
Sanatorium  in  Charleston  and  at  Garfield 
Memorial  Hospital  in  Washington,  D.  C. 
After  serving  a residency  in  Obstetrics 
and  Gynecology  at  Roper  Hospital  in 
Charleston,  he  served  as  resident  in  medi- 
cine at  Garfield  Memorial  Hospital. 

He  has  served  as  President  of  the 
Alumni  Association  of  the  Medical  Col- 
lege of  South  Carolina,  1944,  and  served 
on  The  Board  of  Trustees  of  the  Medical 
College  of  South  Carolina  from  1942-1944. 

He  is  a fellow  of  the  American  College 
of  Obstetrics  and  Gynecology  and  was 


President  of  the  South  Carolina  Obstetrics 
and  Gynecology  Society  in  1966. 

Dr.  Pope  is  President  of  the  Columbia 
Medical  Society  of  Richland  County  and 
is  serving  on  the  Richland  County  Board 
of  Health.  He  is  immediate  Past  Chief  of 
Staff  of  the  South  Carolina  Baptist  Hos- 
pital in  Columbia. 

Dr.  Pope  has  served  several  terms  in  the 
House  of  Delegates  of  the  South  Carolina 
Medical  Association,  the  last  term  being 
1961  through  1967. 


I)R.  J.  D.  GILLAND 

MEMBER  OF  COUNCIL 


Dr.  Gilland  is  a native  of  Florence, 
S.  C.  He  was  graduated  from  the  Univer- 
sity of  South  Carolina  and  the  Medical 
College  of  South  Carolina  (1938).  He  re- 
ceived his  internship  and  residency  train- 
ing at  Morrisania  City  Hospital  and  Lenox 
Hill  Hospital,  N.  Y. ; St.  Luke’s  Hospital, 
Richmond  and  Janies  Walker  Memorial 
Hospital  in  Wilmington. 

Dr.  Gilland  has  been  in  the  private  prac- 
tice of  general  surgery  in  Charlotte  and 
Kingstree.  In  1948  he  began  practice  in 
Conway. 

Dr.  Gilland  is  on  the  surgical  staff  of 
Conway  Hospital.  He  is  a member  of  the 
Southeastern  Surgical  Congress,  Southern 
Medical  Association,  the  American  College 
of  Surgeons  and  Seaboard  Coastline  Sur- 
geon’s Association. 
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M.  L.  Meadors 


Membership  in  the  Association  in- 
creased last  year  by  17  net.  Sixty-six  new 
members  joined  during  the  year,  4 former 
members  were  reinstated,  and  we  lost  53 
by  death  or  otherwise.  Of  the  total  num- 
ber, 1638,  in  good  standing  last  year,  1470 
were  paying  members,  14  were  Junior 
members  paying  only  the  $3.00  subscrip- 
tion to  the  Journal,  137  were  Honorary 
members  exempt  from  payment  of  State 
dues,  and  17  were  Service  members,  also 
exempt  from  payment  of  State  dues. 

Thirteen  hundred,  sixty-six  members 
were  also  paid  members  of  the  American 
Medical  Association,  136  were  active  mem- 
bers of  AM  A but  exempt  from  payment 
of  AM  A dues,  and  our  14  Junior  members 
held  Associate  membership  in  AMA. 

So  far  this  year,  a total  of  1374  mem- 
bers have  paid  dues  to  the  State  Associa- 
tion and  1278  have  paid  AMA  dues. 

Contributions  to  the  American  Medical 
Association  Education  and  Research 
Foundation  have  continued  about  as  in 
previous  years.  The  amount  collected  and 
remitted  for  this  purpose  last  year  was 
$4,445.00.  By  far  the  major  portion,  of 
course,  was  in  items  of  $10.00  per  mem- 
ber as  requested  on  our  bills  as  a volun- 
tary part  of  the  dues.  Of  the  members 
who  have  paid  dues  in  1963,  a total  of  399 
have  contributed  $4,010.00  to  AMA-ERF. 

We  continued  the  billing  and  collection 
of  dues  to  SCALPEL,  these  amounting 
last  year  to  $4,650.00,  representing  2321/2 
memberships.  So  far  this  year,  we  have 
received  SCALPEL  dues  already  from 
205  members.  The  finances  of  the  Asso- 
ciation are  in  good  shape,  thanks  to  the  in- 
crease in  dues  which  was  voted  year  be- 
fore last  and  became  effective  the  first 
of  January  1967.  The  details  will  be 
covered  in  the  Treasurer’s  report.  Our  of- 
fice, of  course,  works  very  closely  with 
him  and  the  clerical  work  of  the  Treas- 
urer is  done  by  our  staff. 

The  Association’s  indebtedness  was 


paid  off  in  full  by  drawing  on  a portion 
of  the  reserves  invested  for  the  general 
fund,  and  last  year,  due  to  the  increase 
in  dues,  we  again  operated  in  the  black. 

In  accordance  with  the  action  of  the 
House,  earmarking  $5.00  of  the  dues  in- 
crease for  the  permanent  home  fund,  this 
amount  from  each  member’s  dues  was  set 
aside  and  resulted  in  the  addition  of 
$6,945.00  to  the  permanent  home  fund 
from  this  source. 

The  story  from  the  legislative  front  this 
year  is  vastly  different  from  that  of  last 
year.  It  will  be  recalled  that  at  the  con- 
clusion of  the  legislative  session  in  1967, 
following  defeat  of  the  osteopathic  bills  at 
that  time,  a joint  resolution  was  adopted 
by  the  House  and  Senate  providing  for  a 
nine  man  committee  to  investigate  the 
advisability  of  changes  in  the  osteopathic 
law.  Included  in  this  committee  were  the 
President  of  the  Medical  College,  President 
of  the  South  Carolina  Medical  Associa- 
tion and  President  of  the  Osteopathic  As- 
sociation. The  others  were  three  Senators 
appointed  by  the  President  of  the  Senate 
and  three  House  members  appointed  by 
the  Speaker.  This  committee,  utilizing  an 
appropriation  provided  for  the  purpose, 
visited  Philadelphia  last  November  to  in- 
spect the  osteopathic  school  and  training 
facilities  there.  Dr.  Johnson,  President  of 
the  Osteopathic  Association,  is  a graduate 
of  Philadelphia,  and  it  is  the  largest  and 
claimed  by  some  to  be  the  best  of  the 
osteopathic  schools.  After  some  delay  and 
an  extension  of  the  time  originally  pro- 
vided for  the  committee’s  report,  the  lat- 
ter was  brought  in.  After  frank  discus- 
sion of  the  advantages  and  disadvantages 
of  the  Philadelphia  set-up,  the  report  con- 
cluded with  the  recommendation  that  no 
change  be  made  in  our  osteopathic  laws  at 
this  time.  The  appropriation  provided  was 
insufficient  to  permit  the  committee  to 
make  inspections  of  other  osteopathic 
schools. 
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This  report  and  recommendation  effec- 
tively disposed  of  any  effort  to  pass  an 
osteopathic  bill  at  this  session.  In  all 
probability,  the  fight  will  be  renewed  next 
year. 

There  have  been  a few  other  bills  in 
which  we  have  been  interested,  but  none 
of  them  have  presented  any  particular 
problem. 

A bill  was  introduced  in  the  Senate 
early  in  the  session  to  revise  drastically 
the  licensing  law  with  respect  to  the  prac- 
tice of  podiatry.  It  was  referred  to  the 
Committee  on  Medical  Affairs,  and  we  im- 
mediately requested  public  hearing  before 
action  on  the  bill.  That  is  the  last  we 
have  heard  from  it,  and  it  remains  in 
Committee. 

Acting  upon  the  recommendation  of  the 
legislative  committee,  Council  directed 
last  year  the  introduction  and  sponsorship 
of  a measure  to  provide  further  protec- 
tion for  the  physician  in  connection  with 
blood  transfusions  and  the  transplant  of 
human  organs.  In  a Florida  case  some 
time  ago,  a physician  was  held  liable  for 
the  contracting  by  a patient  of  a disease 
alleged  to  have  resulted  from  organisms 
in  blood  transfused,  upon  the  theory,  ap- 
parently, that  the  blood  was  a commodity 
and  therefore  that  the  situation  was 
covered  by  the  legal  principle  of  implied 
warranty  of  merchantability  shall  not  ap- 
seller.  The  bill,  as  introduced  in  the  Senate 
by  Dr.  Owens,  provided  that  this  implied 
warranty  of  merchantability  shall  not  ap- 
ply to  blood  and  other  human  organs  and 
defines  the  transfer  and  transfusion  of 
such  substances  as  medical  service.  The 
bill  received  a favorable  committee  report 
and  passed  the  Senate  without  difficulty. 
It  encountered  some  slight  opposition  in 
committee  in  the  House,  but  emerged  with 
a majority  favorable  report  and  passed  the 
House,  also  without  difficulty.  It  has  been 
ratified  and  has  now  become  law  in  the 
form  we  proposed. 

There  wras  another  bill  which  the  Asso- 
ciation initiated  but  which  we  did  not  pur- 
sue. This  was  designated  to  prohibit  ad- 
vertising by  members  of  the  healing  arts, 


including  by  name  the  osteopaths,  chiro- 
practors, dentists  and  others,  as  well  as 
physicians.  Although  no  objection  was 
heard  from  any  of  the  other  groups,  the 
bill  ran  into  immediate  and  violent  opposi- 
tion from  the  chiropractors.  This  was  to 
have  been  expected,  since  it  was  no  secret 
that  the  bill  was  aimed  at  this  particular 
group.  They  were  aided  and  abetted  also 
by  the  news  media,  who  profit  from  their 
advertising.  One  radio  station  wrote  a 
letter  to  each  Senator  castigating  the  med- 
ical profession  in  severe  terms.  In  view 
of  the  violence  of  the  contest  which  was 
evidently  in  prospect,  and  the  relative 
unimportance  to  the  medical  profession 
itself,  it  was  decided  not  to  make  the 
fight  this  year.  The  bill  remains  in  com- 
mittee and  we  made  no  effort  to  have  it 
reported. 

The  optometrists  have  been  trying 
throughout  the  session  to  obtain  passage 
of  a bill  designed  primarily  to  prevent  ad- 
vertising by  optometrists  and  the  location 
within  the  state  of  chain-store  type  vend- 
ing of  glasses.  The  bill  was  studied  by  the 
ophthalmologists  and  was  not  considered 
objectionable.  It  was  generally  conceded 
that  the  main  purposes  which  it  expressed 
were  desirable.  We  kept  in  touch  with  the 
progress  of  the  bill  and  attended  two  pub- 
lic hearings,  but  without  any  attempt  to 
oppose  or  favor  the  measure.  After  con- 
siderable delay,  it  appears  nowT  that  it  will 
become  law  before  the  session  adjourns. 

There  have  been  several  other  meas- 
ures which  have  been  studied  as  they  were 
introduced  but  nothing  has  developed 
which  our  officials  considered  detrimental 
to  the  profession’s  interest.  Thus,  it  has 
been  a far  lighter  session  so  far  as  our 
work  is  concerned  than  any  we  have  ex- 
perienced in  several  years.  We  would  like 
to  pay  tribute  to  the  invaluable  advantage 
of  the  presence  of  Dr.  Frank  C.  Owens  in 
the  Senate.  He  is  an  effective  and  highly 
respected  member  of  that  body.  His  court- 
ly manner  and  gracious  approach  are  only 
two  of  his  fine  qualities.  Our  very  pleasant 
relations  and  mutual  understanding  over 
the  years  have  made  it  a pleasure  and 


August,  1968 


329 


privilege  to  work  with  him.  His  presence 
in  the  Senate  has  tended  to  lighten  the 
burden  of  our  efforts  considerably. 

The  general  work  of  the  administrative 
office  has  continued  as  in  previous  years 
but  with  the  natural  increase  resulting 
from  the  larger  membership  as  it  grows 
from  year  to  year.  With  the  additional 
financing  we  have  added  to  our  office 
personnel  and  believe  that  our  records  and 
record-keeping  have  proceeded  more 
smoothly  than  ever. 

During  the  past  year  a change  was 
made  in  the  printing  of  the  Journal  of 
the  Association.  The  journal  had  been 
printed  for  many  years,  ever  since  before 
our  connection  with  the  Association,  by 
Provence-Jarrard  Company  of  Greenville. 
They  did  a first  class  job,  but  we  learned 
last  year  of  the  possibility  of  getting 
equally  as  good  performance  for  less 
money.  Finally,  and  of  course  with  Dr. 
Waring’s  approval,  the  change  was  made 
and  beginning  with  the  November  1967 
isue,  the  Journal  is  now  being  printed  by 
the  Progress  Press  of  Fuquay-Varina, 
N.  C.  Prior  to  making  the  change,  efforts 
were  made  to  find  another  printer  in  South 
Carolina  who  would  do  a comparable  job 
for  less  money,  but  we  were  unsuccessful. 
Since  ours  is  the  business  office  for  the 
Journal,  we  are  particularly  glad  to  call 
to  your  attention  the  substantial  increase 
in  the  profit  from  its  publication.  This  is 
due  in  part  to  an  improvement  in  the 
advertising  income,  and  in  part  to  the 
savings  made  by  the  change  in  printers. 

The  usual  AMA  and  other  meetings 
were  attended  during  the  year  and  liaison 
maintained  with  that  and  the  other  State 
organizations.  We  cooperated  with  Dr. 
Waring  in  the  planning  and  holding  of  the 
County  Society  Officers  Conference  in 
February.  The  program  was  good  and  the 


attendance  better  than  usual.  We  have 
undertaken  to  answer  correspondence  and 
inquiries  from  members  and  societies  a- 
like,  accepted  invitations  to  county  so- 
ciety meetings  when  received,  and  given 
legal  opinions  when  requested. 

We  have  undertaken  to  keep  as  closely 
in  touch  as  possible  with  Blue  Shield, 
the  State  Board  of  Health  and  Department 
of  Public  Welfare  through  the  liaison  com- 
mittee on  Title  XIX.  Along  with  Dr. 
Eaddy,  Dr.  Aycock  and  Dr.  Arthur  Rivers, 
we  attended  a conference  in  January  on 
Title  XIX,  in  the  effort  once  more  to  iron 
out  points  of  difference  in  connection  with 
the  administration  of  the  program.  As 
undoubtedly  you  are  aware,  it  remains 
in  the  hands  of  the  Department  of  Public 
Welfare  with  certain  phases  to  be  admin- 
istered by  the  Department  of  Public 
Health.  Your  President  this  year,  along 
with  Dr.  Johnson  last  year  and  Dr.  Price 
the  year  before,  did  all  they  could  to  have 
the  program  put  into  the  hands  of  the 
Department  of  Health,  but  the  decision 
was  otherwise.  The  State  Plan  for  Title 
XIX  has  been  approved  by  Washington, 
and  according  to  our  latest  information 
from  Dr.  Rivers,  is  to  become  effective  on 
June  1st. 

In  conclusion,  let  me  express  my  keen 
appreciation  of  the  opportunity  to  have 
worked  in  the  past  year  with  Dr.  Eaddy, 
your  President,  Dr.  William  Perry,  Chair- 
man of  Council  Dr.  Howard  Stokes,  Dr. 
Ben  Miller  and  the  other  officials  of  the 
Association.  Our  cordial,  friendly  relation- 
ship, their  unfailing  courtesy  and  consid- 
eration both  to  the  Executive  Secretary 
and  our  office  personnel  have  made  this 
our  24th  year  one  of  the  most  pleasant  in 
our  long  association. 

Respectfully  submitted, 

M.  L.  Meadors 
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SOUTH  CAROLINA  MLDICAL  ASSOCIATION 
120th  ANNUAL  SESSION 
HOUSE  OF  DELEGATES 

NORMAN  O.  EADDY,  Presiding 

ABBREVIATED  MINUTES  OF  THE 
MEETING 

May  13,  1968 

Ocean  Forest  Hotel  Myrtle  Beach,  S.  C. 


Dr.  Eaddy:  I will  ask  the  Chairman  of  the 
Credentials  Committee,  Dr.  Rush,  for  his  report 
please. 

Dr.  Cyril  B.  Rush.  Chairman  of  Credentials: 

Mr.  President,  eighty-six  (86)  Members  of  the 
House  of  Delegates  are  present.  This  constitutes 
a quorum. 

The  Chair:  At  this  time  we  will  ask  for  the 
presentation  of  resolutions  and  recommendations. 

Dr.  R.  S.  Solomon,  Committee  on  Alcoholism  and 
Drug  Addiction.  There  is  a copy  of  this  resolution 
before  you  on  the  table. 

A Resolution 

WHEREAS,  Alcoholism  is  recognized  as  a sep- 
arate disease  entity  by  leading  medical  and  health 
authorities;  and 

WHEREAS,  The  treatment  of  alcoholism  can  be 
properly  and  adequately  performed  in  most  general 
hospitals,  and 

WHEREAS,  Early  and  proper  diagnosis  and  treat- 
ment is  more  often  necessary  to  proper  manage- 
ment and  recovery;  and 

WHEREAS,  Acure  alcoholism  and  withdrawal 
may  be  a medical  emergency;  and 

WHEREAS,  The  disease,  alcoholism  and  with- 
drawal may  be  a medical  emergency;  and 

WHEREAS,  The  disease,  alcoholism  therefore, 
presents  a problem  deserving  the  attention  and 
active  participation  of  the  medical  profession  gen- 
erally; NOW  THEREFORE 

BE  IT  RESOLVED,  That  the  House  of  Delegates 
of  the  South  Carolina  Medical  Association,  in  meet- 
ing duly  assembled  this  13th  day  of  May,  1968,  does 
hereby  recommend  to  hospital  adminstrators,  medi- 
cal staff  and  governing  boards  of  all  registered 
hospitals  in  South  Carolina: 

1.  That  rules,  regulations  and  by-laws  of  said 
hospitals  be  amended  to  allow  admission  and  treat- 
ment of  alcoholics. 

2 That  patients  suffering  from  alcoholism  be  ad- 
mitted for  treatment  and  care  at  the  request  of 
their  physician  or  service. 

3.  That  the  South  Carolina  Insurance  Commission 
be  urged  to  earnestly  solicit  the  cooperation  of  all 
carriers  of  hospitalization,  health  and  accident 
insurance  in  the  State  of  South  Carolina  to  include 
in  coverage  afforded  by  them  treatment  for  acute 
and  chronic  alcoholism  as  a basic  coverage. 


4.  That  the  physicians  of  the  South  Carolina  Medi- 
cal Association  utilize,  where  applicable,  the  diag- 
nosis of  alcoholism  in  order  that  the  patient  may 
avail  himself  of  insurance  coverage  as  set  forth  in 
paragraph  3 above. 

BE  IT  FURTHER  RESOLVED,  That  this  Resolu- 
tion, when  adopted,  receive  promulgation  and  im- 
plementation as  the  policy  of  the  South  Carolina 
Medical  Association.  (Thank  you.) 

COMMITTEE  ON  ALCOHOLIC  AND 
DRUG  ADDICTION 
Robert  S.  Solomon,  M.D. 

Donald  L.  Duerch,  M.D. 

Joseph  Marshall,  M.D. 

Harold  Moody.  M.D. 

Hunter  Rentz,  M.D. 

The  Chair:  Thank  you,  Dr.  Solomon.  We  will  re- 
fer that  to  the  Committee  on  Public  and  Industrial 
Health. 

Dr.  William  H.  Hunter,  Anderson  Medical  Society 
* Recognized ) 

SUBJECT:  TO  ENCOURAGE  IMPLEMENTATION 
OF  AMPAC  AND  SCALPEL. 

WHEREAS,  government  at  all  levels  is  concerning 
itself  with  the  provision  of  health  services;  and 

WHEREAS,  government  activity  and  policies  with 
respect  to  the  provision  of  health  services  are  deter- 
mined by  our  elected  representatives  to  the  con- 
gress; and 

WHEREAS,  the  increasing  intrusion  of  govern- 
ment into  the  patient-doctor  relationships  is  not  in 
the  best  interest  of  the  medical  profession  and  of 
the  patient;  NOW  THEREFORE  BE  IT 

RESOLVED,  that  the  House  of  Delegates,  S.  C. 
Medical  Association  go  on  record  as  endorsing  the 
medical  PAC  organizations;  AND  BE  IT  FURTHER 

RESOLVED,  that  the  House  of  Delegates  en- 
courage the  members  of  our  organization  and  their 
wives  to  become  members  of  SCALPEL  and  AMPAC 
to  the  end  that  our  free  enterprise  system  of  medi- 
cal practice  may  be  preserved  and  that  the  tradi- 
tional patient-doctor  relationship  and  the  high 
quality  medical  care  which  has  characterized  our 
system  of  medical  practice  may  prevail. 

Respectfully  submitted, 
Anderson  County  Delegation 

The  Chair:  Dr.  Hunter  we  will  refer  that  to 
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the  Reference  Committee  on  Miscellaneous  Business. 

Dr.  Ford  Mclver  Charleston: 

REGISTER  FOR  PATIENTS  WITH  DOWN’S 
SYNDROME  (MONGOLISM) 

WHEREAS,  recent  discoveries  related  to  the 
metabolism  of  tryptophan  in  mongols  gives  some 
reason  to  hope  that  infants  with  this  abnormality 
may  be  helped,  and 

WHEREAS,  there  is  at  present  no  organized  pro- 
gram in  South  Carolina  to  register  infants  born 
with  mongolism,  and 

WHEREAS,  the  South  Carolina  Retarded  Chil- 
dren’s Habilitation  Center  is  attempting  to  establish 
a registry  for  patients  with  mongolism,  and 

WHEREAS,  the  Center  has  already  obtained  the 
approval  for  this  program  of  The  South  Carolina 
Chapter  of  the  American  Academy  of  Pediatrics  and 
of  the  State  Health  Officer,  now  therefore, 

BE  IT  RESOLVED,  that  the  South  Carolina 
Medical  Association  approves  the  establishment  of 
a Register  of  Patients  with  Down’s  Syndrome 
(mongolism)  which  shall  be  subject  to  approval 
by  the  State  Health  Officer  and  which  shall  func- 
tion on  a voluntary  basis  and  urges  the  support  of 
its  membership  for  this  effort. 

The  Chair:  That  will  be  referred  to  the  Reference 
Committee  on  Public  and  Industrial  Health. 

Dr.  Eddie  Parker  (Charleston— Recognized) : The 
Charleston  County  Delegation  would  like  to  pre- 
sent four  (4)  resolutions.  I shall  present  the  first. 
Dr.  J.  C.  Hawk  the  second.  Dr.  Ken  Boniface  the 
third  and  Dr.  F.  M.  Ball  the  fourth. 

(Dr.  Parker,)  “Direct  Billing  Under  Medicaid” 

WHEREAS,  Federal  Law  and  regulations  permit 
direct  billing  of  patients  under  Medicare  and,  if 
desired  by  each  individual  State,  of  patients  not 
receiving  direct  welfare  support  under  the  expand- 
ing Medicaid  program,  and 

WHEREAS,  Medicaid  regulations  in  South  Caro- 
lina do  not  direct  billing  of  patients  but  restrict 
payment  to  physicians  to  the  assignment  method, 
and 

WHEREAS,  as  Medicare  is  expanded  in  South 
Carolina,  an  increasing  number  of  citizens  will 
thus,  under  the  present  regulation,  become  directly 
dependent  on  public  funds  for  medical  care  which 
will  alter  their  private  patient  status,  and 

WHEREAS,  it  is  considered  best  for  the  physi- 
cian-patient relationship  that  the  patient  be  directly 
responsible  in  his  contract  with  his  physician,  in 
accordance  with  the  principles  repeatedly  reaf- 
firmed by  our  State  Association  and  the  American 
Medical  Association,  and 

WHEREAS,  private  patients  subsidized  under  the 
Medicaid  program  should  have  all  the  privileges 
granted  private  patients  under  the  Medicare  pro- 
gram, now  therefore 

BE  IT  RESOLVED,  that  the  South  Carolina  Medi- 
cal Association  recommends  that  Medicaid  regula- 
tions in  South  Carolina  be  amended  so  that  direct 


billing  of  private  patients  under  the  Medicaid  pro- 
gram be  permitted  in  accordance  with  Federal 
law,  and 

BE  IT  FURTHER  RESOLVED,  that  the  South 
Carolina  Medical  Association  shall  petition  the 
South  Carolina  Assembly  to  effect  this  change  in 
the  Medicaid  program  in  this  State. 

The  Chair:  Dr.  Parker,  we  wil  refer  that  to  the 
Reference  Committee  on  Legislation  and  Public  Re- 
lations. 

The  Chair:  Dr.  J.  C.  Hawk 

Dr.  J.  C.  Hawk  (Charleston) 

RESOLUTION  ON  COSTS  OF  HOSPITALIZATION 

WHEREAS,  increases  in  the  costs  of  hospitaliza- 
tion have  been  given  wide  publicity  and  are  now 
the  object  of  investigations  by  both  the  Executive 
and  Legislative  branches  of  the  Federal  Govern- 
ment, and 

WHEREAS,  the  South  Carolina  Medical  Associa- 
tion shares  this  concern,  particularly  about  the 
sharp  and  unprecedented  rise  which  has  occurred 
during  the  recent  years  of  increasing  governmental 
financing  and  regulation,  and 

WHEREAS,  there  has  been  the  clear  implication 
that  unless  soaring  costs  are  checked,  additional 
control  measures,  either  by  legislation  or  by  execu- 
tive directive,  will  be  considered  necessary,  and 

WHEREAS,  the  President  has  called  for  meas- 
ures to  provide  incentives  for  efficiency  by  a sys- 
tem of  rewards  and  penalties,  and 

WHEREAS,  hospitalization  costs  are  concerned 
with  both  the  per  diem  rates  and  utilization  figures, 
and 

WHEREAS,  there  must  already  exist  a full 
reservoir  of  experience  in  such  costs  under  com- 
plete Federal  Governmental  control  in  the  records 
of  the  Veterans  Administration  Hospitals  and 
other  Federally  operated  hospitals,  therefore 

BE  IT  RESOLVED,  that  the  House  of  Delegates 
of  the  South  Carolina  Medical  Association  in  ses- 
sion May  14,  1968,  does  hereby  request  and  urge 
the  American  Medical  Association: 

1)  to  cooperate  with  both  branches  of  the  Fed- 
eral Government  in  the  investigation  of  the  true 
reasons  for  rising  hospital  costs,  and 

2)  To  undertake  to  collect  figures  which  portray 
accurately  the  per  diem  costs  in  Veterans  Adminis- 
tration and  other  Federally  operated  hospitals,  re- 
flecting not  only  current  expenses  but  also  appro- 
priate charges  for  all  levels  of  administration,  and 
an  adequate  amount  to  cover  orgininal  construction 
and  equipment  costs  and  depreciation,  and 

3)  Further,  to  collect  utilization  and  hospital 
stay  data  from  Veterans  Administration  and  other 
Federally  controlled  hospitals  in  order  to  have  ac- 
curate figures  for  the  average  hospitalization  costs 
in  these  hospitals  for  specific  categories  of  ill- 
nesses or  types  of  surgical  procedures,  by  age 
groups,  and 

4)  To  insist  in  testimony  before  Congressional 
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committees  that  such  data  be  widely  publicized  and 
utilized  as  a yard  stick  for  evaluating  hospital  costs 
in  non-Federally  controlled  hospitals,  and 

BE  IT  FURTHER  RESOLVED,  that  the  South 
Carolina  delegates  to  the  American  Medical  Asso- 
ciation be  instructed  to  introduce  a resolution  of 
similar  wording  and  intent  at  the  Annual  Meeting 
of  the  House  of  Delegates  of  the  AMA  in  June, 
1968. 

The  Chair:  Dr.  Hawk,  we  will  refer  that  to  the 
Reference  Committee  on  Miscellaneous  Business. 

Dr.  Kenneth  Boniface  (Recognized): 

“RESOLUTION  ON  THE  PRACTICE  OF 
MEDICINE” 

WHEREAS,  the  practice  of  medicine  has  long 
been  an  esteemed  profession  which  has  and  now 
continues  to  give  invaluable  service  to  mankind 
as  a free  and  dignified  profession. 

WHEREAS,  as  a free  profession,  the  practice  of 
medicine  and  its  ailied  disciplines  have  made  great 
discoveries  which  have  prolonged  life  and  eased 
human  suffering,  and  now  give  hopes  of  even 
greater  discoveries. 

WHEREAS,  Changes  in  the  political,  social,  eco- 
nomic life  of  the  nation  present  a challenge  to  the 
continued  leadership,  growth  and  progress  of  the 
medical  profession,  and 

WHEREAS,  a profession  owes  its  esteem  and 
its  right  to  survive  by  the  services  it  renders  to 
its  fellowman  and  to  mankind,  and 

WHEREAS,  there  is  a growing  gap  between  the 
need  for  medical  services  and  the  availability  of 
medical  services,  therefore 

BE  IT  RESOLVED,  that  the  South  Carolina  Medi- 
cal Association  establish  a committee  to  study  the 
needs  of  the  State  for  medical  care  in  the  light 
of  present  knowledge  of  the  prevention  and  cure 
of  disease  and  of  our  expected  future  advances  in 
medical  knowledge, 

And  to  initiate  programs  through  which  physi- 
cians as  individuals  and  collectively  through  their 
associations  can  take  an  active  leadership  in  pro- 
viding Health  Care  for  the  community. 

And  to  study  the  means  by  which  the  medical 
profession  can  provide  the  needed  medical  services 
within  the  framework  of  a free  and  honored  profes- 
sion. 

The  Chair:  Thank  you  Dr.  Boniface  that  will  be 
referred  to  the  Reference  Committee  on  Miscel- 
laneous Business. 

Dr.  F.  M.  Ball,  Charleston  (Recognized):  Mr. 
President,  I have  two  resolutions. 

WHEREAS,  a question  has  arisen  as  to  whether 
the  Blue  Shield  Corporation  is  now  acting  as  a 
private  business  in  the  State  of  South  Carolina, 
and 

WHEREAS,  if  it  is  the  opinion  of  the  legal  ad- 
visor of  the  State  Association  that  this  is,  in  fact, 
the  case 

BE  IT  RESOLVED,  that  the  State  of  South  Caro- 


lina Medical  Association  withdraw  as  rapidly  as 
possible  from  the  operation  of  the  Blue  Shield 
Corporation  as  long  as  this  is  accomplished  with- 
out injury  to  the  present  policy  holders  or  com- 
promising their  health  coverage  in  any  way. 

The  Chair:  Thank  you,  this  resolution  will  be 
referred  to  the  Reference  Committee  on  Insurance, 
Blue  Cross-Blue  Shield. 

Dr.  F.  M.  Ball  (Continuing)  The  second  resolu- 
tion is  one  commending  Senator  Strom  Thurmond, 
you  do  not  have  a copy  of  this. 

“Commendation  of  Senator  Strom  Thurmond” 

WHEREAS,  Senator  Strom  Thurmond  of  South 
Carolina  was  reported  to  be  the  only  man  in  the 
U.  S.  Senate  to  oppose  and  vote,  loud  and  clear  in 
a voice  vote,  against  the  confirmation  of  Wilbur 
J.  Cohen  as  Secretary  of  the  Department  of  Health, 
Education  and  Welfare,  and 

WHEREAS,  Wilbur  J.  Cohen  is  believed  to  be  the 
major  proponent  for  the  establishment  of  national 
socialized  medicine  in  the  United  States,  in  spite 
of  his  frequent  denials  of  such  intention,  and 

WHEREAS,  The  South  Carolina  Medical  Associa- 
tion has  consistently  opposed  the  establishment  of 
socialized  medicine  in  this  country,  now  therefore 

BE  IT  RESOLVED,  That  the  South  Carolina 
Medical  Association  commends  Senator  Strom 
Thurmond  and  expresses  its  appreciation  for  his 
vote  against  the  confirmation  of  Wilbur  J.  Cohen 
as  Secretary  of  Health,  Education  and  Welfare  and 
for  his  firm  and  courageous  opposition  through  the 
years  to  the  establisment  of  state  medicine  and  na- 
tional socialism  in  the  United  States  of  America, 
and 

BE  IT  FURTHER  RESOLVED,  That  a copy  of 
this  resolution  be  forwarded  to  him  by  the  Secre- 
tary of  The  South  Carolina  Medical  Association. 

The  Chair:  Doctor,  we  will  refer  that  to  the 
Reference  Committee  on  Miscellaneous  Business. 

Dr.  C.  C.  Wannamaker  (Recognized):  (Charles- 
ton County)  I will  read  a resolution  for  Dr.  I.  Grier 
Linton. 

BE  IT  RESOLVED 

1.  That  the  Coordination  of  Benefits  Rider,  re- 
cently sent  to  Blue  Cross  insureds,  be  rescinded. 

The  instruction  is  that  this  rider  is  to  become  a 
part  of  the  Blue  Cross  coverage  without  offering 
any  reduction  in  premiums  or  even  with  the  in- 
sured’s permission.  This  is  a unilateral  dictum  and 
not  an  agreement. 

BE  IT  RESOLVED 

1.  That  the  South  Carolina  Insurance  Commis- 
sion restrict  the  practice  of  “Coordination  of  Bene- 
fits,” unless  the  insured,  who  has  a reduction  of 
benefits,  is  refunded  a portion  of  his  premium 
which  he  paid  for  family  coverage  that  year. 

2.  That  insurance  carriers  be  prohibited  from 
selling  policies  and  collecting  premiums  on  dupli- 
cating family  insurance  plans  unless  they  will  pay 
benefits  in  full,  according  to  the  schedule  of  bene- 
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fits  set  forth  in  the  policies. 

3.  That  the  Hospital  Sponsorship  Agreement  is 
an  invasion  of  a patient’s  privacy  and  is  not  a part 
of  the  hospital  administration’s  duties,  which  are 
to  see  that  the  hospital  is  paid  for  services.  Co- 
ordination of  Benefits  is  the  business  of  the  in- 
surance companies  in  their  relationship  to  the  policy 
holders. 

The  Chair:  Doctor,  we  will  refer  this  to  the 
Reference  Committee  on  Insurance,  Blue  Cross- 
Blue  Shield. 

Dr.  J.  P.  Booker,  Oconee  County  (Recognized): 

Mr.  Chairman,  I have  two  resolutions,  these  are 
from  the  Oconee  Medical  Society  (County).  (Re: 
Inspection  of  Hospitals)  WHEREAS,  the  Oconee 
County  Medical  Society  exists  as  an  affiliate  of  the 
South  Carolina  Medical  Association,  and  likewise 
is  identical  with  the  Medical  Staff  of  Oconee  Me- 
morial Hospital  and; 

WHEREAS,  the  Oconee  Memorial  Hospital  Medical 
Staff  and  hence  the  Oconee  County  Medical  Society 
feels  that  the  State  Board  of  Health  regulations 
appertaining  to  the  licensure  of  hospitals  are  in 
some  ways  obsolete  and: 

WHEREAS,  the  Oconee  County  Medical  Society 
particularly  and  strongly  objects  to  the  physical 
inspection  of  privileged  information  as  recorded 
on  the  patient’s  medical  record  by  lay  personnel 
representing  the  licensure  section  of  the  State  Board 
of  Health  and; 

WHEREAS,  the  Oconee  County  Medical  Society 
feels  that  certification  or  accreditation  by  the  Joint 
Commission  on  Accreditation  of  Hospitals  whose  in- 
spections are  carried  out  by  licensed  doctors  of 
medicine  should  stand  in  lieu  of  and  suffice  to 
answer  and  provide  ample  assurance  that  the  stand- 
ards set  forth  by  the  South  Carolina  Board  of 
Health  are  being  met; 

NOW  THEREFORE  BE  IT  RESOLVED,  that  the 
South  Carolina  Medical  Association  hereby  recom- 
mends that  the  State  Board  of  Health  amend  hos- 
pital licensure  regulations  and/or  interpretations 
thereof  to  stipulate  that  hospitals  bearing  a certi- 
ficate of  accreditation  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  shall  be  construed  to 
have  met  state  regulations  concerning  medical  rec- 
ords and  the  contents  thereof,  precluding  the  neces- 
sity for  examination  of  the  said  records  by  lay 
employees  of  the  State  Board  of  Health,  this  being 
the  premise  of  the  Federal  Government  in  rela- 
tion to  the  “Medicare”  program  and; 

BE  IT  FURTHER  RESOLVED,  that  a physician 
employee  of  the  State  Board  of  Health  examine 
medical  records  of  non-accredited  hospitals.” 

The  Chair:  Thank  you.  Dr.  Booker.  This  will  be 
referred  to  the  Reference  Committee  on  Public  & 
Industrial  Health. 

(Dr.  Booker— continuing  Regarding  Vocational 
Rehabilitation  Examination) 

I.  BE  IT  RESOLVED,  that  the  Committee  recom- 


mends to  the  governing  body  of  the  South  Caro- 
lina Medical  Association  that  it  adopt  a resolution 
recommending  to  the  South  Carolina  State  Legisla- 
ture and  any  other  appropriate  state  agencies  con- 
cerned, that  “financial  need”,  as  determined  by 
reasonable  and  current  standards,  be  included  as 
a criterion,  along  with  physical  disability,  to  entitle 
a recipient  to  assistance  under  the  Vocational  Re- 
habilitation Program  as  pertains  to  financial  assis- 
tance to  the  handicapped. 

II.  BE  IT  RESOLVED,  that  this  Committee  recom- 
mend to  the  governing  body  of  the  South  Carolina 
Medical  Association  that  it  adopt  a resolution  recom- 
mending to  the  South  Carolina  Legislature  and  other 
appropriate  state  agencies,  a policy  requiring  that 
any  applicant  for  assistance  under  the  Vocational 
Rehabilitation  Program  be  examined  by  a physi- 
cian, preferably  one  specializing  in  the  field  of  the 
applicant’s  disability,  and  further  that  such  physi- 
cian preferrably  be  one  other  than  the  family  phy- 
sician of  the  applicant  and  that  the  costs  of  such 
independent  examination  be  borne  by  the  appro- 
priate agency  handling  Vocational  Rehabilitation 
Programs. 

III.  BE  IT  RESOLVED,  that  surgical  procedures 
authorized,  sponsored  and  paid  for  by  the  Vocational 
Rehabilitation  Program  be  performed  in  an  ac- 
credited hospital  with  a surgical  service  approved 
and  accredited  by  the  joint  commission  on  Accredi- 
tation of  the  American  Medical  Association  and  that 
such  accreditation  be  the  sole  standard  for  the  ap- 
proval of  the  medical  and  surgical  services  to  be 
performed  under  the  Vocational  Rehabilitation  Pro- 
gram. 

The  Chair:  Dr.  Booker  this  is  referred  to  the 
Reference  Committee  on  Public  & Industrial  Health. 

Dr.  R.  C.  Slocum,  Columbia  Medical  Society 
i Recognized) : 

This  is  a resolution,  Mr.  Chairman,  from  the 
Columbia  Medical  Society  concerning  “Water  Pollu- 
tion.” 

WHEREAS,  the  Legislature  of  the  State  of  South 
Carolina  has  gone  on  record  stating  that  water  is 
one  of  our  most  valuable  assets,  and 

WHEREAS,  many  communities  pump  raw  sewage 
into  our  rivers  and  streams  and  many  industries 
introduce  noxious  wastes  into  our  waters,  and  this 
pollution  results  in  the  destruction  of  wild  life  and 
reduces  the  availability  of  our  waters  for  commun- 
ity, industry  and  recreational  uses; 

NOW,  THEREFORE  BE  IT  RESOLVED,  that  the 
House  of  Delegates  of  the  South  Carolina  Medical 
Association,  realizing  the  necessity  for  the  preserva- 
tion of  this  valuable  asset,  request  the  South  Caro- 
lina State  Legislature  to  diligently  study  methods 
to  reduce  such  pollution,  to  pass  such  laws  as  needed 
to  control  this  pollution,  and  that  the  existing  laws 
be  vigorously  enforced. 

The  Chair:  Thank  you,  doctor,  that  resolution  is 
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referred  to  the  Reference  Committee  on  Public  & 
Industrial  Health. 

Dr.  Tucker  Weston,  of  Columbia  Recognized): 

Our  State  Board  of  Health  Laws  were  passed  in 
1894  setting  up  the  South  Carolina  Medical  Associa- 
tion as  the  State  Board  of  Health  of  South  Carolina 
with  the  South  Carolina  Medical  Association  electing 
seven  7>  men  to  the  executive  committee  of  the 
State  Board  of  Health  once  every  seven  years,  all 
seven  being  elected  at  the  same  time.  This  law  was 
amended  in  the  1920’s  and  at  present  the  Comptroller 
General  is  on  the  Board,  and  the  Nurses  Associa- 
tion, the  Veterinary  Association,  the  Dental  Associa- 
tion and  the  Pharmaceutical  Association  each  has 
one  member  on  the  executive  committee. 

This  is  a resolution  from  the  Columbia  Medical 
Society  reading1  Proposed  Changes-Code  of  Laws 
of  South  Carolina 

Re:  State  Board  of  Health. 

Section  3:  That  the  said  South  Carolina  Medical 
Association,  with  the  State  Officers  above  named, 
are  hereby  vested  with  all  the  rights  and  charged 
with  all  the  duties  pertaining  to  organizations  of 
like  character,  and  said  Board  of  Health  so  consti- 
tuted and  established  shall  be  the  sole  advisor  of 
the  State  on  all  questions  involving  the  protection 
of  the  public  health  within  its  limits,  and  it  shall  be 
the  duty7  of  the  said  Board  to  make  an  annual  re- 
port to  the  Legislature  on  all  matters  relating  to 
its  action. 

Section  4:  “That  the  said  Association,  shall  elect 
nine  members  with  one  member  being  from  each 
medical  district,  to  be  recommended  to  the  Gov- 
ernor, who  shall  appoint  them  to  cooperate  with 
the  State  officers  above  named,  to  constitute  an  Ex- 
ecutive Committee,  having  power  to  act  in  intervals 
of  the  meeting  of  the  State  Board  of  Health.  Each 
member  shall  be  elected  for  a term  of  three  years, 
and  these  terms  will  be  staggered  so  that  each 
year  three  members  will  be  elected.  Three  mem- 
bers will  be  elected  at  each  annual  meeting  of  the 
House  of  Delegates  of  the  South  Carolina  Medical 
Association.  Further  providing  that  no  member  shall 
serve  for  more  than  three  consecutive  terms.  In 
the  event  of  a vacancy  between  the  annual  meeting 
of  the  South  Carolina  House  of  Delegates,  Council 
of  the  South  Carolina  Medical  Association  shall 
recommend  to  the  Governor  on  the  recommendation 
of  the  councilor  in  the  district  where  the  vacancy 
occurs.  Furthermore,  providing  that  when  vacancies 
occur  among  the  members  representing  the  State 
Nurses,  the  state  Dental  and  State  Pharmaceutical 
and  State  Veterinary  Association  replacements  shall 
be  recommended  by  the  governing  council  of  their 
organizations. 

Further  providing  that  upon  the  implementation 
of  this  act  that  no  member  of  the  executive  com- 
mittee be  elected  for  a term  of  less  than  three  years, 
i.e.  3 members  for  3 years,  3 members  for  4 
years,  and  3 members  for  5 years. 


The  Chair:  Dr.  Weston,  that  will  be  referred  to 
the  Reference  Committee  on  Legislation  and  Pub- 
lic Relations,  thank  you. 

Dr.  Tucker  Weston:  I have  this  other  one.  This 
is  a Resolution  to  Amend  Constitution.  It  has  laid 
on  the  table  one  year  to  be  taken  up  this  year. 

The  following  Amendment  to  the  Constitution  of 
the  South  Carolina  Medical  Association  was  pro- 
posed at  the  last  annual  meeting,  laid  on  the 
table,  and  is  to  be  voted  on  at  this  meeting. 

“Resolved  that  the  Constitution  and  By-Laws  be 
amended  so  that  only  the  five  most  immediate 
past  presidents  be  members  of  the  House  of  Dele- 
gates with  the  privilege  of  voting.  Any  past  presi- 
dent may  have  the  privilege  of  the  floor  of  the 
House  of  Delegates. 

The  Chair:  Dr.  Weston,  that  will  be  referred  to 
the  Reference  Committee  on  Constitution  & By- 
Laws. 

Dr.  J.  D.  Gilland  of  Conway  Recognized;: 

Mr.  President,  the  Horry  County  Delegation  re- 
spectfully submits  the  following  resolution  on 
“Representation  on  Hospital  Governing  Boards” 

Whereas,  doctors  as  citizens,  should  take  an  ac- 
tive interest  in  community  affairs  and 

Whereas,  hospitals  need  active  support  and  ad- 
vice of  the  members  of  the  medical  community 
and  only  by  having  physicians  active  on  governing 
boards  can  proper  liaison  between  administrators 
and  staff  be  maintained  and 

Whereas,  Doctors  of  Medicine  possess  knowledge 
that  can  be  valuable  to  hospital  administration; 
therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  recom- 
mend to  each  county  medical  society  that  it  ac- 
tively and  aggressively  promote  membership  by 
members  of  their  respective  societies  on  govern- 
ing boards  of  the  hospitals  within  their  area,  and 
be  it  further 

RESOLVED,  that  the  House  of  Delegates  recom- 
mend to  the  Governor  of  South  Carolina  that  mem- 
bers of  the  South  Carolina  Medical  Association  be 
represented  on  the  advisory  boards  of  state  hos- 
pitals, and  that  copies  of  this  resolution  be  for- 
warded to  the  Governor  of  the  State  of  South  Caro- 
lina, the  South  Carolina  Senate  and  the  House  of 
Representatives . 

The  Chair:  Dr.  Gilland  we  will  refer  that  to  the 
Reference  Committee  on  Miscellaneous  Business. 

Dr.  William  T.  Hendrix,  Spartanburg  1 Recog- 
nized;: 

Several  of  our  local  MD's  checked  by  the  Inter- 
nal Revenue  Service.  I am  on  a committee  of  the 
United  Fund  and  our  committee  met  with  the  head 
of  the  office  and  our  representative  was  told  the 
same  thing  that  the  Internal  Revenue  Service  now 
interprets  the  use  of  a physician's  car  and  its  de- 
preciation in  this  manner — that  the  hospital  is  now 
an  extension  of  your  office  and  any  trips  you  make 
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to  the  hospital,  whether  it  is  three  at  night  or  four 
at  night  or  six  during  the  day— that  is  commuting 
and  can  not  be  deducted.  In  other  words  one  phy- 
sician was  checked  for  ’65  and  was  allowed  80% 
deducation  on  the  costs  and  use  of  his  car  and  was 
checked  this  year,  for  ’66  and  was  told  it  now 
appears  that  the  only  house  calls  you  make  amount 
to  30%  of  the  use  of  your  car— so  you  can  de- 
preciate, on  the  cost  and  running  of  your  car  30%, 
all  these  trips  to  the  hospital  are  commuting.  So, 
the  Spartanburg  Delegation  submits  the  following 
resolution. 

From:  Spartanburg  Delegation 
Subject:  Automobile  deductions— Internal  Revenue 
Service. 

“Whereas,  the  Internal  Revenue  Service  is  classi- 
fying all  the  use  of  a physician’s  car  as  ‘commut- 
ing’ and 

Whereas,  there  are  still  a large  number  of  doc- 
tors in  South  Carolina  who  make  house  calls,  and 
Whereas,  there  are  some  doctors  in  the  state  who 
must  travel  fifteen  to  thirty  miles  to  and  from  a 
hospital  sometimes  once  and  twice  or  more  a day, 
and 

Whereas,  this  change  places  an  unfair  hardship 
on  physicians;  now,  therefore  be  it 
Resolved  that  the  State  Medical  Association  at 
the  state  level  try  to  persuade  the  state  director  of 
the  I.R.S.  of  this  inequity,  and  be  it  further 
Resolved  that  the  delegates  to  the  A.M.A.  urge 
the  A.M.A.  to  attempt  to  change  this  unjust  regula- 
tion at  the  national  level. 

The  Chair:  Dr.  Hendrix,  we  will  refer  this  resolu- 
tion to  the  Reference  Committee  on  Miscellaneous 
Business. 

Dr.  Wm.  Weston,  Jr.  (Columbia) — Recognized: 

Mr.  President,  this  is  titled  “The  Marchers” 

This  is  a personal  resolution  shown  to  every  mem- 
ber of  the  Columbia  Delegation. 

Whereas,  the  so-called  group  of  marchers,  locally 
and  nationally,  create  disturbances, 

Whereas,  these  Marchers  produce  emotional  up- 
sets—invite  widespread  unlawful  acts, 

Whereas,  these  acts  lead  to  breaking  laws  and  in- 
terference with  the  normal  duties  of  the  police  and 
fire  departments, 

Whereas,  fights  occur,  arson  by  setting  fire  and 
destruction  of  buildings,  both  commercial  and 
private  residences,  thus  inviting  looting, 

Whereas,  these  acts  cause  accidents  and  threats 
to  our  citizenry  and  damage  to  the  community  health, 
Therefore  be  it  resolved  that  we  plead  with  the 
House  of  Representatives  of  the  United  States  and 
the  Senate  of  the  United  States  to  cause  a halt  and 
stoppage  to  these  marches  for  a two-year  period. 

Further,  that  a copy  of  this  resolution  be  sent 
to  the  South  Carolina  Representatives  and  the 
Senators  and  to  the  President  of  the  United  States. 

Signed— William  Weston,  Jr. 
The  Chair:  Dr.  Weston,  We  will  refer  that  to  the 


Reference  Committee  on  Miscellaneous  Business. 

Dr.  W.  T.  Hendrix  of  Spartanburg  Delegation 
< Recognized) : 

Mr.  President,  I have  another  resolution  from  the 
Spartanburg  Delegation. 

<N.  B.  This  resolution  on  The  National  Safety  Act 
was  offered  after  the  Special  Order  of  Business- 
hut  was  placed  here  in  the  record,  to  keep  all 
resolutions  together.) 

'Dr.  Hendrix  reading) 

Whereas,  the  National  Safety  Act  requires  First 
Aid  training  set  up  by  each  state, 

Be  It  Resolved  that, 

(1)  The  South  Carolina  Medical  Association  en- 
dorse recommendations  of  AMA  Conference  on 
Emergency  Medical  Services  (Chicago,  Apr.  ’67)  Re: 
National  Highway  Safety  Act  of  1966  'No.  4.4.11)  in 
the  “First  Aid  & Rescue.” 

(2)  The  South  Carolina  Medical  Association 
recommend  to  the  South  Carolina  Legislature  that 
First  Aid  & Rescue  Standards  read  for  ‘Advanced 
Red  Cross  First  Aid  Training  or  The  Equivalent,’ 
where  any  or  part  of  this  expression  exists. 

The  Chair:  Dr.  Hendrix,  that  will  be  referred  to 
The  Reference  Committee  on  Legislation  and  Pub- 
lic Relations. 

The  Chair:  Dr.  Waring  and  Dr.  Owens,  will  you 
please  do  us  the  honor  of  escorting  the  members  of 
the  Woman’s  Auxiliary  Officer’s  Corps  in  please? 
'Mrs.  William  J.  Strohecker  of  Columbia,  Presi- 
dent, and  Mrs.  Peter  C.  Gazes,  of  Charleston,  Presi- 
dent-Elect, are  escorted  to  the  rostrum  amid  ap- 
plause, the  Convention  standing.) 

We  come  to  the  part  of  the  program,  Gentlemen, 
where  we  have  improvement  in  the  scenery.  Mrs. 
Strohecker,  who  is  the  President  of  the  Woman’s 
Auxiliary,  and  Mrs.  Gazes  who  is  the  President- 
Elect. 

Mrs.  Strohecker:  Good  morning.  On  behalf  of 
the  woman’s  Auxiliary  to  the  South  Carolina  Medi- 
cal Association  let  me  tell  you  that  we  have  had 
a most  excellent  year.  We  are  real  pleased  with 
the  progress  that  our  ladies  have  made  and  I am 
sure  that  you  will  be,  too.  We  gave  our  complete 
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report  yesterday  to  the  Council  and  we  would  be 
delighted  to  have  any  of  you  pick  up  our  program 
bulletin  and  read  what  your  wives  have  been  busy 
doing  all  year  long.  We  are  most  appreciative  of 
your  financial  support,  your  loyalty  and  devotion 
and  we  thank  each  one  of  you. 

Mrs.  Peter  C.  Gazes,  Pres. -Elect:  Mr.  Chairman 
and  members,  I come  before  you  today  to  extend 
the  services  of  the  Woman's  Auxiliary.  We  wish  to 
continue  to  promote  health  education  with  particular 
emphasis  on  our  teenagers  for  we  believe  that  the 
medicine  of  tomorrow  is  prevention.  Health,  Careers, 
Legislation,  Safety,  Disaster  Preparedness,  Com- 
munity Service  and  support  for  AMA-ERF  will  con- 
tinue to  be  our  major  projects.  Guide  us  and  sup- 
port us,  lend  us  your  encouragement,  call  on  us 
and  please  do  not  underestimate  the  value  of  one 
thousand-plus  women.  We  pledge  to  you  our  en- 
thusiasm, our  loyalty  and  our  devotion.  Thank  you. 

The  Chair:  Don’t  you  wish  they  were  permanent 
members  of  the  House  of  Delegates? 

The  Chair:  At  this  time  we  come  to  the  reports  of 


officers.  Is  the  Vice-President  here?  (Dr.  Harrison 
Peeples  comes  to  the  rostrum)  I will  ask  the  Vice- 
President  to  preside  while  the  President  presents 
his  address. 

Dr.  Harrison  L.  Peeples — Presiding. 

Dr.  Norman  0.  Eaddy’s  Presidential  Address  ap- 
peared in  the  July  number  of  the  Journal. 

Dr.  Peeples  (Presiding)  May  I,  in  your  behalf, 
commend  Dr.  Eaddy  on  his  very  informative  ad- 
dress and  express  for  you  our  appreciation  for  the 
fine  work  that  he  has  done  for  us.  He  has  devoted 
a great  amount  of  time  to  his  work  and  has  served 
us  well,  indeed. 

There  are  other  reports  from  offficers  and  Dr. 
Eaddy  will  now  preside. 

Dr.  Eaddy  (Resumes  the  Chair): 

Gentlemen,  at  this  time  we  have  a Special  Order 
of  Business,  the  meeting  of  the  Corporation  of  the 
Blue  Shield,  which  is  the  House  of  Delegates.  If 
Dr.  J.  Hal  Jameson  will  come  forward,  he  is  the 
President  of  The  South  Carolina  Medical  Care 
Plan. 


THE  ANNUAL  MEETING  OF  THE 
CORPORATION,  THE  SOUTH 
CAROLINA  MEDICAL  CARE  PLAN 


(SPECIAL  ORDER)  11:00  A.M.  May  13,  1968 
Dr.  J.  Hal  Jameson,  President — Presiding. 

Dr.  Jameson 

Report  to  the  Corporate  Body 
of  the 

South  Carolina  Medical  Association 

Medicine  pioneered  the  concept  of  medical-sur- 
gical prepayment  by  establishing  Blue  Shield  in 
1939.  In  those  early  days  the  distinctive  feature 
of  the  Plan  was  the  acceptance  of  responsibility 
for  the  Plan’s  stability  and  success  by  the  medical 
community.  Without  this  stabilizing  force,  the  early 
Plans  might  easily  have  failed. 

In  light  of  the  fact  that  health  care  financing 
has  become  increasingly  complex,  this  stabilizing 
force  provided  by  the  medical  community  is  needed 
today  more  than  ever. 

That,  plus  the  fact  that  the  federal  government 
is  getting  increasingly  involved  in  health  care  and 
the  public  is  demanding  more  and  better  health 
benefits  makes  it  abundantly  clear  that  organized 
medicine  needs  Blue  Shield  and  Blue  Shield  need 
organized  medicine  as  never  before. 

There  may  be  occasional  differences  between 
organized  medicine  and  Blue  Shield  but  the  co- 
operative efforts  put  forth  by  both  dring  the  past 
year  demonstrate  their  relationship  is,  and  will 
remain,  firm  and  steadfast. 

Enrollment 

Now,  a look  at  enrollment. 

With  talk  of  rising  medical  costs  a common 
topic  of  conversation  by  everyone  today  I’m  sure 
it  will  be  of  interest  to  all  of  you  to  know  that 
Blue  Shield  of  South  Carolina  experienced  a 


growth  for  1967  of  better  than  10  percent,  well 
above  the  4.29  percent  average  national  growth 
and  the  1.29  percent  for  the  District. 

A significant  portion  of  this  growth  can  be  ac- 
counted for  as  a result  of  our  upgrading  the  $250  fee 
schedule  on  October  1,  1967,  to  $325  and  increasing 
the  medical  care  provisions  to  a $5,  first  day  basis. 
These  changes  applied  to  all  $250  contracts  with 
the  exception  of  a few  special  accounts  and  repre- 
sent more  attractive  coverage  to  the  potential  en- 
rollee. 

By  way  of  comparison,  in  1963  only  29  percent 
of  our  subscribers  were  covered  under  the  $325 
contract.  At  the  end  of  1967,  this  had  increased  to 
65  percent  and  by  April  15  of  this  year  76  percent 
of  our  334,000  subscribers  were  under  the  $325  con- 
tract with  only  3 percent  remaining  with  the  $250 
contract. 

This  means  that  with  these  higher  benefits  the 
subscriber  is  receiving  better  protection  and,  more 
of  the  doctor’s  bill  is  being  paid. 

Earned  income  from  dues  from  all  contracts  for 
1967  totaled  $5,026,860  as  compared  to  $4,729,506 
for  1966. 

Claims  paid  in  1967  amounted  to  $4,034,480  as 
compared  to  $3,864,290  in  1966..  This  shows  a 
$170,190  increase  in  the  amount  of  claims  paid 
over  the  previous  year. 

Operating  expenses  for  1967  totaled  $734,173,  com- 
pared to  the  1966  total  of  $642,735.  .The  cost  of 
operations  per  contract  on  an  annual  basis  averaged 
$5.73.  Compare  this  to  the  $5.63  average  cost  for 
1966  and  the  efficiency  of  our  operation  is  obvious, 
in  light  of  the  inflationary  trend  today. 
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These  figures  provide  a monetary  reflection  of  a 
definite  growth  pattern  and  Blue  Shield  represen- 
tatives, backed  up  by  appropriate  advertising,  have 
demonstrated  in  the  past  year  the  aggressiveness 
necessary  to  surpass  the  average  national  growth 
pattern. 

Blue  Shield  gained  13,158  contracts  in  1967.  The 
year  end  report  showed  120,839  contracts  and  322,696 
members  accounting  for  the  overall  growth  of  more 
than  10  percent. 

Enrollment  also  reached  all-time  highs  in  two 
other  categories: 

The  number  of  Dread  Disease  contracts  increased 
by  1,942,  making  a total  of  34,858  at  the  end  of 
the  year. 

Prolonged  illness  contracts  were  up  2,934  for  a 
year-end  total  of  22,648. 

A comparable  net  gain  is  forecast  for  1968  and 
through  our  planning  and  marketing  system  there 
are  more  than  2,000  prospects  who  will  be  con- 
tacted during  the  year. 

Internal  Operations 

Internally,  Blue  Shield  operations  have  under- 
gone a complete  study  designed  to  identify  and 
analyze  immediate  and  long-range  requirements  to 
improve  service  and  operating  efficiency  for  all 
Blue  Shield  subscribers  on  a nationwide  basis. 

The  Stanford  Research  Institute  of  California,  in 
conjunction  with  the  National  Association  of  Blue 
Shield  Plans,  completed  the  four-week  survey  on 
February  16  of  this  year.  Ours  was  one  of  12  Blue 
Shield  Plans  cooperating  in  the  survey. 

Some  recommendations  were  made  as  a result  of 
(he  survey  and  in  those  areas  found  to  need  im- 
provement revisions  have  or  are  in  the  process  of 
being  made. 

I might  add  that  in  no  areas  did  the  Research 
Committee  find  any  serious  fault  with  any  of  our 
systems  or  procedures  and  their  recommendations 
were  related  more  to  minor  changes  in  work  flow 
and  in  combining  work  functions. 

Ralph  Schriber,  Senior  Systems  Analyst  for  the 
Institute,  said,  “We  were  very  impressed  with  the 
job  the  South  Carolina  Blue  Shield  Plan  is  doing. 
Our  study  shows  it  has  made  long-term  plans  and 
its  results  are  clearly  evident.  Its  methods  of  pro- 
viding service  to  subscribers  and  its  claims  proces- 
sing cycle  are  quite  streamlined. 

“The  internal  procedures  and  computer  systems 
approach  applied  by  it  are  some  of  the  more  ad- 
vanced we  have  reviewed.  As  a result,  the  in- 
formation gathered  here  has  provided  very  valuable 
input  to  our  study  and  will  be  most  beneficial  to 
other  Blue  Shield  Plans  throughout  the  United 
States.” 

We  increased  our  computer  efficiency  during  the 
year  by  replacing  our  two  IBM’s  with  one  new 
Honeywell  and  at  the  same  time  realized  an  approxi- 
mate 40  percent  savings  in  computer  rental  charge. 

However,  despite  the  fact  that  South  Carolina 


Blue  Shield  has  one  of  the  more  sophisticated  auto- 
mated systems  within  the  Blue  Cross-Blue  Shield 
movement,  it  has  been  decided  that  we  will  not 
be  able  to  maintain  this  status  without  a major 
systems  redesign. 

This  comprehensive  undertaking  has  already  been 
initiated  and  a tentative  deadline  of  January  1, 
1969,  has  been  set  for  completion.  Under  the  new 
system  the  subscriber’s  Social  Security  number  will 
be  his  identification  number.  This  will  involve  re- 
doing the  master  system,  all  programs,  all  pro- 
cedural manuals,  training  all  employees  in  the  new 
system  and  implementing  it. 

The  one  problem  faced  thus  far  is  not  in  re- 
designing the  systems  but  in  finding  qualified  pro- 
grammers to  fill  the  jobs. 

Professional  Relations 

Since  May  of  1967,  the  Professional  Relations  De- 
partment has  increased  its  personnel  in  order  to 
maintain  a smooth  flow  of  communication  between 
Blue  Shield  and  the  medical  profession. 

Informational  and  instructional  material  has  been 
disseminated  to  physicians  by  the  newsletter— 
“What’s  Going  on  at  Blue  Cross-Blue  Shield” — as 
well  as  through  individual  communications. 

Workshops  for  medical  assistants  have  been  held 
throughout  the  state  and  participation  and  attendance 
has  been  excellent.  The  last  series  of  workshops, 
held  in  cooperation  with  the  South  Carolina  Medical 
Association  and  the  South  Carolina  Hospital  As- 
sociation proved  most  rewarding,  with  approximately 
600  physicians  represented. 

To  date,  the  Professional  Relations  Department 
is  averaging  175  personal  calls  per  month  on  in- 
dividual physicians,  providing  assistance  and  in- 
formation to  the  physician  and/or  his  medical 
assistant,  to  conserve  your  time  and  facilitate 
prompt  payment  by  Blue  Shield  to  you. 

Non-participating  physicians,  consisting  of  phy- 
sicians just  beginning  practice  as  well  as  estab- 
lished physicians  who  are  not  participating  with 
Blue  Shield,  are  being  contacted.  To  date  we  have 
1,458  participating  physicians,  a gain  of  over  100 
within  the  past  year.  This  represents  the  highest 
gain  in  participating  physicians  in  several  years. 

As  a result  of  the  efforts  of  individual  physicians, 
as  well  as  specialty  groups  within  the  State,  the 
Revised  Physicians’  Manual  on  Medicare  has  just 
been  completed.  It  is  felt  that  this  manual  will  prove 
to  be  a valuable  tool  to  those  physicians  filing  on 
assignments  as  well  as  those  who  use  the  direct 
billing  method. 

At  present,  our  staff  is  nearing  the  completion  of 
the  revised  Blue  Shield  Manual,  with  emphasis  on 
brevity  and  simplicity.  Following  the  printing  and 
distribution  of  his  manual,  a series  of  workshops 
is  planned  to  provide  instructions  in  its  use. 

During  the  past  year,  the  Medical  Review  Com- 
mittee of  Blue-Cross-Blue  Shield  has  been  formed. 
The  purpose  of  this  committe  is  to  assure  that 
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South  Carolina  physicians  obtain  maximum  con- 
sideration for  themselves  and  their  patients.  This 
committee,  along  with  the  Plan's  Medical  Director, 
reviews  problem  cases  and  makes  recommendations 
to  your  Blue  Shield  Plan.  Outstanding  physicians 
throughout  the  State,  broadly  representative  of 
the  various  specialties,  have  been  selected  to  serve. 
The  formation  of  this  committee  enhances  the  link 
between  the  medical  profession  and  Blue  Shield. 

Even  though  Blue  Shield  and  the  Medical  Asso- 
ciation opposed  Federal  Medical  Legislation,  when 
Medicare  became  the  law  of  the  land,  through  the 
cooperation  and  assistance  of  the  Mediation  Com- 
mittee of  the  South  Carolina  Medical  Association, 
and  representatives  of  the  Specialty  Groups,  Blue 
Shield  has  been  able  to  demonstrate  a proficiency 
as  a Part  B Carrier  that  is  equal  to  that  of  any 
other  Carrier  in  the  nation.  The  reasonable  charge 
program  which  has  been  established  and  is  opera- 
tional in  this  State  has  been  highly  successful,  in  that 
over  98  percent  of  at  charges  submitted  have  been 
found  to  be  reasonable. 

Advertising  and  Public  Relations 

Our  Public  Relations  efforts  are  based  on  a posi- 
tive approach.  Eevery  effort  is  made  to  tell  South 
Carolinians  the  contributions  made  to  our  State  not 
only  by  Blue  Shield  and  Blue  Cross  but  also  by  the 
medical  community  and  the  hospitals. 

Releases  of  all  newsworthy  items  are  prepared 
and  distributed  to  both  the  print  and  the  electronic 
media  in  the  State,  as  well  as  to  special  publica- 
tions. 

In  addition,  we  staff  booths  at  various  conven- 
tions such  as  the  Education  Association— attended 
this  year  by  an  estimated  16,000  people— the  South 
Carolina  Health  and  Science  Fair — attended  by 
70,000  persons— the  South  Carolina  Jewelers  Associa- 
tion, the  South  Carolina  Public  Health  Association, 
and  the  Law  Enforcement  Officers  Association. 

We  also  maintain  close  liaison  with  the  South 
Carolina  Press  Association,  the  Broadcasters  As- 
sociation and  the  South  Carolina  Legislature. 
Medicare 

Now  a look  at  Medicare. 

For  the  fiscal  year  ending  June  30,  1967,  the  first 
full  year  of  Medicare  operations,  Part  B showed 
73,792  claims  received  and  62,443  paid  for  a total 
of  $4,535,316. 

The  first  three  quarters  of  fiscal  year  1968,  there 
were  115,730  claims  received  under  Part  B and 
95,098  paid  for  a total  of  $5,692,680. 

With  figures  for  three  months  of  the  fiscal  year 
still  to  be  added,  Part  B payments  are  already  over 
the  entire  1967  total  by  more  than  a million  dollars. 

An  interesting  aside  to  our  Medicare  operations 
is  that,  effective  October  1,  1967,  permission  was 
finally  granted  for  marketing  a Medicare  supple- 
mental contract.  This  contract,  which  provides 
benefits  to  mesh  with  Medicare  benefits  at  a cor- 
responding charge,  had  been  sought  since  before 


Medicare  went  into  effect  on  July  1,  1966. 

Most  everyone  now  realizes  that  the  Medicare 
program  is  a permanent  and  major  feature  in  pro- 
viding medical  care  in  this  country.  I would  like  to 
inject  a word  of  caution  at  this  point.  Health  care 
costs  must  be  controlled.  Failure  to  do  so  will  in- 
vite fixed  fee  schedules  and  further  inroads  of  gov- 
ernment medicine  into  the  private  sector.  We  as 
physicians,  as  members  of  utilization  review  com- 
mittees, and  by  making  sure  that  our  own  charges 
are  reasonable  can  accomplish  this  to  a great  ex- 
tent. 

Legislature 

I know  you’re  all  interested  in  and  have  been 
keeping  up  with  the  action  this  year  by  the  State 
Legislature.  Two  laws  affecting  Blue  Shield  have 
been  passed  but  I wish  to  emphasize  that  neither 
should  have  any  effect  on  physician-Blue  Shield 
relationships. 

The  new  law  that  most  directly  concerns  Blue 
Shield  repeals  the  original  Enabling  Act  with  the 
proviso  that  the  Plan  retains  its  corporate  existence 
under  the  original  charter  and  shall  be  licensed, 
regulated  and  taxed  as  a mutual  insurance  com- 
pany. This  will  be  beneficial  in  that  it  will  relieve 
us  of  much  of  the  stringent  control  that  the  Insur- 
ance Department  has  had  over  us  and  will  permit 
us  to  offer  various  coverages  that  were  previously 
denied  us,  such  a Major  Medical. 

The  second  new  law  provides  authority  for  the 
administration  of  Medicare,  Medicaid  and  similar 
programs. 

Another  Bill  which  would  apply  to  direct  pay  sub- 
scribers but  not  to  group  contracts  has  not  yet  pas- 
sed. This  would  authorize  the  Insurance  Commis- 
sioner to  regulate  policies  and  rates  of  commercial 
companies  on  the  basis  of  their  fairness  to  each 
other. 

Title  XIX  (Medicaid) 

Title  XIX,  or  Medicaid,  as  you  know  has  been 
approved  for  South  Carolina  and  we  have  been 
asked  by  the  Department  of  Public  Welfare  to  sub- 
mit a bid  for  administering  the  portion  of  the  pro- 
gram dealing  with  physician  and  dental  services, 
non-hospital  out-patient  laboratory  and  X-ray  serv- 
ices and  prosthetic  appliances. 

To  quote  Dr.  Carl  R.  Ackerman,  Board  Chairman 
of  the  National  Association  of  Blue  Shield  Plans, 
“Where  Blue  Shield  goes  depends  upon  its  capacity 
to  understand  and  its  ability  to  provide  what  satis- 
fies the  public.  If  we  don’t  achieve  that,  the  govern- 
ment will  extend  its  health  programs  to  cover  most, 
if  not  all,  of  the  population.” 

I will  end  with  a question  and  a statement. 

Where  else  do  we  have  a direct  voice  in  health 
care  financing  like  we  do  in  Blue  Shield?  It  is  for 
this  very  reason  that  we  must  keep  Blue  Shield 
strong  and  why  we,  as  physicians,  must  play  a 
responsible  role  in  Blue  Shield. 

I want  to  again  express  my  appreciation  to  both 
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the  lay  and  the  doctor  members  of  the  Blue  Shield 
Board  and  to  the  Blue  Shield  staff  for  the  fine  work 
they  continue  to  do. 

Respectfully  submitted, 

J.  Hal  Jameson,  M.D. 

The  Chair:  I would  like  to  ask  Chairman  of  Coun- 
cil, Dr.  Perry,  to  come  forward  at  this  time  and 
present  nominations  from  Council. 

Dr.  Perry:  (Recognized):  Mr.  Chairman,  Coun- 
cil presents  the  following  names  for  your  considera- 
tion for  the  members  of  the  Blue  Shield  Board: 

For  renomination  for  a period  of  three  years: 

1)  Joseph  P.  Cain,  M.D.,  Mullins,  South  Carolina 

2)  W.  West  Simmons,  M.D.,  Greenville,  South  Caro- 
lina 

3)  Mr.  Frank  S.  Adams,  Aiken,  South  Carolina 

4)  Mr.  M.  L.  Meadors,  Florence,  South  Carolina 

5)  Wendell  H.  Tiller,  M.D.,  Spartanburg,  South 
Carolina 

For  nomination  for  a period  of  three  years  to  re- 
place Mr.  Wilton  F.  Mays  of  Greenville,  we  present 
the  name  of  Mr.  W.  R.  Irwin,  Clevedale,  South 
Carolina.  Mr.  Irwin  is  the  Vice-President  of  Reaves 
Brothers,  a textile  manufacturing  company  located 
in  Spartanburg,  South  Carolina. 

These  names  come  from  Council.  Are  there  any 
other  names  from  the  floor  to  be  presented?  The 
vote  was  taken  and  passed  unanimously. 

We  now  declare  the  meeting  of  the  corporation  of 
the  Blue  Shield  over. 


The  Chair:  I now  ask  the  House  of  Delegates  to 
please  come  to  order. 

The  Chair:  We  will  now  hear  from  the  President- 
Elect,  Dr.  Joel  W.  Wyman.  (Convention  rises  and 
applauds) 

Dr.  Wyman  (Reading)  Mr.  President  and  mem- 
bers of  the  House  of  Delegates:  During  this  past  year 
I attended  the  annual  meeting  of  the  AMA  in  At- 
lantic City  in  June  and  also  the  clinical  meeting  in 
Houston  in  November  1967.  I also  attended  the 
annual  Public  Relations  Conference  in  Chicago, 
along  with  Mr.  M.  L.  Meadors  and  Dr.  Winston 
Godwin,  in  August  1967  and  more  recently  the 
AMPAC  workshop  in  Washington  in  March  1968. 
These  were  all  most  instructive  meetings  and  made 
one  conscious  of  the  many  problems  faced  by  or- 
ganized medicine.  However,  in  my  opinion  the  most 
pressing  problem  is  the  pressure  of  the  federal  gov- 
ernment for  socialization  of  the  medical  profession, 
and  this  should  be  of  immediate  concern  to  every 
physician. 

I have  recently  reviewed  a publication  by  the 
United  States  Department  of  Health,  Education  and 
Welfare  relative  to  a conference  held  in  Washington 
in  October  1967  for  the  purpose  of  promoting  the 
group  practice  of  medicine.  It  immediately  becomes 
apparent  when  you  look  at  the  lists  of  those  who 
participated  that  this  group  of  people,  which  in- 
cluded medical  administrators,  labor  union  eco- 


nomists and  other  people  in  administrative  posi- 
tions in  medicine,  were  picked  to  attend  this  con- 
ference because  of  their  known  affinity  for  govern- 
ment programs  and  the  ultimate  socialization  of  the 
medical  profession.  Time  is  not  available  to  give  you 
details  of  this  book  at  this  time  but  suggest  that 
each  of  you  and  every  doctor  in  this  state  order  a 
copy  from  the  Supt.  of  Documents,  Washington, 
D.  C.,  Public  Health  Service  publication  No.  1750 
entitled  “Promoting  the  Group  Practice  of  Medi- 
cine.” It  is  a most  revealing  book.  If  these  plans 
are  carried  out  they  will,  in  my  opinion,  destroy  our 
present  method  of  delivering  health  services  which 
has  proven  to  be  the  finest  the  world  has  ever 
known  under  the  free  enterprise  system. 

Let  me  repeat  that,  if  I may,  this  book  is  known 
as  “Promoting  the  Group  Practice  of  Medicine” 
It  is  Public  Health  Service  publication  No.  1750. 
It  should  be  ordered  from  the  Supt.  of  Documents, 
Washington,  D.  C.,  with  your  check  for  30  cents. 
It  will  take  you  about  six  weeks  to  get  it  from  your 
efficient  federal  government. 

As  you  all  know,  the  government  with  its  many 
farm  programs  has  destroyed  the  small  farmer,  and 
no  doubt  the  solo  practice  of  medicine  will  go  the 
same  way  unless  doctors  are  willing  to  fight  for 
their  rights.  I believe  that  the  best  way  to  fight  for 
our  rights  is  through  involvement  in  politics,  in 
order  that  we  may  place  prudent  and  conservative 
representatives  in  Washington  who  will  block  social- 
ized ideas  and  will  preserve  the  free  enterprise  sys- 
tem. I,  therefore  (interrupted  by  applause)  advise 
and  urge  all  of  you  and  your  wives  to  immediately 
join  AMPAC  and  SCALPEL  in  order  that  we  may 
elect  our  friends  throughout  the  nation  to  the  halls 
of  Congress. 

That  is  the  end  of  my  formal  paper. 

I have  been  asked  by  Council  to  present  to  you 
this,  which  will  take  just  one  moment,  and  I have 
penciled  some  notes  on  the  back  of  this — Council 
has  asked  me  to  say  a few  words  relative  to  some 
change  in  our  meeting  schedule  next  year  and  the 
years  to  follow. 

It  has  been  sugested  that  one  night  and  possibly 
one  afternoon  should  be  reserved  for  class  reunions 
at  a time  other  than  Monday  or  Tuesday,  at  which 
time  official  functions  of  the  Association  are  held, 
and  those  attending  class  reunions  are  therefore  un- 
able to  attend.  Some  sugestions  have  been  made,  1) 
should  we  begin  our  meeting  one  day  earlier,  that 
is  on  Sunday;  or  2)  should  we  continue  the  meeting 
to  Thursday  noon  with  Wednesday  afternoon  and 
evening  reserved  for  entertainment,  recreation  and 
class  reunion,  etc. 

A committee  is  being  apointed  by  Council  to 
study  this  question  and  your  advice  is  solicited.  If 
you  have  any  suggestions  if  you  will  kindly  com- 
municate them  to  me  either  at  this  meeting  or  by 
letter  or  postcard  I will  appreciate  it. 

Thank  you  very  much. 


340 


The  Journal  of  the  South  Carolina  Medical  Association 


The  Chair:  This  will  be  referred  to  the  Reference 
Committee  on  Reports  of  Council  and  Officers. 

At  this  time  we  will  hear  from  our  Executive 
Secretary,  Jack  Meadors. 

(This  report  appears  elsewhere  in  the  Journal.) 

The  Chair:  Thank  you  very  much,  Mr.  Meadors. 
That  report  will  be  referred  to  the  Reference  Com- 
mittee on  Reports  of  Council  and  Officers. 

At  this  time  we  will  hear  from  our  Secretary, 
Dr.  Ben  Miller. 

Dr.  Ben  Miller  (Recognized)  Dr.  Eaddy,  Mem- 
bers of  the  House  of  Delegates,  as  I take  my  leave 
from  the  office  of  secretary  I have  much  to  say  in 
recommending  the  office.  If  an  individual  is  in- 
terested in  learning  the  workings  of  the  society  this 
is  the  prime  position  in  which  to  be.  The  association 
with  council  has  been  most  rewarding;  the  service 
under  the  various  presidents  has  been  very  grati- 
fying to  me;  the  help  given  to  my  office  by  Mr. 
Meadors  has  indeed  been  gratifying  so  I would 
like  to  say  a hearty  thank  you  for  allowing  me  to 
serve  as  your  secretary.  My  formal  report  will  be 
published— it  will  be  sent  to  the  reference  com- 
mittee and  later  published.  Thank  you,  very  much. 

The  Chair:  We  are  deeply  indebted  to  Dr.  Miller 
for  his  years  of  devoted  service. 

'Report  of  Secretary,  Dr.  Ben  N.  Miller,  M.D.,  to 
House  of  Delegates.) 

This  annual  meeting  marks  my  completion  of  six 
years  as  your  Secretary.  These  have  been  most 
interesting  years  and  much  has  been  learned  about 
the  philosophy  and  operation  of  the  society. 

The  close  association  of  the  Secretary  with  Council 
has  been  very  rewarding.  The  arduous  task  of 
Council  is  carried  out  with  diligence  and  judgment. 

The  Secretary  is  the  corresponding  officer  of  the 
Association  and  it  is  his  duty  to  inform  the  Gover- 
nor’s office  of  the  various  nominations  by  the  Asso- 
ciation for  commission  by  the  Governor.  The  Ameri- 
can Medical  Association  is  likewise  informed  of- 
ficially of  election  of  delegates  and  alternates,  and 
various  contracts  made  by  the  Association  must  be 
certified  by  the  Secretary.  Many  of  the  details  of 
the  work  of  this  office  are  expedited  by  the  Execu- 
tive Secretary,  and  to  him  the  Secretary  is  deeply 
indebted. 

I would  like  to  achknowledge  to  the  House  of  Dele- 
gates my  gratitude  for  the  opportunity  you  have 
given  me,  and  for  this  privilege  I thank  all  of  you. 

Signed — Ben  N.  Miller,  M.D. 

The  Chair:  This  is  referred  to  the  Reference  Com- 
mittee on  Reports  of  Council  and  Officers. 

The  Chair:  At  this  time  we  will  hear  from  the 
Treasurer— let  me  see,  who  is  that— oh,  yes,  Dr. 
Stokes,  (laughter) 

Dr.  Howard  Stokes  (Recognized*:  Mr.  President, 
Dr.  Meadors,  fellow  members  of  the  house— a few 
people  say  something  nice  about  Jack  and  he  sud- 
denly becomes  a doctor. 

Mr.  President,  fellow  members,  the  Treasurer’s 


report  will  consist  of  a summary  of  finances  which 
I shall  read  and  which  represents  the  actual  revenue 
of  our  Association  for  1967  and  the  actual  expendi- 
ture during  the  same  period  of  time.  This  report 
has  already  been  presented  to  Council.  In  addition 
to  this  summary  of  the  Association’s  finances,  there 
is  also  the  ofifcial  audit  which  is  a part  of  the 
Treasurer’s  report  and  will  be  referred  to  the  Refer- 
ence Committee  on  Reports  of  Council  and  Officers, 
and  will  be  published  in  the  Journal  of  the  South 
Carolina  Medical  Association.  (The  summary  ap- 
peared in  the  July  number.) 

Now,  quickly  add  this,  because  even  that  shows 
that  we  were  operating  in  the  black,  which  has  be- 
come a rather  nice  experience  for  most  of  us  on 
Council  and  certainly  the  Treasurer— however,  in 
addition  to  this  balance  of  approximately  $1,000.00, 
it  should  also  be  remembered  that  during  the  year 
we  received  an  income  from  our  investments,  from 
investments  in  the  General  Fund,  from  the  Investors 
Mutual  Fund  of  $4,018.08  and  income  from  the  in- 
vestments of  the  Permanent  Home  Fund,  $2,719.88. 

Our  investments  at  the  present  time  in  the  Gen- 
eral Fund  amount  to  $78,090.37,— $14,004.60  of  that 
being  now  in  the  Peoples  Federal  Savings  & Loan 
Association,  and  $64,085.77  (and  actually  that  figure 
has  been  changed  somewhat  because  of  the  market 
fluctuation,  even  more)  in  Investors  Mutual  Fund. 

The  Permanent  Home  Fund  at  the  present  time 
has  $67,875.22  in  it. 

So,  the  South  Carolina  Medical  Association  at  the 
present  time  has  no  short  or  long-term  financial 
obligations.  A financial  balance  has  been  achieved 
and  excess  of  revenue  over  expenses  amounts  to 
$8,452.00.  Of  this  amount  $4,627.00  has  been  rein- 
vested in  the  General  Fund  and  $2,119.00  in  the 
Permanent  Home  Fund.  Thus,  $7,347.52  actually 
represents  our  total  income  from  investments  for 
the  year  1967. 

The  treasurer  again  wishes  to  thank  the  Associa- 
tion for  the  privilege  of  assisting  in  the  affairs  of 
this  important  organization  and  is  deeply  apprecia- 
tive of  the  constant  and  tender  care  of  Jack  Meadors 
and  his  very  efficient  staff  in  the  business  office. 

(Applause) 

The  Chair:  Thank  you  Dr.  Stokes,  this  will  be 
referred  to  the  Reference  Committee  on  Reports  of 
Council  and  Officers. 

(See  next  page) 

The  Chair:  At  this  time  we  would  like  to  hear 
from  Dr.  Waring,  the  Editor  of  the  Journal. 

Dr.  J.  I.  Waring  (Recognized):  I am  a little 
ashamed  to  get  up  here  every  year  and  say  prac- 
tically the  same  thing,  the  same  song  with  a slightly 
different  tune,  but  apparently  the  membership 
doesn’t  change  very  much  in  its  ways  and  the 
Journal  still  struggles  as  best  it  can.  Briefly  re- 
porting— 

There  has  been  no  major  change  in  the  Journal 
in  the  past  year.  A change  of  printers  produced  some 
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(The  following  is  a copy  of  the  balance  of  the  re- 
port from  which  Dr.  Stokes  read  certain  figures.) 
ITEMS  HANDLED  WHICH  ARE  NOT  REVENUE 


AMA-ERF  $ 4,485.00 

AMA  Dues  94,995.00 

County  Dues  840.00 

SCALPEL  Dues  4,650.00 

INCOME  FROM  INVESTMENTS 
Peoples  Federal  Savings  & Loan  Assn.  $ 609.56 

Dividends  Reinvested  (Inves.  Mut.  Fund)  4,018.08 


$4,627.64 

Permanent  Home  Fund  (See  Below)  2,719.88 


Total  Income  from  Investments  $7,347.52 

INVESTMENTS 

General  Fund 

Peoples  Fed.  Savings  & Loan  Ass'n.  . $14,004.60 
Investors  Mut;  Fund— 5,683.325  Shrs.  64,085.77 
$11,273  per  share 
(Value  as  of  Apr.  30,  1968: 

5789.421  shares  (each)  $11.38-$65,883.61) 

Total  General  Fund  $78,090.37 

PERMANENT  HOME  FUND 
Aiken  First  Federal  Savings  & Loan  $11,344.42 
Security  Federal  Savings  & Loan  (Aiken)  11,344.45 

Anderson  Savings  & Loan 11,351.82 

First  Fed.  Savings  & Loan  (Anderson)  11,351.89 

Home  Bldg.  & Loan,  Orangeburg  11,339.61 

*Pickens  Bldg.  & Loan  11,143.03 


Total  Permanent  Home  Fund $67,875.22 

• This  total  includes  interest  earned  in 
1967  of  $2,719.88) 

(All  of  the  above  currently  pay  interest  at  4V2%) 
(The  Accountant’s  Report,  by  Raymon  R.  Finch 


& Co.,  Certified  Public  Accountants,  Columbia, 
S.  C.  may  be  found  in  the  original  minutes.) 


temporary  difficulties  of  production  which  have 
now  been  eliminated.  Advertising  revenue  has  been 
more  satisfactory  and  we  have  been  able  to  pro- 
duce a journal  that  averages  a little  larger  than 
those  of  recent  years. 

The  reticence  in  writing  that  seems  to  characterize 
the  South  Carolina  physician  is  still  in  effect.  Papers 
come  hard.  The  editor’s  head  frequently  rests  un- 
easy at  the  threatening  prospect,  never  fulfilled,  it 
is  true,  of  having  to  print  a journal  without  scien- 
tific articles,  or  even  articles.  How  kind  it  would 
be  to  your  worried  servant  to  drown  him  in  a spate 
of  medical  writings  of  a quality  sufficient  to  justify 
their  transference  to  print. 

Among  those  who  might  assist  in  this  much  de- 
sired event  are  the  specialty  societies  in  the  state. 
Strangely  enough,  their  activities  seldom  appear  in 
the  Journal.  Indeed  they  seem  to  have  a sort  of 
autonomous  existence,  combined  sometimes  even 
with  an  uncertainty  about  their  true  names  and  their 
relationship  to  medicine  in  general.  Your  editor  has 


tried  to  ferret  out  names  of  officers,  times  of  meet- 
ings, etc.,  with  rather  meager  results.  We  wonder 
why  these  worthy  people  don’t  come  out  of  hiding. 

Joseph  I.  Waring,  M.D. 

The  Chair:  Thank  you,  Dr.  Waring.  This  is  re- 
ferred to  the  Reference  Committee  on  Reports  of 
Council  and  Officers. 

At  this  time  we  will  have  the  report  of  Dr.  Perry, 
Chairman  of  Council. 

Dr.  William  L.  Perry,  Chairman  of  Council  ( Recog- 
nized): Dr.  Eaddy,  members  of  the  House  of  Dele- 
gates, (Reading) 

Your  Council  has  been  quite  busy  as  you  will  sub- 
sequently see. 

May,  1967:  Authorized  bill  to  provide  waiver  of  war- 
ranties of  merchantability  as  to  blood  and  organs 
transplanted.  Voted  $200.00  for  Health  Careers  Com- 
mittee of  Woman’s  Auxiliary.  Authorized  appoint- 
ment of  investment  committee  to  study  investments 
and  make  recommendations. 

June  14,  1967:  Endorsed  South  Carolina  Regional 
Medical  Program  historical  outline  as  set  up  by 
the  Medical  College. 

October  25,  1967:  Approved  introduction  of  bill 
against  advertising  by  members  of  the  healing  arts. 
Appointed  committee  to  assist  Hospital  Association 
in  forming  rules  for  release  of  information  on  pa- 
tients by  hospitals.  Approved  press  code  for  news 
media.  Discontinued  subcommittee  on  Cancer. 
Authorized  Chairman  to  appoint  committee  to  study 
ways  and  means  of  assisting  SCALPEL  without 
jeopardizing  Association’s  tax  status.  Approved  gen- 
eral statement  recommended  by  Committee  on 
Legislation  for  involuntary  commitment  of  alcoho- 
lics, subject  to  submission  to  members  of  House 
of  Delegates  by  mail.  (Statement  was  so  sub- 
mitted and  objections  negligible.)  Agreed  to  trans- 
mit letter  explaining  regional  medical  program,  and 
this  was  done.  Authorized  Chairman  to  appoint  com- 
mittee to  assist  in  preparing  guidelines  for  drugs 
to  be  included  under  Title  XIX.  This  was  done  and 
compliments  are  in  order  for  their  work.  It  was 
well  received.  Adopted  budget. 

January  17,  1968:  Osteopathic  discussion— executive 
session  with  Dr.  McCord  present.  Approved  action 
by  S.  C.  Diabetic  Association  to  establish  a camp  for 
diabetic  children  in  upper  South  Carolina. 

February  18,  1968:  Approved  plan  under  H.  R.  10 
submitted  by  the  General  Agency  of  Charleston,  pro- 
viding combination  of  insurance  and  retirement  in- 
vestment benefits. 

Some  people  appeared  before  Council,  namely: 

Dr.  Don  Kilgore  reappeared  on  the  behalf  of 
SCALPEL. 

Dr.  Thomas  E.  Hair,  Chairman  of  the  Committee 
on  Medical  Education  appeared  on  matters  concern- 
ing ETV. 

Dr.  C.  C.  Wannamaker  reported  for  Dr.  Judson 
Hair  on  activities  of  the  Committee  on  the  Medical 
Aspects  of  Sports. 
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Dr.  Josey  presented  nominations  for  the  Blue 
Shield  Board,  (which  we  have  already  presented 
this  morning.) 

Dr.  Frank  C.  Owens  presented  proposed  Senate 
law,  S.  925,  regarding  rediation  hazards  and  pro- 
tective measures  under  the  Workmen’s  Compensa- 
tion law.  Dr.  Harvey  Atwill  discussed  the  proposed 
bill  and  indicated  that  there  was  a service  through 
the  public  health  department  which  would  certify 
equipment  as  to  safety.  This  service  is  free  to  all 
physicians  in  the  state,  x-ray  equipment,  that  is. 

Dr.  Harrison  Peeples,  Vice  President,  reported 
on  the  progress  from  SCALPEL. 

Dr.  Harvey  Atwill  reported,  as  Chairman,  from 
Council’s  Committee  on  Assistance  to  SCALPEL.  He 
recommended  three  areas  of  assistance  to  SCAL- 
PEL: 1)  Monies  supplied  from  the  South  Carolina 
Medical  Association  can  be  used  for  educational 
purposes  without  jeopardizing  the  Society  as  an  ele- 
mosynary,  tax-free  body.  2)  He  suggests  promo- 
tional efforts  through  the  Newsletter,  Journal,  etc., 
regarding  the  activities  of  SCALPEL.  3)  SCALPEL 
should  present  an  objective  report  to  the  annual 
meeting  regarding  progress,  finances,  etc.  (It  is  sug- 
gested that  this  be  a yearly  affair.) 

The  Regional  Medical  Program  was  discussed 
by  Council.  The  program  has  been  approved  as  out- 
lined by  Dr.  Charles  P.  Summerall. 

Article  VIII  of  the  Constitution  provides  that  the 
place  for  holding  each  Annual  Session  shall  be  fixed 
by  the  House  of  Delegates.  The  time  for  holding 
the  meeting  is  fixed  by  Council. 

It  has  been  customary  for  the  House  to  fix  the 
place  of  the  meeting  one  year  in  advance.  The  time 
has  now  arrived,  however,  when  it  seems  to  be 
necessary  to  make  a change.  Myrtle  Beach  has 
become  such  a convention  city  and  the  Ocean  For- 
est such  a convention  hotel  that  their  convention 
dates  are  being  set  as  far  as  two  years  in  advance, 
i and  we  think  the  House  should  make  its  decision  as 
does  the  A.MA.  and  most  other  organizations,  to  ac- 
j commodate  this  development.  According,  Council 
j recommends  to  the  House  of  Delegates  that  the  an- 
nual meetings  in  1969,  1970  and  1971  be  held  at  the 
! Ocean  Forest  Hotel,  Myrtle  Beach,  the  specific 
j dates  to  continue  to  be  fixed  by  the  Council. 

Mrs.  William  J.  Strohecker,  President,  reported 
j for  the  Ladies  Auxiliary.  Council  was  amazed  at  the 
l numerous  activities  engaged  in  by  the  Auxiliary, 

I and  proud  to  have  them  represent  doctors  in  their 
j communities.  Council  compliments  her  most  highly 
: for  her  efforts  and  accomplishments.  She  pre- 
! sented  Mrs.  Peter  Gazes,  the  incoming  president. 

Council  received  the  Treasurer’s  report  and 
thought  it  was  excellent,  and  we  compliment  the 
Treasurer  on  a job  well  done.  The  Executive  Sec- 
retary, Mr.  M.  L.  Meadors  is  completing  24  years 
with  the  South  Carolina  Medical  Association.  His  re- 
j port  included  a progress  report  which  showed  a 
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gain  in  membership  and  over-all  solvency  of  the 
Association.  We  compliment  him  for  his  work. 

I would  like  to  take  this  opportunity  to  thank  the 
Sixth  District  for  allowing  me  to  be  their  Councilor 
for  three  full  terms.  I want  to  thank  Council,  as  a 
whole,  for  their  untiring  efforts  and  for  a job  well 
done.  Every  member  accepted  his  assignments  will- 
ingly and  cheerfully  and  did  a superb  job.  I ex- 
pressly want  to  thank  Council  for  allowing  me  to 
be  their  Chairman  for  the  past  two  years.  These 
experiences  will  be  treasured  for  the  rest  of  my 
life. 

William  L.  Perry,  M.D.,  Council 

The  Chair:  Thank  you  very  much.  Dr.  Perry. 
Those  were  nine  long  years,  I know.  This  report 
will  be  referred  to  the  Reference  Committee  on 
Reports  of  Council  and  Officers. 

At  this  time  we  will  hear  from  the  delegates  to 
the  American  Medical  Association  and  we  would 
like  to  take  the  best  looking  one  first — they  can  de- 
cide among  themselves. 

(Applause  when  Dr.  Joseph  Cain  comes  forward 
to  give  his  report.) 

Dr.  Joseph  P.  Cain,  Jr.  (Recognized):  Thank  you, 
Mr.  President,  how  did  you  know? 

Gentlemen,  there  is  a reversal  in  order  in  allow- 
ing the  Junior  Delegate  to  speak  first  because  I 
am  going  to  report  on  the  Annual  Meeting  and  Dr. 
Johnson  will  report  on  the  Fall  Meeting.  We  thought 
it  would  be  better  in  chronological  order. 

I have  a report  to  you  gentlemen  of  the  House 
of  Delegates  which,  first,  will  be  a brief  resume  of 
the  meeting,  and  second,  specifically  as  to  what 
happened  to  the  resolutions  which  we  introduced 
from  South  Carolina  into  this  convention.  Also,  I 
will  list  the  headings  of  the  various  actions  that  were 
passed.  If  anyone  wants  specific  information  on 
those  particular  headings  I will  be  glad  to  supply 
what  I can. 

ATLANTIC  CITY,  N.  J.— June  22.  1967— Between 
the  Speaker’s  call  to  order  at  10:00  a.m.  Sunday 
in  the  Pennsylvania  Room  of  Haddon  Hall  and  the 
last  voice  vote  at  1:12  Thursday  afternoon,  the 
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American  Medical  Association’s  House  of  Delegates 
set  two  records. 

One  was  attendance.  After  95  per  cent  of  the 
authorized  delegates  attended  Sunday’s  opening 
session  100  per  cent— 242  delegates  out  of  242— were 
in  their  seats  for  both  the  Tuesday  and  Wednesday 
deliberations.  Thursday,  the  final  day,  attendance 
stood  at  240. 

The  other  was  accomplishment.  All  told,  the  House 
was  presented  with  151  items  of  business  on  which 
action  had  to  be  taken,  including  a record  total  of 
123  resolutions  from  state  medical  associations;  18 
reports  from  the  Board  of  Trustees,  three  of  which 
were  nominations  to  fill  Council  positions;  4 reports 
from  the  Council  on  Medical  Service;  3 reports  from 
the  Council  on  Constitution  and  Bylaws,  one  pro- 
duced during  the  convention  in  order  to  implement 
an  adopted  resolution;  2 reports  from  the  Council 
on  Medical  Education;  and  1 report  from  the  Judi- 
cial Council  nominating  affiliate  members  of  the 
Association. 

Dwight  L.  Wilbur,  M.D.,  San  Francisco,  Cal.,  was 
elected  president-elect.  Dr.  Wilbur  has  been  a mem- 
ber of  the  Board  of  Trustees  since  1963.  He  will  serve 
in  his  new  capacity  for  one  year  and  will  be  in- 
stalled as  the  Association’s  123rd  President  at  its 
annual  convention  in  his  home  city  in  June,  1968. 

Now,  gentlemen,  what  I am  about  to  tell  you  will 
be  in  a sense  repetitious  since  this  report  was  made 
to  you  last  July  after  our  return  from  the  convention 
and  published  in  the  News-letter  of  the  Association. 
However,  I think  it  will  be  well  to  read  these  and 
tell  you  what  happened. 

Resolution— the  subject,  which  was  support  of  Hos- 
pital-Based Specialists,  Resolved  that  the  South 
Carolina  Medical  Association  supports  the  position 
of  A.M.A.  in  regard  to  hospital-based  specialists,  and 
further 

Resolved,  that  South  Carolina  Medical  Association 
oppose  attempts  in  Congress  to  force  hospital-based 
specialists  to  bill  their  patients  under  Part  A of 
Medicare  or  in  any  other  manner  other  than  the 
law  now  allows,  and  be  it  further 

Resolved  that  all  South  Carolinians  in  Congress 
and  the  Senate  be  notified  of  this  resolution. 

Now,  this  was  presented,  in  amended  form,  of 
course,  to  make  it  conform  to  the  House  of  Dele- 
gates to  the  A.M.A.  Now,  this  was  referred  to 
Reference  Committee  who  considered  it  along  with 
a similar  resolution  from  Missouri  and  the  follow- 
ing was  the  report  which  was  recommended  by 
the  Reference  Committee  and  adopted  by  the  House 
of  Delegates.  (Reading  from  Newsletter  of  SCMA, 
June-July,  1967) 

Your  committee  joined  for  consideration  Resolu- 
tion 32  introduced  by  the  Missouri  Delegation,  and 
Resolution  86  introduced  by  the  South  Carolina  Dele- 
gation. Both  resolutions  urge  the  rejection  of  any 
change  to  Public  Law  89-97  which  would  treat  hos- 
pital-based specialists  in  a manner  different  than 


other  physicians. 

The  Committee  was  advised  by  representatives  of 
the  Council  on  Legislative  Activities  that  the  posi- 
tion suggested  by  the  resolutions  is  the  policy  of 
the  Association  and  was  most  recently  enunciated 
by  Dr.  Charles  L.  Hudson  in  his  testimony  to  the 
House  Ways  and  Means  Committee  on  H.  R.  5710,  a 
bill  that  would  amend  the  Medicare  Act.  At  that 
time  the  A.M.A.  clearly  rejected  the  Part  C con- 
cept and  forcefully  again  states  its  position  that 
hospital-based  specialists  must  remain  under  the 
Part  B program. 

This  recomendation  was  adopted. 

Our  next  resolution  was  “Opposition  to  the  Hart 
Bill  (S.  260,  90th  Congress.)” 

This  was  referred  to  Reference  Committee  and 
was  considered  along  with  a similar  resolution  from 
the  Wisconsin  Delegation. 

The  following  was  the  report  of  the  Reference 
Committee,  which  was  adopted  by  the  House:  (read- 
ing from  Newsletter) 

Resolutions  44  and  87  urge  the  Association  to  op- 
pose S.  260.  90th  Congress,  <the  Hart  Bill)  the  Medi- 
cal Restraint  of  Trade  Act.  We  were  informed  by 
the  representatives  of  the  Council  on  Legislative 
Activities  of  the  testimony  of  Immediate  Past  Presi- 
dent Doctor  Appel,  in  opposition  to  the  bill  before 
a committee  of  Congress,  and  of  the  efforts  of  other 
physicians,  state  and  local  medical  societies,  AMA 
councils,  the  Board  of  Trusteees  and  AMA  staff  in 
bringing  to  the  attention  of  Congress  and  the  public 
the  dangers  inherent  in  the  adoption  of  this  measure. 
We  heartily  commend  all  these  people  for  their  ef- 
forts and  recommend  that  this  House  of  Delegates 
reaffirm  the  Association’s  opposition  to  this  type 
of  legislation.  This  was  passed. 

Our  next  resolution  was  on  “Compulsory  Generic 
Prescribing”.  This  was  referred  to  Reference  Com- 
mittee who  considered  it  along  with  similar  resolu- 
tions from  New  Jersey,  California  and  Kentucky 
Delegations.  The  following  resolution  was  adopted. 
(Reading  from  Newsletter) 

Whereas,  There  are  current  questions  being  raised 
as  to  whether  the  prescribing  of  drugs  might  be 
restricted  to  the  use  of  generic  names  without  any 
adequate  justification  for  such  a restriction;  there- 
fore be  it 

Resolved,  That  the  AMA  again  reaffirm  its  policy 
that  physicians  should  be  free  to  use  either  the 
generic  or  the  brand  names  in  prescribing  drugs 
for  their  patients;  and  encourage  physicians  to  sup- 
plement medical  judgments  with  cost  considerations 
in  making  this  choice. 

The  next  resolution  “Medical  Ethics  and  the 
Armed  Forces” 

“Your  Reference  Committee  is  in  agreement  with 
the  intent  of  Resolution  89  but  in  lieu  of  the  Resolu- 
tion the  Committee  proposed  the  following  substi- 
tute statement.  (They  didn’t  like  our  wording  and  I 
think  their  substitute  statement  carries  the  sense  of 


344 


The  Journal  of  the  South  Carolina  Medical  Association 


our  resolution  pretty  well.) 

Your  Reference  Committee  is  of  the  opinion  that 
there  is  no  conflict  between  the  ethics  of  the  medical 
profession  and  the  oath  which  officers  must  take 
when  sworn  into  the  Armed  Services.  This  oath, 
applicable  to  medical  and  other  officers,  provides 
that  all  officers  shall  support  and  defend  the  Con- 
stitution of  the  United  States  against  all  enemies, 
foreign  and  domestic,  that  they  will  bear  true  faith 
and  allegiance  to  the  Constitution  of  the  United 
States  and  that  they  take  such  obligation  freely  and 
without  any  mental  reservation  or  purpose  of 
evasion.  There  is  nothing  in  this  oath  which  con- 
flicts in  any  way  with  the  ethics  of  the  medical 
profession.  Your  Reference  Committee  recommends 
approval  of  the  foregoing  statement.” 

This  statement  was  approved  by  the  House  of 
Delegates. 

Resoltuion  No.  101 — “Congressional  Investigation 
of  the  Department  of  Health,  Education  and  Wel- 
fare.” 

This  was  referred  to  Reference  Committee  who 
considered  it  along  with  similar  resolutions  from 
the  Florida  and  from  the  Louisiana  Delegations.  The 
following  substitute  resolution  was  brought  in: 
'Reading  from  Newsletter) 

Resolved,  If  legislation  is  introduced  to  investigate 
the  activities  of  the  Department  of  HEW  and  its 
executive  personnel  who  are  concerned  with  health 
matters  to  determine  if  the  intent  of  Congress  is 
being  carried  out,  the  American  Medical  Association 
will  present  to  such  investigation  what  information 
we  have;  and  be  it  further 
Resolved,  That  since  the  most  effective  method  to 
prevent  the  ultimate  destruction  of  the  private  prac- 
tice of  medicine  is  in  the  election  of  proper  officals 
at  all  levels  of  government,  the  American  Medical 
Association  urges  that  physicians  as  individuals  re- 
double their  efforts  in  political  activities  to  elect 
those  officials  who  are  truly  representative  of  the 
“grass  roots”  and  who  share  our  philosophy;  and  be 
it  further 

Resolved,  That  the  American  Medical  Association 
continue  md  expand  its  efforts  to  inform  our  mem- 
bership of  its  activities  to  represent  them,  particu- 
larly before  the  Congress  and  the  federal  agencies.” 
Now,  that  was  the  recommendation  brought  in  by 
the  Reference  Committee  to  the  House  of  Delegates. 
We  thought  it  was  a rather  weak-kneed  version  of 
our  resolution.  This  final  version  which  was  adopted 
is  definitely  a watered-down  version  of  the  resolu- 
tion and  your  delegation  considered  trying  to 
strengthen  it  on  the  floor.  However,  the  temper 
of  the  Reference  Committee  seemed  to  be  against  a 
strong  censorship  of  H.  E.  W.  at  this  time  and,  even 
though  there  were  sporadic  evidences  of  support, 
(from  the  floor,)  it  is  doubtful  if  we  could  have 
amended  the  resolution  of  the  Reference  Committee. 

Accordingly,  using  our  best  judgment  (as  your 
delegates)  in  view  of  the  foregoing  circumstances 


your  delegation  felt  that  it  would  be  better  to  re- 
introduce our  resolution  at  the  Clinical  Session,  in 
Houston,  Texas,  by  which  time  we  hope  there  will 
be  some  activity  in  Congress  to  which  we  could 
refer  and  for  which  we  could  gather  some  support.” 

This  was  done,  and  it  was  re-introduced  at  the 
Clinical  Session,  at  Houston.  This  will  be  covered 
in  Dr.  Johnson’s  report. 

Our  other  resolution  concerned  “Certification  and 
Recertification”.  You  remember  we  were  quite  up- 
set in  our  society  by  the  fact  that  hospitals  were 
insisting  that  doctors  sign  the  certification  and  re- 
certification report  which  we  felt  was  not  lawful  and 
we  hoped  that  something  might  be  done  about  it. 

We  passed  that  resolution  in  our  Association  and 
we  introduced  it  to  the  American  Medical  Associa- 
tion. However,  much  to  my  surprise,  when  the  Refer- 
ence Committee  considered  this  resolution,  it  came 
back  with  the  recommendation  that  it  not  be  ap- 
proved. 

However,  we  felt  that  this  resolution  was  so  im- 
portant that  your  Delegation  moved  that  a substi- 
tute resolution  be  approved  instead  of  the  adverse 
Reference  Committee  report. 

(Reading  from  Newsletter) 

“This  resolution,  which  we  felt  strongly  supported 
the  position  of  most  physicians  in  the  United  States 
was  adopted  and  reads  as  follows: 

“Resolved,  That  the  A.M.A.  continue  to  call  on 
Congress  to  repeal  the  requirements  for  Certifica- 
tion and  Recertification  now  present  in  the  Medicare 
law,  and  that  in  the  meanwhile  it  urge  Hospital 
Staffs  to  adopt  a policy  which  will  accomplish  certi- 
fication and  recertification  by  the  use  of  Admission 
and  Progress  Notes  already  on  the  charts,  rather 
than  on  prescribed  forms  now  in  use  by  many 
hospitals.” 

That  resolution  was  adopted  as  the  policy  of  the 
American  Medical  Association. 

The  items  which  were  covered  during  this  con- 
vention: 

1.  Therapeutic  Abortion 

2.  Health  Care  Cost 

3.  Government  Health  Programs 

4.  Physician  Control  over  Collection  and  Disburse- 
ment of  Professional  Fees. 

5.  The  Millis  Commission  and  Commission  on  Re- 
search 

6.  Medicine  and  Osteopathy 

7.  Medical  Manpower 

8.  Committee  on  Planning  and  Development. 

9.  Political  action 

10.  Generic  Prescribing 

11.  Miscellaneous  Actions 

12.  Membership  Disability  Programs 

Now,  you  remember  last  year  we  had  quite  a num- 
ber of  people  in  this  state  concerned  over  the  fact 
that  our  AMA  Health  Insurance  was  being  termi- 
nated by  the  carrier,  which  was  Continental  Insur- 
ance Company  and  they  had  substituted  another 
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policy,  for  this  one,  which  was  not  nearly  so  liberal 
toward  the  older  members  of  the  Association.  I 
don’t  know  of  any  one  thing,  not  even  back  yonder 
when  Medicare  law  was  being  fought,  that  the  dele- 
gates received  so  many  comments,  so  many  letters 
from  the  members  of  the  various  associations  as  we 
did  about  this  insurance  program.  So,  I think  it 
would  be  of  a great  interest  to  the  delegates,  here, 
to  know  that  a program  similar  to  the  one  which 
was  in  effect  last  year  and  which  was  canceled  out 
by  the  Continental  Insurance  Company,  was  re-in- 
troduced to  the  Association  and  is  now  carried  by  the 
Fireman’s  Fund.  Now,  this  is  on  a trial  period  of 
five  (5)  years  after  which  both  sides  can  renegotiate. 
So,  those  of  us  who  have  friends  who  were  worried 
about  this  particular  thing  might  carry  the  word 
back  to  them  that  the  insurance  program,  as  orig- 
inally stated,  is  now  still  in  effect  but  with  a dif- 
ferent company. 

The  other  thing  of  interest  to  doctors  of  South 
Carolina,  of  course,  is  the  election  of  our  good  friend 
Dr.  Edward  R.  Annis  to  the  Board  of  Trustees.  It  is 
of  interest  to  know  that  he  won  on  the  first  ballot 
over  two  opponents. 

That,  gentlemen,  is  my  report.  If  there  are  any 
questions  on  the  items  which  I mentioned  I will  be 
glad  to  go  into  more  detail  with  you.  So  much  busi- 
ness is  being  carried  out  that  I think  we  just  have 
to  hit  the  highlights,  thank  you  very  much.  (Ap- 
plause) 

The  Chair:  This  report  will  be  referred  to  the 
reference  committee  on  Reports  of  Council  and  Of- 
ficers. 

At  this  time  I would  like  to  hear  from  the  other 
delegate  from  A.M.A.,  Dr.  George  Dean  Johnson. 

Dr.  George  Dean  Johnson  (Recognized):  Mr. 
President,  members  of  the  House  of  Delegates,  I 
would  like  to  tell  you  first  about  the  re-introduction 
of  the  resolution  to  have  the  Department  of  HEW 
investigated  as  to  their  political  beliefs.  It  was  in- 
troduced and  a number  of  people  talked  in  favor 
of  it  and  to  our  great  dismay  and  surprise  Dr.  Ed. 
Annis  spoke  against  it.  The  arch  conservative  had 
changed  to  a “middle  of  the  roader.”  Later,  when 
we  asked  him  “Why?”  He  said,  that  after  he  got  on 
the  Council,  The  Board  of  Trustees,  that  he  realized 
we  would  be  more  effective  in  our  supplication  from 
HEW  for  morsels  if  we  did  not  try  to  have  them 
investigated  for  socialism. 

The  resolution  was  disapproved  by  the  Reference 
Committee  and  then  in  a last  ditch  effort  we  ap- 
pealed to  the  House  of  Delegates  to  approve  it  and 
there  were  5 votes  on  our  side  out  of  240.  Joe  and 
I spoke  up  loudly.  I hope  Tom  Parker  added  his  al- 
though he  wasn’t  entitled  to  a vote.  We  had  one  vote 
from  Dr.  Sammons  of  Texas,  who  spoke  here  last 
year,  or  year  before,  and  another  vote  from  Louise 
Gloutner,  from  Pennsylvania,  who  said  she  felt 
sorry  for  us. 

The  legislative  round-up  came  last  week  and  I 


am  going  to  read  from  it.  This  has  nothing  to  do 
with  my  report  but  I thought  you  ought  to  hear  it. 

“Wilbur  Cohen  spoke  before  Senator  Ribicoff’s 
committee  and  according  to  usual  he  blamed  the 
high  cost  of  medical  care  on  increase  in  doctor’s 
fees  and  inefficiency  because  all  of  us  do  not  practice 
group  practice,  but  this  is  what  I want  you  to  hear. 

“During  the  extensive  question  and  answer  period 
which  followed  Mr.  Cohen’s  testimony,  Subcommit- 
tee Chairman  Ribicoff  asked:  “Now,  three  witnesses 
this  week,  one  Dr.  Fucks,  a medical  economist; 
Governor  Rockefeller  of  New  York;  and  Mr.  Smith, 
Chairman  of  the  Board  of  the  Aetna  Insurance  Com- 
pany in  one  way  or  another  all  seemed  to  favor  a 
universal  health  insurance  program.  Do  you  see  any 
merit  in  a universal  health  insurance  program?” 
Mr.  Cohen  replied:  “I  would  have  to  say  first,  Sena- 
tor, as  you  know,  I strongly  favored  such  a univer- 
sal health  insurance  program  as  it  was  advocated 
in  this  country  in  the  1940’s.  I think  that  from  the 
experience  that  we  have  had  in  the  last  two  years 
I have  come  to  the  conclusion  that  it  is  a much 
more  monumental  task  than  was  first  apparent.  Our 
system  in  this  country  is  so  complex,  and  we  have 
such  serious  manpower  shortages,  that  I would  not 
want  to  say  that  at  this  moment  we  could  work 
out  a blueprint  for  a universal  comprehensive 
system  that  would  be  workable  and  usable  in  the 
American  situation.  I think  it  would  be  better  to 
go  at  this  problem  in  terms  of  looking  at  the  prior- 
ity needs  that  exist  and  in  meeting  those,  than  try- 
ing to  find  a kind  of  simple  blueprint  that  would 
probably  not  fit  all  of  these  various  conditions.” 
. . . Following  the  questioning  of  the  Administration 
witnesses,  Senator  Ribicoff  adjourned  the  Subcom- 
mittee subject  to  the  call  of  the  chair.” 

I thought  you  would  be  interested  in  that  little 
bit  of  information  that  came  this  past  week. 

“Summary  of  Actions  of  the  House  of  Delegates 
at  the  Interim  Session  in  Houston.”  (Before  going  on 
with  the  report)  Joe  Cain  didn’t  get  out  on  Satur- 
day, he  made  the  mistake  of  waiting  to  see  the  Caro- 
lina— Clemson  game,  since  he  went  to  Carolina— 
but  it  started  on  Sunday) 

(Reading  report)  “Our  President,  Dr.  Rouse,  cal- 
led for  positive  and  visible  action  by  physicians. 
(And  I quote  from  his  speech)  “The  future  of  the 
individual  physician,  of  patient  care,  and  of  the 
methods  by  which  it  will  be  made  available  to  all 
people  do  not  depend  upon  our  efforts  alone.  They 
depend  also  on  the  future  attitude  of  the  nation 
towards  free  enterprise;  on  the  degree  of  national 
respect  for  individual  initiative;  and  on  the  extent 
of  future  over-all  acceptance  of  the  concept  that 
personal  satisfaction  and  personal  benefit  are  to 
be  gained  principally  through  personal  endeavor.” 
Dr.  Rouse  went  on  to  state,  “When  private  citizens 
abdicate  their  responsibilities  and  ask  the  govern- 
ment to  do  a job,  government  responds  in  the  only 
way  it  can;  it  passes  more  laws— and  every  time 
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a law  is  passed,  it  means  another  small  or  large 
restriction  on  somebody’s  freedom.” 

As  regards  current  problems  Dr.  Rouse  feels  that 
our  biggest  problem  lies  in  the  cost  of  health  care 
and  the  growing  need  for  more  effective  cooperation 
among  health  care  professionals  and  sub-profes- 
sionals. Dr.  Rouse  feels  that  the  time  has  come  for 
orderly,  planned,  meaningful  change,  not  in  the 
fundamentals  of  ethics  or  the  devotion  to  excellence, 
but  in  the  more  material  features  of  efficiency,  cost 
and  methods  of  delivery  of  health  care.  (As  most 
of  you  know  between  1955  and  1965  the  population 
increased  17%,  the  doctor  population  increased  22%, 
but  the  services  the  doctors  render  increased  83%, 
and  that  is  where  the  rub  is.)  Dr.  Rouse  concluded 
by  stating;  “Let  us  not  make  it  necessary  for  any- 
body else  to  direct  the  furnishing  of  these  services.” 
(I  was  delighted  to  hear  the  Charleston  Delegation’s 
resolution  on  comparing  the  cost  of  the  health  care 
that  Wilbur  Cohen  always  throws  at  us  with  the  cost 
in  the  Veterans  Administration  Hospital) 

The  house  dealt  with  96  items  of  business  includ- 
ing 17  reports  from  the  Board  of  Trustees;  20  from 
the  four  Standing  Committees  of  the  House;  one  spe- 
cial report  each  from  the  AMA-ERF  and  the  Com- 
mission to  Coordinate  the  Relationships  of  Medicine 
with  Allied  Health  Professions  and  Services;  and 
57  resolutions  from  state  societies  and  individual 
physicians. 

Owen  H.  Wangansteen,  M.D.,  Director  of  Surgery 
at  University  Hospitals,  Minneapolis,  was  named  the 
winner  of  the  1968  Distinguished  Service  Award.  For 
the  first  time  the  recipient  was  selected  at  the  Clini- 
cal Session  and  he  will  receive  the  award  at  the 
annual  meeting  in  San  Francisco. 

The  house  approved  moving  the  AMA-ERF  Insti- 
tute for  Biomedical  Research  from  AMA  Head- 
quarters to  the  campus  or  near  the  campus  of  the 
University  of  Chicago.  At  the  same  time  the  Board 
of  AMA-ERF  will  be  required  to  present  a budget 
of  the  Institute  for  the  ensuing  year  and  the  amount 
of  the  projected  contribution  from  the  AMA  during 
that  period. 

In  medical  education  the  summary  of  the  Board 
of  Trustees  on  the  Report  of  the  Commission  Re- 
search was  approved.  Recommendation  No.  12  en- 
couraged research  into  the  delivery  of  Health  Care 
“provided  it  is  conducted  under  proper  auspices 
and  in  accordance  with  sound  research  design  and 
methodology.” 

The  House  reversed  its  previous  stand  and  ap- 
proved Recommendation  13  which  urged  greatly  in- 
creased amount  of  money  for  operational  expenses 
of  medical  schools,  to  be  matched  by  these  schools 
through  private  or  local  governmental  sources.  The 
House  urged  that  local  matching  funds  be  raised  to 
help  the  medical  schools  remain  independent. 

(The  above  was  a marked  departure  from  the 
previous  policy  of  the  House.  Heretofore  it  had 
always  been  brick  and  mortar  much  like  the  Hill- 
Burton  group,  but  now  there  is  such  a hue  and  cry 


for  more  money  that  the  House  has  finally  given  in.) 

The  House  adopted  a resolution  that  the  Council 
on  Medical  Education  “utilize  all  appropriate  in- 
fluences to  restore  teaching  to  its  proper  place  of 
prominence  in  medical  education”  instead  of  giv- 
ing the  lions  share  of  attention  .honors  and  contri- 
butions to  research  scientists.  Twelve  guidelines  for 
medical  staffs  in  hospitals  with  intern  and  resident 
training  programs  were  approved. 

Health  Care 

One  of  the  reports  on  this  subject  emphasizes 
that  standards  of  medical  care  are  set  at  the  local 
level,  and  calls  attention  to  disturbing  trends  point- 
ing to  the  possible  establishment  of  medical  care 
standards  on  a national  basis.  Another  commits  the 
AMA  to  leadership  in  informing  the  public,  and  the 
profession  as  to  practical  means  of  moderating 
health  care  costs,  the  value  of  voluntary  health  in- 
surance, expanding  the  medical  manpower  supply 
and  improving  the  health  care  of  the  American 
people. 

Medicare  and  Medicaid 

The  House  reaffirmed  its  support  for  direct  billing 
under  the  federal  program  and  adopted  a resolution 
regarding  the  collection  and  dissemniation  of  figures 
on  the  administrative  costs  of  Medicare. 

Another  resolution  was  adopted  which  urges  the 
AMA  to  continue  its  efforts  to  provide  for  the 
implementation  of  Title  19  in  a manner  which  recog- 
nizes “the  physicians  right  to  bill  directly  all  pa- 
tients, including  Title  19  patients  and  allow  the  phy- 
sician or  his  patient  to  be  reimbursed  his  usual, 
customary  and  reasonable  fee  for  his  professional 
services.” 

Other  Legislative  Matters 

A resolution  urging  continuing  opposition  to  S-2299, 
The  Long  Drug  bill,  was  adopted. 

The  House  adopted  recommendations  that  the 
AMA  arrange  a meeting  of  state  medical  association 
representatives  to  plan  regional  conferences  of  phy- 
sicians to  discuss  matters  of  special  interest  to  state 
legislators,  and  that  state  associations  invite  key  law- 
makers to  attend  AMA  conferences.  Support  for  Am- 
pac  was  reaffirmed.  (Also  Local  State  Pacs) 
Hospitals 

Because  both  Medicare  and  Medicaid  provide  pay- 
ment for  medical  care  rendered  to  patients  by  resi- 
dents, the  House  resolved  that  the  association  should 
study  the  problem  and  develop  guidelines  that  are 
acceptable  to  supervising  physicians,  teaching  insti- 
tution and  government  agencies  involved  in  the  pay- 
ment process. 

The  House  reaffirmed  its  opinion  that  physicians 
should  be  represented  on  the  Board  of  Trustees  of 
a hospital  by  a physician  or  physicians. 

Convention  Sites  for  the  next  seven  years 
Annual 

1968  San  Francisco — June  16-20 

1969  New  York— July  13-17 

1970  Chicago — June  21-25 

1971  Atlantic  City— June  20-29 
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1972  San  Francisco— June  18-22 

1973  New  York— July  15-19 

1974  Chicago — June  16-20 

Clinical 

Miami  Beach — Dec  1-4 
Denver— Nov.  30-Dec.  3 
Boston— Nov.  29-Dec.  2 
New  Orleans— Nov.  28-Dec.  1 
Atlanta— Nov.  26-29 
Anaheim,  Cal.  Nov.  25-28 
Portland,  Ore.— Dec.  1-4 

The  House  adopted  a statement  of  11  purposes 
and  responsibilities  for  the  AMA  designed  to  define 
more  clearly  the  over-all  purpose  as  written  in  the 
Constitution.  “To  promote  the  science  and  art  of 
medicine  and  the  betterment  of  public  health.” 

The  House  reiterated  its  serious  concern  with 
respect  to  the  Blue  Cross  association’s  request  for 
government  funds  for  its  research  project  on  group 
practice. 

Criteria  for  the  evaluation  of  medical  programs  of 
national  voluntary  health  agencies  were  adopted. 

Three  resolutions,  referred  to  the  board,  pointed 
out  that  news  stories  criticizing  the  rising  cost  of 
health  care  place  all  or  most  of  the  responsibility 
squarely  on  physicians.” 

(This  is  nothing  new.  At  every  meeting  of  the 
Council  of  AMA  with  the  Council  of  HEW  the  Council 
of  HEW  started  out  with  this  sentence  “Doctors’ 
fees  are  too  high”  that  has  been  reiterated  at  every 
meeting.) 

Gentlemen,  this  concludes  my  report  and  I want 
to  thank  you  for  allowing  me  to  represent  the  South 
Carolina  Medical  Association  at  the  American  Medi- 
cal Association  for  the  past  14  years  and  I request 
that  my  name  not  be  put  up  to  succeed  myself.  My 
associates  have  been  very  understanding  over  these 
14  years  but  their  patience  is  getting  a little  thin 
and  after  14  years  I think  it  is  high  time  for  some- 
body else  to  take  my  place.  Thank  you  very  much. 

The  Chair:  I tell  you  right  now  that  the  two  men 
in  organized  medicine  in  this  state  who  have  the 
hardest  job  are  Dr.  George  Johnson  and  Dr.  Joe 
Cain. 

This  completes  the  Reports  of  the  Officers  and  at 
this  time  we  will  go  on  to  the  Reports  of  the 
Committees  and  their  reference  to  the  Reference 
Committees.  Now,  most  of  these  have  been  printed 
in  the  Journal.  If  you  have  any  supplementary  re- 
marks please  stop  me  as  I go  on  from  one  to  the 
next  one.  We  will  try  to  move  along  as  fast  as  we 
can. 

All  of  these  reports  of  these  committees,  as  I say, 
have  been  reported  in  the  Journal  or  else  are  on  your 
desk.  They  have  been  referred,  you  will  see  where 
they  go  and  you  can  express  your  interest  at  the 
Reference  Committee  meetings. 

The  Chair:  If  there  are  no  further  announcements 
or  no  old  or  new  business  we  stand  adjourned  until 
tomorrow  morning  at  9:30. 

To  be  continued 


COMMITTEE  REPORTS 
SUBMITTED  AT  ANNUAL 
MEETING 

REPORT  OF  THE  LIAISON 
COMMITTEE  OF  THE  S.  C.  MEDICAL 
ASSOCIATION  TO  THE  STATE 
DEPARTMENT  OF  PUBLIC  WELFARE 
ON  TITLE  XIX 

During  the  past  two  years  your  Liaison  Committee 
has  had  several  meeetings  with  the  South  Carolina 
Department  of  Public  Welfare.  The  attitude  of  the 
South  Carolina  Medical  Association  on  the  implemen- 
tation of  Title  XIX  was  communicated  to  the  De- 
partment of  Public  Welfare.  As  was  brought  out  in 
last  year’s  report,  the  Department  of  Public  Wel- 
fare was  designated  tthe  State  Agency  for  adminis- 
tration of  Title  XIX.  The  Department  of  Public 
Welfare  cooperated  in  an  excellent  manner  with 
your  Committee. 

The  desirability  of  having  free  choice  of  physicians 
by  recipients  of  the  benefits  of  Title  XIX  was  im- 
pressed on  the  Department  of  Public  Welfare  and 
the  plan  included  that  provision.  There  are  still 
some  negotiations  going  on  between  the  hospitals, 
the  State  Board  of  Health  and  the  Department  of 
Public  Welfare  as  to  the  handling  of  clinic  cases  of 
those  entitled  to  the  benefits.  In  the  main  this  is 
being  resolved  with  the  patient  having  the  choice 
of  going  to  his  private  physician  or  attending  a 
clinic. 

Another  point  of  discussion  was  the  fees  to  be 
paid.  The  Department  of  Public  Welfare  advised  us 
that  the  fees  will  be  the  “usual  and  customary  fees” 
charged  in  a community. 

The  South  Carolina  State  Plan  was  submitted  and 
resubmitted  to  Washington.  It  was  recently  accepted. 
This  plan  provides  in  the  main  as  follows: 

Those  eligible  will  be  those  presently  on  the  De- 
partment of  Public  Welfare  rolls.  Any  new  appli- 
cant for  benefits  will  be  processed  through  the  local 
Department  of  Public  Welfare  office.  Each  bene- 
ficiary will  be  given  a dated  card  which  can  be 
shown  to  the  hospital,  physician,  or  pharmacist  to 
show  that  he  is  eligible.  It  is  expected  that  the  cards 
will  be  kept  current  monthly,  in  that  a new  card  will 
be  sent  with  each  Welfare  check.  Children  with  their 
ages  will  be  listed  on  the  card. 

Benefits  furnished  will  be  as  follows: 

1.  Doctor’s  services,  in  or  out  of  the  hospital. 

2.  Laboratory  and  X-ray  services. 

3.  Inpatient  Hospital  Services.  'The  S.  C.  Plan 
provides  for  40  days  per  calendar  year  in  the 
hospital.) 

4.  Skilled  Nursing  Home  Services.  'The  S.  C. 
Plan  provides  for  365  days’  care  per  year.) 
Services  in  institutions  for  Tuberculosis  or  Men- 
tal Diseases  are  not  covered  under  this  act. 
They  are  under  another  category. 
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5.  Outpatient  Hospital  Services. 

6.  Drugs  in  Accordance  with  an  Adopted  Formu- 
lary. 

7.  Some  Emergency  Dental  Care. 

8.  Home  Care  Visits — 100  per  year  (will  largely 
be  made  by  Health  Department  Nurses). 

There  was  a special  Committee  set  up  to  establish 
a list  of  drugs  for  which  the  Department  of  Public 
Welfare  would  pay.  In  the  main  this  list  comprises 
drugs  which  would  be  life  saving  or  would  prevent 
hospitalization.  This  Drug  Committee  worked  hard 
on  this  task.  A copy  of  drugs  for  which  the  Depart- 
ment of  Public  Welfare  will  pay  is  being  furnished 
all  physicians  and  pharmacists.  If  it  is  felt  by  the 
Medical  Profession  that  some  additional  drug  should 
be  included,  a procedure  is  set  up  for  recommenda- 
tion by  the  Doctor  and  study  by  the  Committee  and 
inclusion  if  felt  justified. 

Title  XIX  provides  that  an  Advisory  Committee 
be  established  for  the  Department  of  Public  Wel- 
fare on  Title  XIX.  This  Committee  has  been  ap- 
pointed  by  the  Governor  and  will  shortly  hold  a 
meeting.  There  are  seventeen  members.  Among  the 
members  of  the  Committee  are  the  following:  From 
the  S.  C.  Medical  Association;  Dr.  Joe  Cain  and  Dr. 
Thomas  Collum;  Medical  College;  Dr.  William  Mc- 
Cord; State  Hospital;  Dr.  William  Hall  and  Dr.  Roy 
Suber;  State  Board  of  Health;  Dr.  Kenneth  Aycock 
and  Dr.  Hilla  Sheriff.  The  Hospitals,  the  Nurses, 
the  Nursing  Homes,  the  Dentists,  the  Pharmacists, 
representatives  of  Labor  and  of  Industry,  and  several 
representing  the  general  public  are  included. 

The  State  Board  of  Health  has  a contract  agree- 
ment with  the  State  Department  of  Public  Welfare 
in  fields  in  which  they  have  interest.  This  is  largely 
the  approval  of  Hospitals  and  Nursing  Home  facili- 
ties and  certain  clinics  which  the  Health  Department 
has  been  sponsoring. 

There  are  a certain  number  of  Welfare  recipients 
who  are  not  eligible  under  Title  XIX.  Present  plans 
call  for  furnishing  the  same  benefits  to  those  people. 
In  those  cases  there  would  be  no  Federal  participa- 
tion. There  are  some  who  are  entitled  to  Medicare 
as  well  as  Medicaid.  As  a rule  Medicare  would 
supercede;  however,  it  is  the  intention  of  the  De- 
partment of  Public  Welfare  to  pay  the  first  $40.00 
of  hospital  charges.  The  Department  of  Public  Wel- 
fare will  also  pay  the  first  $50.00  deductible  on 
Medicare  cases  and  the  20%  not  paid  by  Medicare. 
This  is  for  eligible  Medicaid  cases. 

The  State  Plan  has  been  accepted  by  Washington, 
the  mechanics  are  presently  being  worked  out.  A 
pamphlet  will  be  sent  to  all  Doctors,  Hospitals, 
Pharmacists  and  Welfare  Recipients  outlining  the 
Program  and  with  questions  and  answers  for  the 
enlightenment  of  those  who  are  interested.  The 
present  target  date  for  the  implementation  of  Title 
XIX  in  this  State  is  June  1,  1968. 

With  the  formation  of  the  Advisory  Committee 


to  the  Department  of  Public  Welfare  on  Title  XIX 
as  appointed  by  the  Governor,  it  appears  that  the 
continuation  of  the  Liaison  Committee  is  unneces- 
sary. The  Advisory  Committee  covers  all  of  the 
categories  covered  by  the  Liaison  Committee  and 
it  has  an  official  status.  I would,  therefore,  recom- 
mend the  discontinuance  of  the  Liaison  Committee. 

Respectfully  submitted, 

Frank  C.  Owens,  M.D.,  Chairman 


REPORT  OF  THE  MEDICAL  ADVISORY 
COMMITTEE  TO  SELECTIVE  SERVICE 
FOR  SOUTH  CAROLINA 

The  1967  call  for  doctors  for  the  Armed 
Services  by  Selective  Service  was  for  22 
men.  The  first  priority  was  the  grad- 
uating Intern.  There  were  10  of  these 
available  to  fill  the  call.  These  were  used. 
It  was  then  necessary  to  go  into  the  Resi- 
dents and  those  in  private  practice.  The 
remainder  of  the  call  was  filled  from  those 
sources. 

The  1968  call  is  for  5 men  so  far  as 
South  Carolina  is  concerned.  This  is  Call 
No.  42.  There  was  one  request  for  defer- 
ment, however  your  Committee  felt  that 
this  request  should  be  refused.  This  call 
will  go  out  about  May  15  with  reporting 
date  of  July  1,  1968.  As  a practical  mat- 
ter the  reporting  dates  will  probably  be 
in  July  or  August. 

There  was  one  other  case  acted  on  by 
your  Committee  and  that  was  the  case  of 
a doctor  who  already  held  a commission 
in  the  Reserve  and  was  therefore  not  un- 
der Selective  Service.  This  man  was  ruled 
essential  by  a majority  vote  of  your 
Committee. 

I want  to  take  this  opportunity  to  thank 
the  members  of  the  Medical  Advisory 
Committee  to  Selective  Service  for  their 
fearless  and  impartial  decisions  on  the 
cases  presented  to  them. 

The  needs  of  the  Armed  Services  are 
paramount  and  it  has  been  the  most  un- 
usual case  which  merited  the  decision  “es- 
sential.” 

Respectfully  submitted, 

Frank  C.  Owens,  M.D. 

Chairman 
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MRS.  DAVIS  DE  LEON  MOISE 


The  newly  chosen  president-elect  of  the 
Woman’s  Auxiliary,  Mrs.  Moise,  is  a na- 
tive of  Georgetown  County  and  was  grad- 
uated from  Columbia  College.  She  has 
taught  school  and  served  in  the  WAVES. 
She  completed  study  in  medical  technology 
at  Duke  University  in  1948  and  began 
work  in  the  laboratory  at  Tuomey  Hos- 
pital. She  became  head  technician. 

Mrs.  Moise  was  married  in  1955  and 
has  four  children.  She  is  on  the  board  of 
the  Women  of  Trinity  Methodist  Church 
in  Sumter,  a member  of  the  board  of  the 
YWCA  and  PTA.  She  has  participated  in 
many  voluntary  organizations  and  other 
health  programs. 


SPECIALTY  SOCIETIES  IN 
SOUTH  CAROLINA 

CENTRAL  SOUTH  CAROLINA  OPH- 
THALMOLOGICAL  SOCIETY’S  officers 
are  J.  B.  Workman  Jr.,  president ; Shepard 
N.  Dunn,  M.D.,  vice  president;  Robert  P. 
Bland  Jr.,  M.D.,  secretary;  Edward  D. 
Hopkins  Jr.,  M.D.,  treasurer. 


SOUTH  CAROLINA  SOCIETY  OF  IN- 
TERNAL MEDICINE  recently  elected 
new  officers.  They  are  Dr.  James  L.  Wells 
of  Orangeburg,  president ; Dr.  Wilson 
Greene  Jr.  of  Sumter,  vice  president;  and 
Dr.  Paul  R.  Staley  of  Charleston,  secre- 
tary-treasurer. 


CAROLINA  UROLOGICAL  SOCIETY 

is  primarily  an  organization  of  the  North 
Carolina  urologists  with  courtesy  priv- 
ileges to  the  South  Carolina  group.  The 
next  meeting  will  be  held  in  1968,  and  for 
the  first  time  the  organization  is  meeting 
in  South  Carolina  at  Myrtle  Beach. 


SOUTH  CAROLINA  SOCIETY  OF 
OPHTHALMOLOGY  AND  OTOLARYN- 
GOLOGY will  meet  jointly  with  the  North 
Carolina  Society  September  22-24  at  the 
Blockade  Runner  Motor  Hotel  at  Wrights- 
ville  Beach,  North  Carolina.  Speakers  for 
the  meeting  include:  Dr.  Joseph  Ogura  of 
St.  Louis,  Dr.  Jack  Pulack  of  Rochester, 
Minn.,  Dr.  Art  Keeney  of  Philadelphia, 
Dr.  Philip  Knapp  of  New  York  and  Dr. 
Edward  Norton  of  Miami. 

Officers  of  the  Society  are  Dr.  Frank 
W.  Nicholson  of  Spartanburg,  president; 
Dr.  Frank  Stanfield  of  Anderson,  presi- 
dent-elect; Dr.  Earl  Jones  of  Florence, 
vice  president,  and  Dr.  Roderick  Mac- 
donald of  Rock  Hill,  secretary-treasurer. 

SOUTH  CAROLINA  THORACIC  SO- 
CIETY recently  elected  new  officers.  They 
are:  Dr.  William  H.  Lee  Jr.,  president; 
Dr.  Lucien  E.  Brailsford,  vice  president; 
Dr.  Thomas  F.  Goldie,  secretary-treas- 
urer; Dr.  Robert  Galphin  Jr.,  ATS  rep- 
resentative councillor;  Dr.  Edward  F. 
Parker,  SCTS  nominee  for  Tuberculosis 
Advisory  Committee. 


The  pamphlet  on  the  Cost  of  Hospital 
Care,  prepared  by  the  South  Carolina  Hos- 
pital Association  is  still  available  for  dis- 
tribution without  cost  from  the  South 
Carolina  Hospital  Association,  Post  Office 
Box  75,  Columbia,  S.  C.  29202. 
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THE  THREAT  OF  LABORS  BILL  HR  — 14816 


JOSEPH  L.  GOODMAN,  M.D. 
Charleston,  S.  C. 


A ship  at  sea  began  to  sink  and  the  pas- 
sengers jumped  into  a lifeboat.  They  were 
still  far  from  land  when  one  of  the  men 
began  to  bore  a hole  in  the  bottom  of  the 
boat.  “Don’t  do  that!”  the  others  shouted. 
“Why  not?”  said  the  man.  “I  am  only  bor- 
ing under  my  own  seat.”  “Yes”,  said  his 
companions,  “but  when  the  sea  rushes  in 
we  will  all  be  drowned  with  you.” 

Like  men  in  a boat  at  sea,  what  deprives 
one  of  us  in  the  medical  profession  de- 
prives us  all. 

A Bill  HR-14816  written  for  Labor  in 
the  House  of  Representatives  authorizes 
the  Secretary  of  Labor  to  set  standards  to 
assure  safe  and  healthful  working  condi- 
tions for  working  men  and  women ; to  as- 
sist the  States  to  participate  in  efforts  to 
assure  such  working  conditions;  to 
provide  for  research,  information,  educa- 
tion and  training  in  the  field  of  occupa- 
tional safety  and  health  for  other  pur- 
poses. This  Act  is  cited  as  the  “Occupa- 
tional Safety  and  Health  Act  of  1968.” 
The  Congress  finds  that — 

(1)  personal  injuries  and  illnesses  aris- 
ing out  of  work  situations  which  result  in 
death  or  disability  are  an  increasing 
source  of  tragedy  and  extreme  hardship 
for  workers  and  their  families,  and  that 
the  number  of  such  injuries  and  illnesses 
has  reached  such  sizable  proportions  in  the 
Nation  as  to  reduce  to  a serious  degree  the 
effectivensess  of  the  manpower  resources 
in  the  United  States  and  thereby  impose 
a substantial  burden  upon,  interstate  com- 
merce in  terms  of  lost  production,  wage 
loss,  medical  expenses,  and  disability  com- 
pensation payments ; and 

(2)  the  public  health  and  welfare  of  the 
Nation  is  endangered  since  occupational 
injuries  and  illnessses  involve  a large  part 
of  the  population  either  as  victims  of 


such  injuries  and  illnesses  or  as  members 
of  the  victim’s  families. 

Because  of  these  two  findings,  Congress 
declares  it  to  be  their  purpose  and  policy 
through  the  exercise  of  its  powers  to  regu- 
late commerce  among  the  several  states 
and  to  provide  for  the  good  and  general 
welfare,  to  assure  so  far  as  possible  every 
working  man  and  woman  in  this  Nation 
safe  and  healthful  working  conditions. 

They  therefore  intend  to  establish  by 
this  act  mandatory  occupational  safety 
and  health  standards  applicable  to  busi- 
nesses affecting  commerce  by  providing 
for  (1)  the  effective  enforcement  of  such 
safety  and  health  standards,  (2)  by  pro- 
viding for  research  relating  to  occupa- 
tional safety  and  health,  (3)  and  by  pro- 
viding for  training  programs  to  increase 
and  improve  personnel  engaged  in  the  field 
of  occupational  safety  and  health,  (4)  by 
more  clearly  delineating  the  responsibility 
of  the  Federal  Government  in  its  activities 
related  to  occupational  safety  and  health 
in  the  private  sector  (5)  by  providing 
grants  to  the  States  to  assist  them  in  iden- 
tifying their  needs  and  responsibilities  in 
the  area  of  occupational  safety  and  health, 
to  develop  plans  in  accordance  with  the 
provisions  of  this  Act,  and  to  conduct  ex- 
perimental and  demonstration  projects  in 
connection  therewith  (6)  by  providing  for 
appropriate  accident  and  health  reporting 
procedures  which  will  help  achieve  the 
objectives  of  this  Act. 

The  Government  then  will  set  standards 
for  industry  under  Section  3 of  this  Act 
which  says  that  any  empolyer  engaging  in 
a business  affecting  commerce  shall  fur- 
nish a place  of  employment  which  is  safe 
and  healthful  and  shall  comply  with  the 
standards  prescribed. 

The  Secretary  of  HEW  is  authorized  to 
appoint  such  advisory  committee  or 
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boards  as  he  deems  appropirate;  use,  with 
their  consent,  facilities  of  Federal  agen- 
cies with  or  without  reimbursement,  and 
with  the  consent  of  any  State  or  political 
subdivision  accept  and  use  the  agencies  of 
such  State  or  subdivision  with  or  without 
reimbursement  to  employ  experts  and  con- 
sultants or  organizations,  to  compensate 
individuals  so  employed  and  allow  them 
travel  expenses. 

There  will  be  inspections  and  investiga- 
tions under  this  Act  in  order  to  carry  out 
the  purposes. 

If  upon  inspection  the  Secretary  of 
Labor  determines  that  any  person  has 
violated  the  provisions  of  this  Act  or  the 
regulations  and  standards  established,  he 
shall  hold  hearings,  issue  orders,  and  make 
such  decisions  as  are  deemed  to  be  neces- 
sary to  enforce  the  provisions  of  the  Act. 
If  an  inspection  and  investigation  dis- 
closes that  a violation  may  result  in  im- 
minent harm  to  the  safety  and  health  of 
lhe  workers,  the  Secretary  of  Labor  may 
issue  an  order  providing  for  the  imme- 
diate cessation  of  such  violation,  and  fur- 
ther, prohibit  the  employment  of  any  per- 
sons in  locations  or  under  conditions  where 
such  violations  exist,  except  to  correct  or 
remove  the  violation. 

The  Secretary  of  Labor  shall  provide 
for  the  establishment  and  supervision  of 
programs  for  the  education  and  training 
of  employers  and  employees  in  the  recog- 
nition, avoidance,  and  prevention  of  un- 
safe working  conditions  in  employments 
covered  by  this  Act,  and  shall  consult  with 
the  employers  as  to  effective  means  of  pre- 
venting injuries  and  illnesses.  The  Secre- 
tary of  Labor  may  bring  suit  in  any  Dis- 
trict Court  of  the  United  States  to  enjoin 
or  restrain  the  existance  of  such  condi- 
tions or  practices. 

Any  person  who  violates  or  fails  or  re- 
fuses to  comply  with  Section  III  of  this 
act  or  any  orders  issued  under  Section  VI 
of  this  act  shall  be  subject  to  a civil 
penalty  of  not  more  than  $1,000  for  each 
such  violation. 

Any  person  who  willfully  violates  or  re- 


fuses to  comply  with  the  provisions  of  the 
Section  III  of  this  act  shall  be  guilty  of  a 
misdemeanor  and  upon  conviction  shall  be 
punished  by  fine  of  not  more  than 
$5,000.00  or  by  imprisonment  or  by  both. 
Any  person  who  interferes  with  any  per- 
son while  engaged  in  the  performance  of 
inspections  or  investigatory  duties  under 
this  act  shall  be  fined  not  more  than 
$5,000.00  or  an  imprisonment  of  not  more 
than  three  years  or  both. 

Last  year  about  half  of  the  work  force 
was  covered  and  then  only  part  of  the 
time.  In  summary,  the  proposed  Bill  will 
empower  the  Secretary  of  Labor  to  set 
and  enforce  new  standards  of  job  safety 
for  50  million  employees  involved  in  inter- 
state commerce.  It  would  impose  “strong 
sanctions,  civil  and  criminal,  of  those  who 
endanger  the  health  of  the  working  man” 
the  message  said.  The  measure  would  also 
provide  help  to  start  and  strengthen  their 
own  federal  health  and  safety  programs 
for  protecting  workers  in  interstate  com- 
merce. 

Contrary  to  the  Government’s  view- 
point, it  is  generally  recognized  that  in 
many  industries  the  worker  is  safer  in 
his  job  than  away  from  it.  This  is  the  re- 
sult of  many  years  of  effort  on  the  part 
of  many  people.  The  development  and  im- 
provement of  personal  safety  equipment 
and  devices  and  programs  in  safety  and 
health  education  have  contributed  ma- 
terially to  the  employee’s  safety  and 
health.  In  almost  all  industries  the  rate  of 
absenteeism  resulting  from  non-occupa- 
tional  illnesses  and  injuries  far  exceeds 
those  for  illnesses  and  injuries  which  are 
causally  related  to  the  job. 

Dr.  J.  .F.  McMann,  President  of  the  In- 
dustrial Medical  Association,  has  pre- 
sented the  history  and  objectives  of  the 
Industrial  Medical  Association,  which  for 
52  years  has  fostered  the  study  of  the 
problems  peculiar  to  the  practice  of  indus- 
trial medicine  and  surgery;  these  were 
to  encourage  and  foster  development  of 
methods  adapted  to  the  conservation  and 
improvement  of  health  among  workers 
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and  to  promote  a more  general  under- 
standing of  the  purposes  and  the  results 
of  medical  care  and  health  maintenance 
of  these  workers.  The  comments  of  the 
Association  were  intended  to  be  construc- 
tive and  practical,  since  in  accidents  and 
environmental  control  of  health  hazards 
the  experience  of  major  industry  differs 
from  that  of  small  industry.  In  many  of 
the  major  industries  the  programs  on  oc- 
cupational safety  and  health  are  success- 
ful, are  well  advanced  and  have  been  de- 
veloped to  the  point  where  the  most  im- 
portant remaining  problem  is  human  fail- 
ure. This  problem  is  largely  unsolved  and 
is  an  area  of  increasing  concern  to  phy- 
sicians. While  there  are  notable  excep- 
tions, the  safety  and  health  programs  gen- 
erally have  not  been  so  well  developed  in 
many  of  the  small  industries  of  this  coun- 
try in  which  most  of  the  Nation’s  work 
force  is  employed.  Certainly  industry  is 
concerned  about  the  fatalities  and  dis- 
abling injuries  and  economic  loss  to  the 
Nation.  These  problems  are  of  daily  con- 
cern to  all  members  of  the  medical  pro- 
fession. 

The  provision  of  the  Bill  authorizes  the 
Secretary  of  HEW  to  conduct  programs 
to  train  personnel.  There  already  is  a 
great  shortage  of  physicians,  industrial 
engineers,  safety  engineers  and  other  pro- 
fessional specialists  in  the  field  of  oc- 
cupational safety  and  health  fields.  This 
shortage  will  be  intensified  if  this  Bill  is 
enacted. 

In  our  own  Charleston  community  we 
find  that  one  of  the  corporations  has  just 
received  a plaque  for  having  attained  five 
million  man  hours  without  a lost-time  ac- 
cident of  a single  day.  There  is  no  mention 
in  this  Bill  about  the  problem  of  the  em- 
ployee who  failed  to  use  safety  devices, 
who  short  circuits  the  safety  devices,  who 
refuses  to  wear  safety  shoes,  who  refuses 
to  wear  hard  hats.  The  business  commun- 


ity has  as  much  interest  in  this  area  as 
does  the  Secretary  of  Labor.  We  feel  and 
others  feel  in  the  field  of  occupational 
medicine  that  we  can  with  deliberate  speed 
but  not  with  haste,  come  up  with  an 
answer  to  the  problem  that  presents  itself 
at  this  time. 

I am  in  hopes  that  this  little  summary 
of  this  particular  health  act  HR-14816 
will  be  of  benefit  to  those  who  are  not  ini- 
tiated in  occupational  medicine  but  as  phy- 
sicians should  object  to  the  intrusion  of 
the  Government  into  our  private  sector. 

Twenty  five  years  ago  only  a few  phy- 
sicians were  doing  occupational  medical 
work.  Today  there  are  over  25,000  includ- 
ing 5,000  full-time  and  the  rest  part-time 
on  call.  Almost  all  of  these  doctors  are 
serving  the  larger  establishments.  As  a 
rule  the  industrial  physician  is  identified 
with  industry  production  and  usually 
functions  on  their  premises.  Such  a phy- 
sician is  imbued  with  a philosophy  of  con- 
structive medicine  that  is  conversant  with 
the  philosophy  of  industry,  production 
and  manpower.  He  is  versed  in  the  pe- 
culiar administration  requirements  of  his 
task,  directs  or  understands  industrial  hy- 
giene, maintains  a preventive  program  and 
is  competent  in  the  allied  matters  of  safety 
engineering,  employment  compensation 
and  other  forms  of  insurance.  That  which 
marks  the  industrial  physician  as  such  is 
that  in  addition  to  outstanding  qualifica- 
tions as  a physician,  he  moves  with  facility 
among  machines,  material,  manpower, 
products  and  process,  and  programmed 
group  enterprises.  Many  medical  societies 
and  other  industrial  groups  are  engaged 
in  programs  to  stimulate  physicians  to  ac- 
cept industrial  practices  and  to  acquaint 
small  concerns  with  the  advantages  of 
in-plant  medical  services.  We  must  not 
sit  idly  by  while  the  man  bores  the  hole 
under  the  seat,  for  we  all  may  go  down 
with  the  boat. 
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Dr.  Harold  E.  Jervey  Jr.  of  Columbia 
has  been  made  a contributing  editor  of 
Medical  Economics.  Dr.  G.  R.  Dawson  Jr. 
and  Dr.  R.  E.  Moore  of  Florence  have  been 
presented  certificates  of  appreciation 
from  the  Boys  Club  of  Florence  for  their 
contributions,  interest  and  support  in  the 
club.  Dr.  James  ().  Morphis  Jr.  of  Harts- 
ville  was  elected  to  Fellowship  in  the 
American  Academy  of  Pediatrics  at  a 
recent  meeting  of  the  AAP  Executive 
Board.  Dr.  Hiram  B.  Curry  of  Charleston 
and  Dr.  Grady  H.  Hendrix  of  Mount 
Pleasant  have  been  elected  to  fellowships 
in  the  American  College  of  Physicians. 
Dr.  David  P.  Reese  has  moved  his  office 
to  Greenville  Medical  Center  at  24  Vardry 
St.  Dr.  Frank  Kinsey  has  accepted  a posi- 
tion as  radiologist  at  the  Byerly  Hospital 
in  Hartsville.  He  will  receive  his  discharge 
from  the  Army  August  31.  He  is  a grad- 
uate of  the  Citadel  and  the  Medical  Col- 
lege of  South  Carolina.  In  memory  of  their 
late  parents,  Mr.  and  Mrs.  Horace  Daniel 
and  Minnie  Gerald  Free,  the  Free  family 
presented  a portrait  to  the  Bamberg 
County  Medical  Association  of  their 
family  physician,  Dr.  Henry  Jefferson 
Stuckey.  The  ceremony  took  place  at  Bam- 
berg County  Hospital.  Dr.  Herbert  A. 
Moskow  has  assumed  the  practice  of  gen- 
eral medicine  and  surgery  in  Denmark. 
He  was  graduated  from  Erskine  College 
and  the  Medical  College  of  South  Carolina. 
He  has  done  internship  in  the  Columbus 
Medical  Center  in  Columbus,  Ga.  Dr.  Mos- 
kow is  a member  of  AMA  and  the  S.  C. 
Medical  Assn.  He  and  his  wife  are  natives 
of  Andrews. 

Dr.  A.  R.  Collins  has  been  named  Civitan 
of  the  Year  in  Myrtle  Beach.  Dr.  Henry 
Kuemmerer  has  been  awarded  the  “Dis- 
tinguished Service  Award”  by  the  West- 


minister Jaycees.  Dr.  Joseph  Norman 
Walsh,  a man  who  had  given  41  years  of 
medical  service  to  the  people  of  Berkeley 
County  was  honored  for  his  service  to 
the  community  with  the  unveiling  of  his 
portrait  in  the  Berkeley  Hospital  this 
spring.  Dr.  Samuel  Perry  Davis  has  as- 
sumed chairmanship  of  the  Sumter  County 
Board  of  Health  from  Dr.  William  F. 
Young  whose  board  term  expired  June 
30.  Dr.  Davis  was  graduated  from  the 
Medical  College  of  South  Carolina.  Follow- 
ing his  internship  at  Medical  Center  Hos- 
pitals in  Charleston,  he  began  general 
practice  in  July,  1959  in  Pinewood. 

Dr.  Malcolm  U.  Dantzler,  assistant  state 
health  officer,  was  chosen  chairman  of  the 
Health  Officers’  Section  of  the  Southern 
Branch  of  the  American  Public  Health 
Association.  Dr.  Hilla  Sheriff  has  been 
named  one  of  25  alternate  delegates  by  the 
American  Medical  Women’s  Assn,  to  the 
Eleventh  Congress  of  the  Medical 
Women’s  International  Association  held 
in  Vienna,  Austria,  June  23-29.  Dr.  Sol 
Neidich  of  Beaufort  is  being  honored  by 
B’nai  B’rith  for  more  than  a generation 
of  leadership  in  Jewish  communal  affairs. 
A Dr.  Sol  Neidich  Youth  Fellowship  is  be- 
ing established  in  his  name  at  the  annual 
convention  of  B’nai  B’rith  District  5 in 
Hollywood,  Florida. 

Dr.  Robert  S.  Matthews,  chief  resident 
in  orthopedic  surgery  at  Greenville  Gen- 
eral Hospital,  addressed  the  June  meeting 
of  the  Heberden  Society  of  the  National 
Institute  of  Rehabilitation  of  Switzerland. 

The  society,  an  international  group  of 
orthopedic  surgeons,  pathologists  and 
rheumatologists,  invited  Dr.  Matthews  and 
Dr.  Donald  E.  McCollum  to  discuss  their 
recent  findings  concerning  the  relation- 
ship of  gout  and  hyperuricemia.  The  find- 
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ings  related  to  cases  of  aseptic  necrosis  of 
the  femoral  head,  a hip  disease,  for  which 
there  were  no  discernible  causes. 

Dr.  Loren  F.  Parmley  Jr.,  formerly  a 
physician  of  ex-president  Dwight  D. 
Eisenhower,  has  been  named  Director  of 
Medical  Education  at  Spartanburg  Gen- 
eral Hospital. 

Parmley  will  divide  his  time  as  director 
of  Medical  Education  with  the  South  Caro- 
lina Medical  College  Hospital  at  Charles- 
ton, where  he  will  be  assistant  dean  and 
clinical  professor  of  medicine. 

Parmley  has  a distinguished  career  in 
the  field  of  internal  medicine  and  cardio- 
vascular diseases,  a career  which  has  car- 


ried him  to  many  sections  of  the  world. 

He  comes  to  Spartanburg  from  a posi- 
tion as  chief  of  the  Department  of  Medi- 
cine at  Walter  Reed  Hospital,  where  he 
was  a noted  cardiologist.  Before  joining 
the  staff  at  Walter  Reed,  Parmley  was 
medical  consultant  for  the  U.  S.  Army  in 
Europe  and  has  spent  much  time  in  South- 
east Asia.  In  India  he  was  a medical  at- 
tache with  the  Diplomatic  Corps. 

Dr.  Parmley  is  the  author  of  15  publi- 
cations and  is  a diplomate  of  the  Ameri- 
can Board  of  Internal  Medicine.  He  grad- 
uated from  the  University  of  Virginia  in 
1941  and  received  his  M.D.  degree  from  the 
University  of  Virginia  School  of  Medicine 
in  1943. 


MEETINGS 


The  Sixth  National  Cancer  Conference 
will  be  held  September  18-20  in  Denver, 
Colorado. 


The  Medical  Progress  Assembly  will  be 
held  September  22,  23,  24  in  Birmingham, 
Alabama. 


The  Tennessee  Valley  Medical  Assem- 
bly, Memorial  Auditorium,  Chattanooga, 
will  be  held  September  13-14.  For  infor- 
mation write  E.  Wayne  Gilley,  M.D.,  chair- 
man, 107  Interstate  Building,  Chatta- 
nooga, Tenn.  37402. 


WINCHESTER 

“CAROL1N AS’  HOUSE  OF  SERVICE” 


Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 
Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 
Phone  No.  919-272-5656 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year, 
and  invite  your  inquiries. 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921, 
and  advertised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 


Medical  College 

I)r.  Dale  Groom  was  a speaker  on  the 
program  of  the  AMA  Convention  in  San 
Francisco.  He  was  one  of  two  panelists 
on  the  symposium  on  Chest  Pain. 

Dr.  Bart  Antine,  assistant  professor  of 
Ophthalmology,  is  acting  as  a visiting  lec- 
turer and  consultant  in  Ophthalmology  at 
the  Medical  College  of  Georgia. 

Dr.  William  Lee  and  Dr.  Peter  Hairston 
presented  papers  at  the  meeting  of  the 
S.  C.  Surgical  Society  in  Cashiers,  N.  C. 
Drs.  Hairston,  Norman  Cooper  and  Lee 
produced  an  exhibit,  “Dextran,  Mechanism 
of  Effect  and  Clinical  Application”  at  the 
AMA  meeting  in  San  Francisco. 

Dr.  W.  .T.  Dougherty  recently  lectured  at 
Connecticut  University,  Hartford,  on  the 
subject  of  ‘‘Dialyzed  Iron  Staining  of  Acid 
Mucosubstance  in  Skeletal  Muscle.” 

Dr.  Hiram  Curry  lectured  on  ‘‘Antico- 
agulant Therapy  in  Cerebrovascular  Dis- 
ease” at  the  Neurologica  Kliniken,  Re- 
gionsjukhusic,  Linkoping,  Sweden,  in  May. 

Dr.  Grady  Hendrix  presented  a paper  on 
‘‘Coronary  Arteriography”  at  the  annual 
meeting  of  the  S.  C.  Heart  Association  in 
Hilton  Head,  in  May. 


MEDICAL  COLLEGE  OF 
SOUTH  CAROLINA 
POSTGRADUATE  SEMINAR 
ON 

INTERNAL  MEDICINE 
WEDNESDAY— OCTOBER  2,  1908 

12:00  Registration 

1:00  Iron  Metabolism— Dr.  Stuart  Richardson,  Ab- 
sorption, transport  and  loss  of  iron  and  the 
synthesis  of  hemoglobin  will  be  discussed  so 
that  the  approach  to  anemias  can  be  better 
understood. 

1:45  Evaluation  and  Management  of  the  Patient 
with  Anemia.— Dr.  Byrd  Stuart  Leavell,  Pro- 
fessor of  Medicine,  University  of  Virginia, 
Charlottesville,  Virginia. 


South  Carolina 

3.00  *Disability  Evaluation  in  Chronic  Pulmonary 
Disease — Dr.  Ross  McLean,  Professor  of 
Medicine.  (Section  on  Pulmonary  Diseases), 
Emory  University  School  of  Medicine. 

3:45  Questions  & Answers. 

4:00  Cardiology  Seminar  on  Arrhythmias — Dr. 
Peter  C.  Gazes,  Dr.  Charles  Summerall,  Dr. 
Grady  Hendrix.  Tachycardias  and  heart  block 
will  be  covered.  Techniques  for  detection, 
the  use  of  drugs  and  the  newer  pacing  meth- 
ods will  be  described. 

5:15  Adjournment. 

“^Sponsored  by  the  S.  C.  Tuberculosis  Association. 

THURSDAY— OCTOBER  3,  1968 

8:30  Registration 

SYMPOSIUM  ON  NEURODIAGNOSTIC  PRO- 
CEDURES PRESENTED  BY  THE  DEPT.  OF 
NEUROLOGY. 

9:00  Electromyography,  Muscle  Biopsy  and  En- 
zyme Studies  in  the  evaluation  of  muscle 
weakness.  Dr.  Earl  Godfrey 
9:30  The  Electroencephalogram,  The  ECHO — en- 
cephalogram and  the  Radioisotope  Brain 
Scan  in  the  study  of  Brain  Disease. 

Dr.  Rhett  Talbert 
Dr.  Neil  Marshall 

10:45  The  Cerebral  Circulation — Dr.  Hiram  Curry. 

Techniques  for  study  will  be  demonstrated. 
11:00  Panel  Discussion:  Selection  of  Stroke  Patients 
for  Intensive  Diagnostic  Study  and  Possibly 
for  Surgery. 

Dr.  Rhett  Talbert 
11:45  Lunch 

1:00  Cytogenetic  Techniques  in  Diagnosis — Dr. 
Forde  Mclver,  Department  of  Pathology.  Use 
of  chromosome  studies  in  study  of  inherited 
diseases  will  be  demonstrated. 

1:45  Treatment  in  Chronic  Pulmonary  Emphysema 
— Dr.  Robert  Galphin 

2:45  INH  Prophylaxis  against  Tuberculosis.  Dr. 
Eugene  Smith 

3:15  Panel  Discussion  on  The  Current  Management 
of  Asthma. 

Dr.  Kelly  McKee 
Dr.  Charles  H.  Banov 

Dr.  John  L.  Buerrant  (Professor  of  Medicine, 
University  of  Virginia  School  of  Medicine, 
Charlottesville,  Virginia) 
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SOUTH  CAROLINA  PEDIATRIC  SOCIETY 


The  Adventure  Inn,  Hilton  Head,  S.  C. 


FRIDAY,  SEPTEMBER  6,  1968 
2:30  P.M.  Meeting  called  to  order 
3:00  P.M.  Funny  Looking  Kids — The 
New  Syndromes 
Sidney  Briebart,  M.D. 

3:30  P.M.  Investigation  and  Correction 
Pulmonary  Disorders 
H.  Biemann  Othersen,  M.D. 
4:15  P.M.  “Keogh  Plan  for  Physicians” 
Lewis  Kearns,  LLB 
5:30  P.M.  Committee  Meetings 
7:00  P.M.  Banquet 
9:00  P.M.  Dance 


SATURDAY,  SEPTEMBER  7,  1968 
9 :00  A.M.  Endocrine  Disorders  of  the 


Newborn 

9:30  A.M.  Sidney  Briebart,  M.D. 

9 :30  A.M.  Correction  of  Endocrine  Dis- 
function 


10:00  A.M. 
10:15  A.M. 


10:45  A.M. 


7:30  P.M. 
9:00  P.M. 


H.  Biemann  Othersen,  M.D. 
Committee  Activities  of 
American  Academy  of  Pedi- 
atrics and  its  Chapters 
James  B.  Gillespie,  M.D. 
Investment  for  the  Physi- 
cian 

Lewis  Kearns,  LLB 
Steak  Cookout 
Dance 


FROM  THE 

First  patients  were  admitted  to  a new 
eight-story  addition  to  the  South  Carolina 
Baptist  Hospital,  Columbia,  on  June  7. 
The  new  wing  has  a 106-bed  capacity  and 
also  includes  a new  labor  and  delivery  suite 
and  two  intensive  care  units — one  for 
coronary  patients  and  one  for  medical- 
surgical  patients. 

The  new  90-bed  363rd  Tactical  Hospital, 
Shaw  Air  Force  Base,  was  officially  open- 
ed May  26.  The  new  hospital  is  one  of  few 
in  the  Air  Force  with  no  open  wards.  The 
two-patient  semi-private  room  is  the 
standard  accommodation. 

Anderson  Memorial  Hospital,  Anderson, 
has  awarded  a contract  for  the  construc- 
tion of  a new  diagnostic  and  treatment 
wing  and  a five-floor  shell,  initially  plan- 
ned for  the  second  phase  of  the  hospital’s 
expansion  program,  scheduled  for  1972. 
The  shell  will  be  erected  above  the  diag- 
nostic and  treatment  wing.  Hospital 
spokesmen  say  the  shell  will  enable  the 
hospital  to  increase  bed  capacity  much 
more  quickly  when  the  need  arises,  will 
eliminate  future  disruption  of  service,  and 
will  result  in  considerable  savings,  since 
later  addition  would  involve  higher  labor 
and  materials  cost  and  the  expense  of 


HOSPITALS 

building  new  facilities  over  a completed 
unit. 

Clarendon  Memorial  Hospital,  Manning, 
has  announced  plans  for  an  expansion  pro- 
gram which  will  add  20  private  rooms  and 
other  facilities.  A local  building  fund  drive 
was  initiated  by  the  hospital  during  Na- 
tional Hospital  Week  to  help  finance  the 
construction. 

Funds  for  Hospitals 

The  South  Carolina  Board  of  Health 
has  announced  that  $5.4  million  has  been 
allocated  the  state  in  federal  funds  for 
building  nursing  homes,  clinics  and  hos- 
pitals. 

Dr.  Kenneth  Aycock,  state  health  of- 
ficer, said  the  state  has  received  $77  mil- 
lion in  similar  federal  funds  during  the 
past  19  years. 

Half  the  total  of  the  new  allocation  is 
for  hospitals  and  public  health  centers. 
Almost  $1.5  million  is  for  nursing  homes 
and  chronic  hospitals.  The  rest  goes  for 
modernizations  of  existing  facilities,  diag- 
nostic or  treatment  centers,  and  rehabili- 
tation facilities. 

Aycock  noted  that  while  the  state  now 
has  9,839  hospital  beds,  it  needs  3,844 
more,  and  2,616  need  modernizing. 
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It  won’t  do  the  job. 


Neither  will  protection  which  pays  for  only 
~ small  portion  of  hospital  and/or  surgical 


costs. 


Blue  Cross  and  Blue  Shield  pre-payment 
plans  are  today’s  best  answer  for  surgical 
and  hospital  protection. 


Blue  Cross  - Blue  Shield, 
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THE  AMA  MEETING 


At  the  American  Medical  Association’s 
117th  Annual  Convention  in  San  Fran- 
cisco, President  Milford  O.  Rouse  in  his 
final  report  to  the  House  of  Delegates  at 
the  opening  session  urged  physicians  and 
their  wives  to  become  “active,  participat- 
ing citizens”  in  their  communities,  includ- 
ing the  realm  of  political  activity,  and 
called  for  “enthusiastic  support”  of 
AMPAC  to  help  move  the  federal  govern- 
ment toward  a “more  moderate  political 
philosophy.” 

Dwight  L.  Wilbur,  the  new  president, 
said  in  his  inaugural  address  that  during 
the  next  25  years,  which  will  see  greater 
change  than  ever  before  in  medicine,  the 
“ultimate  force”  that  will  determine  the 
nation’s  social,  economic  and  political 
course  will  be  public  opinion.  “The  key 
question,”  he  added,  then  becomes,  “Who 
and  what  will  shape  public  opinion.” 

Among  Dr.  Wilbur’s  answers  to  some  of 
the  problems  ahead  were  “participate  ac- 
tively in  the  legislative  process,  and  in 
planning  and  administration  of  health 
laws  and  regulations”  and  to  “demonstrate 
the  effectiveness  of  the  private  system  of 
medical  care  and  of  the  voluntary  health 
insurance  mechanism.” 

The  House  of  Delegates  was  in  session 
for  more  than  13  hours  and  attended  to 
143  items  of  business. 

Dr.  Gerald  D.  Dorman  of  New  York 
was  named  President-Elect  by  acclama- 
tion. 

The  House  approved  a resolution  that 
“the  bylaws  of  the  AMA  be  amended  to 
provide  that  in  addition  to  receiving  ‘ap- 
peals filed  by  applicants  who  allege  that 
they,  because  of  color,  creed,  race,  religion 
or  ethnic  origin,  have  been  unfairly  denied 
membership  in  a component  and/or  con- 
stituent association,’  determining  facts 
and  reporting  its  findings  to  the  House  of 
Delegates,  the  Judicial  Council  shall,  if 
it  determines  the  allegations  are  indeed 
true,  admonish,  censure  or,  in  the  event  of 
repeated  violations,  recommend  to  the 
House  of  Delegates  that  the  state  associa- 


tion involved  be  declared  to  be  no  longer 
a constituent  association  of  the  AMA.” 

A resolution  was  adopted  that  “the  prin- 
ciple of  graduated  income  tax  credits  for 
premiums  paid  for  adequate  health  in- 
surance” be  adopted  as  approved  policy  of 
the  AMA. 

Another  adopted  resolution  urged  all 
state  and  local  societies  “to  act  swiftly 
and  firmly  in  all  instances  of  known  ex- 
ploitation and  excessive  charges  for  health 
care  that  may  occur  in  their  jurisdictions.” 

In  the  area  of  reducing  costs  to  patients, 
the  House  adopted  a resolution  that  “the 
AMA  endorse  the  principle  of  voluntary 
health  insurance  coverage  for  outpatient 
x-ray  and  laboratory  services  acceptable  to 
the  hospital  and  its  medical  staff  where- 
ever  performed  prior  to  a scheduled  hos- 
pital admission.” 

Three  resolutions  were  introduced  ob- 
jecting to  the  government’s  support  of 
group  practice,  particularly  the  prepay- 
ment type.  They  were  combined  into  one 
substitute,  “Resolved,  that  the  AMA  con- 
tinue to  espouse  the  private,  fee-for-serv- 
ice  practice  of  medicine ; and  be  it  further 
resolved  that  the  AMA  strongly  disap- 
proves of  the  provision  of  funds  by  the 
federal  government  for  subsidizing  any 
one  form  of  organization  of  medical  prac- 
tice.” 

The  House  also  resolved  that  “the 
Board  . . . take  appropriate  action  seeking 
the  establishment  of  a separate  Depart- 
ment of  Health  headed  by  a doctor  of 
medicine.” 

With  respect  to  relationships  and  nego- 
tiations between  the  AMA  and  the  osteo- 
paths, the  House  accepted  for  information 
a Board  report  which  stated,  “In  the  ab- 
sence of  cooperative  leadership  on  the 
part  of  the  practicing  osteopaths  and  os- 
teopathic educators,  accomplishments  by 
the  AMA  are  rendered  difficult.  Such 
leadership  was  forthcoming  in  California, 
and  is  now  needed  elsewhere.  When  this 
osteopathic  leadership  is  developed,  the 
AMA  stands  ready  to  cooperate  to  its  ut- 


August,  1968 


359 


most.” 

The  House  also  referred  to  the  AMA’s 
policy  on  chiropractic  and  urged  state  and 
local  medical  societies  “to  formally  adopt 
the  AMA  Policy  Statement  on  Chiroprac- 
tic, or  a somewhat  similar  expression” 
and  “to  alert  the  general  public  to  the 
health  hazard  posed  by  the  cult  of  chiro- 
practic.” 


Program  for  Education  in 
Coronary  Disease 

Plans  are  being  made  for  pilot  programs 
in  certain  South  Carolina  areas  to  screen 
and  provide  vital  health  eduction  informa- 
tion for  coronary  prone  persons. 

Dr.  Warren  K.  Giese,  head  of  the  De- 
partment of  Health  and  Physical  Educa- 
tion at  the  University  of  South  Carolina, 
will  use  a $2,700  grant  from  the  S.  C. 
Regional  Medical  Program  to  plan  the 
project. 

The  aim  is  to  educate  coronary  prone 
persons  in  ways  to  decrease  their  chances 


of  coronary  attacks.  South  Carolina  leads 
the  nation  in  per  capita  cardiovascular 
deaths,  and  more  than  half  of  all  deaths 
in  the  United  States  are  from  cardiovas- 
cular troubles. 

Dr.  Jeremiah  Stamler,  a Chicago  cardio- 
logist and  Dr.  Richard  Shekelle  of  the  Uni- 
versity of  Illinois  Medical  School  will  be 
among  the  consultants  for  the  program. 
Columbia  consultants  include  Dr.  Hugh  H. 
Dubose,  Dr.  Dana  C.  Mitchell  Jr.  and  Dr. 
Donald  E.  Saunders  Jr. 

Dr.  Giese  said  this  project  would  lay 
plans  for  an  intensive  education  program 
later  for  persons  whose  tests  show  are 
more  prone  to  coronary  attacks  than  the 
average. 


MEETING 

The  28th  Congress  on  Occupational 
Health  will  be  held  September  30-October 
1 at  the  Waldorf-Astoria  Hotel  in  New 
York  City. 


SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

The  Professional  Organization  that  is 

GOOD  FOR  ITS  MEMBERS 

For  instance,  the  S.C.M.A.  sponsors  a fine 


INCOME  PROTECTION  PLAN 

which  has  paid  its  insured  members  more  than 

$135,500 

FOR  TIME  LOST  DUE  TO  DISABILITY 


Right  now,  more  than  350  smart  S.C.M.A.  members  enjoy  this  protection. 


Take  your  first  step  to  join  them. 


Write  today  for  full  details  of  this  economical,  practical  plan. 
administered  by 

Charles  W.  Dudley  Box  3201  Florence,  S.  C.  29501 


representing 

cdumforsITluJual £ile 


INSURANCE  COMPANY 


HOME  OFFICE:  LANCASTER.  PA. 
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DEATHS 


Dr.  Olin  B.  Chamberlain 


Olin  B.  Chamberlain,  president  of  this 
South  Carolina  Medical  Association  in 
1947,  died  on  June  30  after  a long  hospital 
stay.  Dr.  Chamberlain  had  been  retired 
and  had  suffered  varying  degrees  of  ill 
health  since  1952. 

He  was  a graduate  of  the  College  of 
Charleston  and  the  Medical  College  of 
South  Carolina  (1918).  After  hospital  ex- 
perience in  Philadelphia  and  at  Roper 
Hospital  he  entered  private  practice,  later 
confining  himself  to  internal  medicine  and 
finally  to  nervous  and  mental  diseases.  He 
became  a professor  at  the  College  of  Char- 
leston and  eventually  professor  of  neuro- 
psychiatry at  the  Medical  College. 

Dr.  Chamberlain  did  post  graduate  work 
abroad  and  spent  two  years  in  the  Army, 
being  separated  as  a colonel.  He  was  a 
member  of  many  medical  organizations 
and  served  as  a visiting  physician  at 
Roper  Hospital.  In  1962  a portrait  was 


unveiled  in  the  psychiatric  department  of 
the  Medical  College. 

Olin  Chamberlain  was  a man  of  extra- 
ordinary intelligence  and  ability.  He  com- 
bined a keen  mind  with  a lively  sense  of 
humor  and  an  affable  personality.  As  he 
became  involved  in  the  newer  develop- 
ments in  psychiatry  he  kept  his  feet  firmly 
on  the  ground,  giving  much  sound  help  to 
his  many  appreciative  patients.  His 
friends  were  many  and  intimate  and 
shared  with  him  the  enjoyment  of  a life 
full  of  pleasant  amenities  as  well  as  more 
serious  concerns.  He  was  a man  of  the 
outdoors,  a welcomed  member  in  any 
group,  social  or  literary,  and  a true  stu- 
dent of  his  profession. 


Dr.  Lang  Weathersbee  Anderson 

Dr.  Lang  Weathersbee  Anderson,  79,  of 
Williston  died  in  June  while  attending  his 
50th  medical  school  class  reunion.  He  was 
born  in  1888  at  Donora,  Barnwell  County. 

He  worked  his  way  through  college,  and 
was  graduated  from  the  University  of 
Maryland  Medical  School  in  1918,  after 
which  he  served  with  the  U.  S.  Navy  dur- 
ing World  War  I as  a medical  officer. 
From  1921  until  1926,  he  practiced  gen- 
eral medicine  in  Barnwell  county,  follow- 
ing which  he  specialized  in  neurology  at 
New  York  University.  In  1928,  he  moved 
to  Wilmington,  Del.,  where  he  was  a 
neurologist  until  his  retirement  in  1952. 

During  the  period  1928  to  1952,  Dr. 
Anderson  acted  as  chief  of  neurology, 
Wilmington  General  Hospital ; chief  of 
neurology,  Veterans  Hospital  in  Wilming- 
ton; consultant  for  Veterans  Administra- 
tion association.  He  also  was  a member  of 
the  staff  at  St.  Francis  Hospital,  and  Elk- 
ton  Hospital  at  Elkton,  Md. 

Dr.  Anderson  wrote  several  tracts  in 
his  field,  which  were  presented  to  medical 
associations  throughout  the  U.  S.  In  1954, 
his  home  in  Williston  was  destroyed,  and 
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with  it,  his  medical  records,  research  work 
and  films. 

He  was,  in  the  1940s,  vice  president  of 
Newcastle  County  Medical  Society  of  Dela- 
ware; and  in  the  1950s  president  of  Barn- 
well County  Medical  Society.  After  re- 
tirement in  1952,  he  was  active  in  beef 
cattle  and  grain  production  in  Barnwell 
county. 


Dr.  Louis  Birch 

Dr.  Louis  Birch.  62,  retired  chief  of  The 
Medical  Service  of  the  Veterans  Adminis- 
tration Hospital,  Columbia,  died  June  11. 

Dr.  Birch  was  born  in  Warsaw,  Poland, 
son  of  the  late  Dr.  Samuel  and  Ida  Lip- 
schutz  Birch.  He  was  a graduate  of  the 


University  of  Pennsylvania,  Phi  Beta  Kap- 
pa, and  a graduate  of  University  of  Pa. 
Medical  School,  class  of  1932.  He  interned 
at  Einstein  Hospital,  Northern  Division. 
Dr.  Birch  did  private  practice  in  Phila- 
delphia, and  later  served  with  the  Depart- 
ment of  Interior,  Bureau  of  Indian  Affairs 
in  Montana  in  1936-1937.  During  World 
War  II,  he  served  as  a surgeon  with  the 
8th  Armored  Division. 

Dr.  Birch  had  been  associated  with  the 
Veterans  Administration  Hospital  for  29 
years;  his  late  assignments  were  Cardiolo- 
gist and  Chief  of  the  Medical  Service  be- 
fore he  retired  in  1966.  He  was  a diplo- 
mate  of  the  American  Board  of  Internal 
Medicine. 


New  Pharmaceutical  Specialties 

by  Paul  De  Haen 


For  detailed  information  regarding  indications, 
dosage,  contraindications  and  adverse  reactions, 
refer  to  the  manufacturer’s  package  insert  or  bro- 
chure. 

Single  Chemicals — Drugs  not  previously  known, 
including  new  salts. 

Duplicate  Single  Products — Drugs  marketed  by 
more  than  one  manufacturer. 

Combination  Products — Drugs  consisting  of  two 
or  more  active  ingredients. 

New  Dosage  Forms — Of  a previously  introduced 
product. 

NEW  SINGLE  CHEMICALS 

HYDREA 

Cancer  Chemotherapy.  Rx 

Manufacturer:  E.  R.  Squibb  & Sons 

Nonproprietary  Name:  Hydroxyurea 

Indications:  Melanoma  and  resistant  chronic  mye- 
locytic leukemia. 

Contraindications:  Marked  bone  marrow  depres- 
sion; women  of  childbearing  age. 

Dosage:  Intermittent  therapy:  80  mg/Kg.,  orally 
as  single  dose,  every  third  day.  Continuous  therapy: 
20-30  mg/Kg.,  orally  as  single  dose,  every  day. 
Dosage  based  on  patient’s  actual  or  ideal  weight, 
whichever  is  less. 

Supplied:  Capsules — 500  mg,  bottles  of  100. 

DUPLICATE  SINGLE  PRODUCTS 
LUBRICORT 
Corticoid — Local.  Rx 

Manufacturer:  Texas  Pharmacal  Co. 

Nonproprietary  Name:  Hydrocortisone 

Indications:  Pruritic  dermatoses  accompanying 

physiologic  dry  skin  conditions,  and  corticosteroid 


responsive  dermatoses. 

Contraindications:  Tuberculous,  fungal,  and  most 
active  viral  diseases  of  the  skin.  Not  for  cutaneous 
manifestations  of  such  diseases  as  pemphigus  or 
lupus  erythematosus.  Not  for  ophthalmic  use. 

Dosage:  Apply  topically  3 or  4 times  daily. 

Supplied:  Cream— V8%,  1/4%,  %%,  and  1%,  tubes 
or  jars  of  % to  4 oz.  Lotion — same  strength  as 
cream,  bottles  of  2 to  8 oz. 

MANNITOL  I.  V. 

Diuretic — Other.  Rx 

Manufacturer:  Abbott  Laboratories 

Nonproprietary  Name:  Mannitol 

Indications:  Oliguric  phase  of  acute  renal  failure, 
pre-  and  post-operative  reduction  of  intracular 
ml.  15%,  bottles  of  500  ml. 

as  an  adjunct  to  eye  surgery  in  non-glaucomatous 
patients. 

Contraindications:  Advanced  renal  failure,  severe 
congestive  heart  failure  and  pulmonary  edema,  me- 
tabolic edema  associated  with  increased  capillary 
fragility  or  membrane  permeability,  patients  with 
head  injury  where  possibility  of  intracranial  bleed- 
ing exists. 

Dosage:  Adults— 50  to  200  Gm/24  hrs.,  i.v. 

Supplied:  Solution— 5%  and  10%,  bottles  of  1,000 
ml.  15%,  bottles  of  500  ml. 

COMNAFAC 

Hypnotic — Non-barbiturate.  Rx 

Manufacturer:  Smith,  Miller  & Patch,  Inc. 

Nonproprietary  Name:  Methaqualone  HC1 

Indications:  Insomnia 

Contraindications:  Pregnancy,  in  conjunction  with 
psychotropic  drugs  or  other  central  nervous  system 
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depressants,  in  children  under  14  yrs.  of  age. 

Dosage:  One  or  two  capsules  15-30  minutes  before 
retiring. 

Supplied:  Capsules— 200  mg,  bottles  of  100. 

TYPHOID  VACCINE 
Biological.  Rx 

Manufacturer:  Wyeth  Laboratories 
Nonproprietary  Name:  Salmonella  typhi  organ- 
isms, killed 

Indications:  Active  immunization  against  typhoid 
fever. 

Contraindications:  None  mentioned. 

Dosage:  Primary  immunization:  Adults  and  chil- 
dren over  10  yrs. — two  doses  of  0.5  ml  each,  s.c.,  at 
interval  of  4 or  more  weeks.  Children  6 mos.  to 
10  yrs. — two  doses  of  0.25  ml  each,  s.c.,  at  interval 
of  4 or  more  weeks. 

Booster  doses:  Single  doses  in  same  range  as  above. 

Supplied:  Vials— 5,  10.  and  20  ml.  (1  bilbon  or- 
ganisms/ml ) 

COMBINATION  PRODUCTS 
AMCORT  CREAM 
Antibiotics — Topical.  Rx 
Manufacturer:  Texas  Pharmacal  Co. 

Composition:  Each  gram  contains:  Amphomycin 
calcium  5 mg  base:  Neomycin  sulfate  3.3  mg  base: 
Hydrocortisone  acetate  10  mg 
Indications:  Primary  and  secondary  cutaneous 
infections  caused  by  organisms  susceptible  to  am- 
phomycin or  neomycin. 

Contraindications:  Cutaneous  manifestations  of 

pemphigus  or  lupus  erythematosus,  tuberculosis  of 
the  skin,  cutaneous  infections  of  viral  origin,  fungal 
lesions,  hypersensitivity  to  any  of  the  components. 
Dosage:  Apply  topically  three  times  daily. 

Supplied:  Tubes— 15  grams. 

COLREX  DECONGESTANT 
Prep.  Rx 

Manufacturer:  Rowell  Laboratories 
Composition:  Chlorpheniramine  maleate  4 mg; 
Tripelennamine  HC1  50  mg;  Phenylpropanolamine 
HCl  25  mg;  Phenylephrine  HC1  10  mg 
Indications:  Symptoms  of  allergic  rhinitis,  sinu- 
sitis, hay  fever,  and  colds. 

Contraindications:  Not  for  children  under  6 yrs. 
Dosage:  Adults  and  children  over  12  yrs. — one 
tab.  3-4  times  daily.  Children  6 to  12  yrs. — % tab. 
3-4  times  daily. 

Supplied:  Tablets — bottles  of  100,  1,000,  and  5.000. 

COLREX  EXPECTORANT 
Cough  Prep.  O-t-c 
Manufacturer:  Rowell  Laboratories 
Composition:  Each  5 ml  contains:  Glyceryl 

guaiacolate  100  mg;  Ammonium  chloride  100  mg 
Indications:  Bronchitis,  asthma,  bronchiectasis, 
colds. 

Contraindications:  None  mentioned. 

Dosage:  Adults  and  children  over  12  yrs. — two 
tsp.  q4h.  Children  6 to  12  yrs. — one  tsp.  q4h.  Chil- 
dren 1 to  6 yrs.— % tsp.  q4h. 


Supplied:  Syrup,  sugar-free — bottles  of  4 and  16 
oz. 

FERO-FOLIC-500 

Hematinic.  Rx 

Manufacturer:  Abbott  Laboratories 
Composition:  Ferrous  Sulfate  525  mg;  Folic  Acid 
350  meg;  Ascorbic  Acid  500  mg 
Indications:  Prevention  and  treatment  of  iron 
and  folate  deficiency  anemias  in  pregnancy. 
Contraindications:  None  mentioned. 

Dosage:  One  tablet  daily. 

Supplied:  Filmtabs — bottles  of  100,  500  and  5,000. 

INFLUENZA  VIRUS  VACCINE,  Bivalent 

Biological.  Rx 

Manufacturer:  Lederle  Laboratories 
Composition:  Each  ml  contains:  A-  (Japan  170/62' 
150  CCA  units;  A-  (Taiwan  1/64  > 150  CCA  units; 
B.,  (Massachusetts  3/66  ) 300  CCA  units 
Indications:  Immunization  against  influenza  virus 
Contraindications:  Hypersensitivity  to  eggs  or  egg 
products. 

Dosage:  Primary  immunization:  Adults — two  doses 
of  1 ml  each,  s.c.,  at  two  mos.  interval.  Children 
3 mos.  to  5 yrs.— three  doses  of  0. 1-0.2  ml,  s.c.,  at 
intervals  of  1-2  wks.  and  8 wks.  respectively.  Chil- 
dren 6 to  10  yrs. — two  doses  of  0.5  ml  each,  s.c.,  at 
two  months  interval. 

Booster  doses:  Single  doses  in  same  range  as  above. 
Supplied:  Vials— 10  ml 

NASOCON 

Nasal  decongestant,  o-t-c 
Manufacturer:  Smith,  Miller  & Patch,  Inc. 
Composition:  Antazoline  phosphate  0.5%;  Napha- 
zoline  HCl  0.25%;  Sodium  chloride  0.8% 

Indications:  Nasal  congestion  due  to  common  cold, 
sinusitis,  hay  fever. 

Contraindications:  None  mentioned. 

Dosage:  Two  sprays  in  each  nostril  q6-8h.  For 
pediatric  use  only  under  direction  of  physician. 

Supplied:  Plastic  squeeze  bottle  w.  spray  tip- 
15  ml 

SIDONNA 

Antispasmodic.  Rx 
Manufacturer:  Reed  & Carnrick 
Composition:  Simethicone  25  mg;  Hyoscyamine 
sulfate  0.1037  mg;  Atropine  sulfate  0.0194  mg; 
Hyoscine  HBr  0.0065  mg;  Butabarbital  sodium  16 
mg 

Indications:  Relief  of  gas,  spasm,  and  pain  in  the 
gastro-intestinal  tract. 

Contraindications:  Glaucoma,  cardiac  disease, 

prostatic  hypertrophy,  pyloric  obstruction,  sensitivity 
to  any  of  the  ingredients. 

Dosage:  One  or  two  tablets,  preferably  before 
meals  and  at  bedtime. 

Supplied:  Tablets — bottles  of  100.  . 

NEW  DOSAGE  FORMS 
FER-IN-SOL  Capsules 

Hematinic  o-t-c 

Manufacturer:  Mead  Johnson  Laboratories 


August,  1968 
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Nonproprietary  Name:  Ferrous  sulfate 
Indications:  Iron  deficiency  anemia. 
Contraindications:  None  mentioned. 

Dosage:  As  indicated. 

Supplied:  Capsules,  liquid-filled— 60  mg  iron,  bot- 
tles of  100. 

FEH-IN-SOL  Syrup 

Hematinic  o-t-c 

Manufacturer:  Mead  Johnson  Laboratories 
Nonproprietary  Name:  Ferrous  sulfate 
Indications:  Iron  deficiency  anemia 
Contraindications:  None  mentioned. 

Dosage:  As  indicated. 

Supplied:  Syrup — 30  mg  iron/5  ml,  bottles  of 
16  fl.  oz. 

PALADAC  Chewable  Tablets 

Vitamins  Combination  o-t-c 
Manufacturer:  Parke,  Davis  & Co. 

Composition:  Ten  vitamins 
Indications:  Dietary  supplement 
Contraindications:  None  mentioned 
Dosage:  One  tablet  daily 
Supplied:  Tablets — bottles  of  30  and  100. 


MEETINGS 

The  Eighth  Charlotte  Postgraduate 
Seminar  is  scheduled  for  October  2-3.  The 
seminar  will  be  held  at  the  Presbyterian 


Hospital  in  Charlotte. 


The  Tenth  International  Congress  on 
Diseases  of  the  Chest  sponsored  by  the 
Council  on  International  Affairs  of  the 
American  College  of  Chest  Physicians  will 
be  held  at  the  Washington  Hilton  Hotel, 
Washington,  D.  C.,  October  4-8. 

For  further  information  write : the 
American  College  of  Chest  Physicians, 
112  East  Chestnut  Street,  Chicago,  111. 
60610. 


The  Second  National  Congress  on  Medi- 
cal Ethics  will  be  held  in  Chicago  at  the 
Drake  Hotel  on  October  5-6.  This  year’s 
program  will  be  a practical  consideration 
and  application  of  ethical  principles  in 
everyday  practice.  It  will  run  the  gamut 
of  questions  from  relationships  with  an- 
cillary personnel  to  the  ethics  of  trans- 
planting hearts  and  lungs.  Distinguished 
speakers  from  all  over  the  country  have 
agreed  to  participate  in  the  program. 
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let’s  be  specific  about  Campbell’s  Soups... 


and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


TUESDAY 

_./i\ 


MONDAY 


SUNDAY 


WEDNESDAY 


FRIDAY 


THURSDAY 


SATURDAY 


^v|> 


mm 


Ovulen-21 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 

works  the  way  a 
woman  thinks 


by  weekdays...not  "cycle  days” 


Whether  it  be  “shopping  day,”  “bridge  day’’ 
or  “housecleaning  day/’  a woman  is  accustomed  to 
thinking  in  terms  of  days  of  the  week  rather  than 
in  “cycle  days.’’  Ovulen-21  lets  her  remember  her 
natural  way.  Once  established,  her  starting  day 
is  always  the  same  day  of  the  week . . . because  it 
is  fixed  at  three  weeks  on  — one  week  off  and  is 
independent  of  withdrawal  flow. 

Jbe  same  Ovulen  in  the  same  low  dosage . . . 
with  the  same  low  incidence  of  side  effects  and  the 
same  high  degree  of  protection  against  pregnancy. 

Note:  Ovulen  remains  available  in  the  familiar  round  Compack  for  those 
women  who  may  wish  to  continue  to  use  the  traditional  20-day  schedule. 

Be  sure  to  specify  Ovulen-21  to  assure  each  new  patient  of  the  advantages 
of  the  new  Jhree  Weeks  On — One  Week  Off  schedule.  She  might  appreciate 
your  budget-minded  authorization  for  a six-month  supply  (five  Refills). 

Indication — For  oral  contraception. 

Contraindications  — Thrombophlebitis  or  a history  of  thrombophlebitis 
or  pulmonary  embolism,  liver  dysfunction  or  disease,  known  or  suspected 
carcinoma  of  the  breasts  or  genital  organs  and  undiagnosed  vaginal  bleeding. 

Warnings  — Discontinue  medication  pending  examination  if  sudden 
partial  or  complete  loss  of  vision,  or  sudden  onset  of  proptosis,  diplopia  or 
migraine  occurs.  Discontinue  if  papilledema  or  retinal  vascular  lesions 
occur.  Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  established, 
rule  out  pregnancy  before  a patient  who  has  missed  two  consecutive 
menstrual  periods  continues  the  tablets.  Consider  the  possibility  of 
pregnancy  at  the  first  missed  withdrawal  flow  if  the  recommended  schedule 
has  not  been  followed.  The  active  ingredients  in  oral  contraceptives  have 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  significance 
of  this  to  the  infant  has  not  been  determined. 

Precautions  — The  pretreatment  physical  examination  should  specifically 
include  the  breasts,  pelvic  organs  and  a Papanicolaou  smear.  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  Ovulen.  Such  tests 
should  be  repeated  two  months  after  stopping  the  medication  if  their  results 
were  abnormal  in  a woman  taking  Ovulen.  Pre-existing  fibroids  may 
enlarge  under  the  influence  of  progestin-estrogen  preparations.  Patients 
with  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  which 
conditions  might  be  influenced,  require  careful  observation  because  Ovulen 
may  cause  some  degree  of  fluid  retention. 

Ovulen  should  be  used  with  caution  in  patients  with  a history  of 
cerebrovascular  accident.  Nonfunctional  causes  should  be  considered  if 
breakthrough  bleeding  occurs.  Adequate  diagnostic  measures  are  indicated 
in  women  with  undiagnosed  vaginal  bleeding.  Carefully  observe  patients 
with  a history  of  psychic  depression  and  discontinue  the  medication  if 
depression  recurs  to  a serious  degree.  Any  possible  influence  of  prolonged 
Ovulen  use  on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  Carefully  observe  diabetic  patients  during  Ovulen  use 
since  a decrease  in  glucose  tolerance  has  occurred  in  a few  such  patients. 
Physicians  should  be  alert  to  the  earliest  manifestations  of  thrombophlebitis 
and  pulmonary  embolism  since  such  conditions  occasionally  occur  in 
patients  taking  oral  contraceptives.  Use  Ovulen  judiciously  in  young 


patients  in  whom  bone  growth  is  not  complete  because  of  the  effects  of 
estrogens  on  epiphyseal  closure.  Age  is  no  absolute  limiting  factor,  although 
Ovulen  use  may  mask  the  onset  of  the  climacteric.  Pathologists  should  be 
informed  of  Ovulen  use  when  relevant  specimens  are  submitted. 

Side  effects  — The  following  adverse  reactions  have  been  observed  in 
varying  incidence  in  patients  taking  oral  contraceptives:  nausea,  vomiting, 
gastrointestinal  symptoms  (such  as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea, 
edema,  chloasma  or  melasma,  breast  changes  (tenderness,  enlargement, 
secretion),  change  in  weight  (increase  or  decrease),  changes  in  cervical 
erosions  and  secretions,  suppression  of  lactation  when  used  immediately  post 
partum,  cholestatic  jaundice,  migraine,  allergic  rash,  rise  in  blood  pressure 
in  susceptible  individuals  and  mental  depression. 

Although  the  following  side  effects  have  been  reported  in  users  of  oral 
contraceptives  no  cause  and  effect  relationship  has  been  established: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness, 
dizziness,  fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema 
multiforme  and  nodosum,  hemorrhagic  eruption  and  itching.  Thrombo- 
phlebitis, pulmonary  embolism  and  neuro-ocular  lesions  have  occurred  in 
users  of  oral  contraceptives,  although  a cause  and  effect  relationship  has 
been  neither  established  nor  disproved. 

The  following  laboratory  results  may  be  altered  by  oral  contraceptives: 
Bromsulphalein®  and  other  hepatic  function  tests— increased;  coagulation 
tests,  including  prothrombin,  Factors  VII,  VIII,  IX  and  X — increased; 
thyroid  function  — increase  in  protein-bound  iodine  and  butanol  extractable 
protein-bound  iodine,  and  a decrease  in  T3  values;  metyrapone  test  and 
pregnanediol  determinations. 

Dosage  and  administration  — One  tablet  of  Ovulen-21  daily  for  21 
consecutive  days,  beginning  five  days  after  the  onset  of  a menstrual  flow 
(the  first  day  of  menstruation  is  counted  as  day  1),  then  discontinued  for 
one  week.  If  Ovulen  is  started  later  than  day  5 after  menses  begins  another 
method  of  protection  is  used  until  the  first  seven  tablets  have  been  taken. 
Subsequent  21-day  courses  are  begun  on  the  eighth  day  after  the  last  tablet 
was  taken  in  the  preceding  cycle.  This  three  weeks  on  — • one  week  off 
schedule  is  continued  whether  or  not  withdrawal  flow  has  begun,  flow  has 
ceased  or  spotting  or  breakthrough  bleeding  has  been  experienced. 

If  one  tablet  is  missed  it  is  to  be  taken  as  soon  as  it  is  remembered  and 
the  next  tablet  at  the  usual  time.  If  two  consecutive  tablets  are  missed  the 
dosage  is  doubled  for  the  next  two  days,  then  the  regular  schedule  is 
resumed.  If  three  consecutive  tablets  are  missed  a new  tablet  cycle  is  started 
on  the  eighth  day  after  the  last  tablet  was  taken.  For  the  best  protection 
in  the  latter  two  instances  instruct  the  patient  to  use  another  method  of 
contraception  until  the  next  seven  consecutive  tablets  have  been  taken. 
The  possibility  of  ovulation  increases  with  each  successive  tablet  missed. 

Postpartum  administration  — Non-nursing  mothers  may  begin  Ovulen 
immediately  after  delivery  and  nursing  mothers  after  lactation  is  well 
established. 

Before  prescribing  see  Detailed  Product  Jnforrnation. 

G.D.  Searle  & Co.,  P.  O.  Box  5110,  Chicago,  Illinois  60680 


SEARLE 


Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg^ 

three  weeks  on... one  week  off 


In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a Inewl  reason 
for  prescribing  Mellaril 

° (Thioridazine  HC1) 


effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 

Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticaria 
type,  photosensitivity.  Cardiovascular  System— 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significan 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 
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and  mixed  anxiety-depressioi 


A 


iittiii 
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SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J. 


1 


in  the  bronchitis -emphysema  syndrome 
...bronchodilation  without  pressor  effects 

Most  bronchodilators  for  use  in  pulmonary  emphysema  contain  ephedrine-like  drugs.  ELIXOPHYLLIN® 
never  did.  So,  ELIXOPHYLLIN  will  not  cause  tachycardia,  palpitations,  nervousness,  insomnia,  or  other  un- 
desirable side  effects  of  ephedrine-like  products.  Even  patients  with  hypertension,  cardiac  insufficiency,  hyper- 
thyroidism, prostate  hypertrophy  and  glaucoma  can  take  ELIXOPHYLLIN. 

Other  advantages  of  ELIXOPHYLLIN : rapid  and  sustained  bronchodilation  • proven  increase  in  pulmonary 
function  • adrenergic  abuse  eliminated. 

ELIXOPHYLLIN  is  theophylline  in  free  and  soluble  form— resulting  in  rapid  and  dependable  absorption  with 
less  risk  of  gastric  irritation. 

Adult  maintenance  dosage  in  bronchitis  and  pulmonary  emphysema:  one  ounce  (30  ml.)  t.i.d.  on  arising, 
at  3 P.M.,  and  on  retiring.  Adjust  dosage  to  patient  response.  This  average  dosage  provides  continuous 
bronchodilation.  Do  not  administer  other  xanthine  prep- 
arations concurrently.  May  be  contraindicated  in  peptic 
ulcer.  Each  15  ml.  contains  theophylline  (anhydrous)  80  mg.;  alcohol  20% 


ELIXOPHYLLIN 


SHERMAN 

LABORATORIES,  INC. 

Detroit.  Michigan  4B211 


Tandearil®  in  Osteoarthritis 
oxyphenbutazone 

Contraindications:  Edema;  danger  of  cardiac 
decompensation ; history  or  symptoms  of  pep- 
tic ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of  blood  dys- 
crasia.  The  drug  should  not  be  given  when 
the  patient  is  senile  or  when  other  potent 
drugs  are  given  concurrently 
Warning:  Tandearil  is  an  analog  of  phenyl- 
butazone; sensitive  patients  may  be  cross- 
reactive. If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic  ulcer; 
perform  upper  gastrointestinal  x-ray  diagnos- 


tic tests  if  drug  is  continued.  Pyrazole  com- 
pounds may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  pa- 
tients receiving  such  therapy.  Use  with  cau- 
tion in  the  first  trimester  of  pregnancy  and  in 
patients  with  thyroid  disease. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
not  exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
if  fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia),  sudden  weight  gain 


(water  retention),  skin  reactions,  black  c 
tarry  stools  or  other  evidence  of  intestirr 
hemorrhage  occur.  Make  complete  bloc ' 
counts  at  weekly  intervals  during  early  t' 
apy  and  at  2-week  intervals  thereafter.  C ! 
continue  the  drug  immediately  and  insti  1 
countermeasures  if  the  white  count  chai 
significantly,  granulocytes  decrease,  or 
mature  forms  appear.  Use  greater  care  i 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  more  common 
nausea  and  edema.  Swelling  of  the  ank:  1 
face  may  be  minimized  by  withholding  <! 
salt,  reduction  in  dosage  or  use  of  diure  [■ 
In  elderly  patients  and  in  those  with  hyf  J 
tension,  the  drug  should  be  discontinue 
the  appearance  of  edema.  The  drug  ha:  ! 
associated  with  peptic  ulcer  and  may  r< 1 


Pain  Break” 

for  an  osteoarthritic. 

fandearil  can 
sually  ease  it. 

M 46,  her  knees  still  look  good  on  the  outside.  But  inside,  there  may 
ioe  the  familiar  picture  of  osteoarthritis. 

Ulf  aspirin  doesn’t  help,Tandearil  often  will. 

Pain  and  stiffness  begin  to  ease  up  in  3 or  4 days. 
You  can  often  maintain  response  with  a daily  dose 
of  only  1 or  2 tablets. 

Of  course, Tandearil  is  not  for  every  osteoarthritic.  Select  your 
Datients  carefully  and  follow  them  in  line  with  the  Contraindications, 
Precautions,  Warning,  and  Adverse  Reactions  listed  below. 

3ut  for  many  aspirin-stubborn 
Dsteoarthritics,  let  Tandearil 
Base  the  unwelcome  pain 
Breaks  of  osteoarthritis. 


Tandearil 

oxyphenbutazone 


v e a latent  peptic  ulcer.  The  patient  should 
^instructed  to  take  doses  immediately  after 
fals  or  with  milk  to  minimize  gastric  upset, 
•jg  rash  occasionally  occurs.  If  it  does, 
f jmptly  discontinue  the  drug.  Agranulocy- 
jbis,  exfoliative  dermatitis,  Stevens-Johnson 
Ipdrome,  Lyell's  syndrome  (toxic  necrotiz- 
i | epidermolysis)  or  a generalized  allergic 
i iction  similar  to  a serum  sickness  syn- 
ome  may  occur  and  require  permanent 
Khdrawal  of  medication.  Agranulocytosis 
in  occur  suddenly  in  spite  of  regular,  re- 
lated normal  white  counts.  Stomatitis,  sali- 
'iry  gland  enlargement,  vomiting,  vertigo  and 
liguor  may  occur.  Leukemia  and  leukemoid 
factions  have  been  reported.  While  not  defi- 
• ely  attributable  to  the  drug,  a causal  rela- 
*nship  cannot  be  excluded.  Thrombocyto- 


penic purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  hyper- 
sensitivity, angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperplasia  may 
occur  infrequently.  Moderate  lowering  of  the 
red  cell  count  due  to  hemodilution  may  occur. 


For  complete  details, 
please  see  full 
Prescribing  Information. 


Dosage  in  Osteoarthritis:  Initial:  3 to  6 tablets 
daily  in  divided  doses.  Usually  unnecessary 
to  exceed  4 tablets  daily.  A trial  period  of  one 
week  is  considered  adequate  to  determine 
the  therapeutic  effect  of  the  drug.  Mainte- 
nance: Effective  level  often  achieved  with  1 
or  2 tablets  daily,  should  not  exceed  4 tablets 
daily.  In  selecting  appropriate  dosage  in  any 
specific  case,  consideration  should  be  given 
to  the  patient’s  weight,  general  health,  age 
and  other  factors  influencing  drug  response. 
Availability:  Tan,  round,  sugar-coated  tablets 
of  100  mg.  in  bottles  of  100  and  1000. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


He  is  elderly, 
he  is  on  corticosteroids, 
when  he  needs  an  antibiotic 
he  may  be  a candidate  for 


DECLOSTATIN300 

DemrlhvIchlorletracyclineHCI  300  mg  ~|  • 1 

and  Nystatin  500,000  units  I'-w  -■ 

CAPSULE-SHAPED  TABLETS  Lederle 


To  guard  susceptible  patients  against  intestinal  mondial  over- 
growth during  broad-spectrum  therapy  — the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 

DEtLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
overgrowth. 

Contraindication : History  of  hypersensitivity  to  demethylchlortetracy- 
cline  or  nystatin. 

Warning : In  renal  impairment,  usual  doses  may  lead  to  excessive  accumu- 
lation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  he  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 

Precautions : Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 


stant observation  is  essential.  If  new  infections  appear,  appr 
measures  should  be  taken. 

In  infants,  increased  intracranial  pressure  with  bulging  fontai 
been  observed.  All  signs  and  symptoms  have  disappeared  rapidi 
cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomitin 
rhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— mac 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  derma 
been  reported.  Photosensitivity;  onycholysis  and  discoloratior 
nails  (rare).  Kidney— rise  in  BUN.  apparently  dose  related.  Ti 
increase  in  urinary  output,  sometimes  accompanied  by  thirst 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anap 
Teeth— dental  staining  ( yellow-brown)  in  children  of  mothers  gi 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  t 
during  the  neonatal  period,  infancy  and  early  childhood.  Enam 
plasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
crasy  occurs,  discontinue  medication  and  institute  appropriate 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  SI 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  i 
by  the  concomitant  administration  of  high  calcium  content  drus 
and  some  dairy  products.  Treatment  of  streptococcal  infection  ! 
continue  for  10  days,  even  though  symptoms  have  subsided. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  ( I 
Pearl  Rivert)New  York 

/ I 


The  muscle  relaxant 
that  works 

before  you  write  a prescription 

Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 

Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,  1 tablet  b.i.d. 


CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon*)  concurrently. 


Norflex 

(orphenadrine  citrate) 


WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 

SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 

DOSAGE:  INJECTABLE  — Average  adult  dose 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 

I.M.  or  I.V.  May  be  repeated  every  12  hours. 

Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS -Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 

For  lull  information,  see  Package  Insert 
or  P.D.R 

Riker  Laboratories 
Northridge,  California  91324 
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Q.  How  much  does 

the  anticostive* 
hematlnic  cost? 

A • No  more  than 
costive  hematinics 
cost! 


The  anticostive  hematinic  is 

PERITINIC* 

Hematinic  with  Vitamins  and  Fecal  Softener 

A table t-a-d ay  provides: 


• Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  effect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 2(H)  mg 

Niacinamide 30  mg 

Folic  Acid  . . . . . 0.05  mg 

Pantothenic  Acid  15  mg 

Bottles  of  60 

* 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic? 


4^5?  lederle  laboratories 

A Division  of  American  Cyanamid  Compam' 

Pearl  River,  New  York  10965 

490-7R-6964 
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TofightTB- 
f ind  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
test  site.  Contraindications  none,  but  use  with  caution  in  ac'.  /e 
tuDerculosis  Available  in  5’s  and  25's. 
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FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue.  New  York.  N Y.  10016 


FERROUS 


MORNING  STIFFNESS 

EASED 
LAST  NIGHT 

(She  took  Persistin' 
instead  of  aspirin) 


Persistin  treats  morning  stiffness  and  pain  the 
night  before. 

Persistin  is  a unique  salicylate  which  com- 
bines the  prompt  analgesic  action  of  aspirin  to 
encourage  early  sleep  with  the  proven,  persist- 
ent action  of  salicylsalicylic  acid  to  permit  un- 
interrupted sleep.  Three  Persistin  tablets  at 
bedtime  yield  therapeutic  serum  salicylate 
levels  on  arising  which  are  well  within  the 
range  of  effective  salicylate  therapy  for  the 
relief  of  pain  and  stiffness  in  arthritis. 

Thus,  therapy  with  Persistin  allows  many  ar- 
thritics  to  dress  more  quickly  and  easily,  and 
face  the  morning  optimistically. 

Persistin  is  also  valuable  for  day-long  control 
of  the  pain  and  discomfort  of  arthritis. 

DOSAGE:  To  relieve  morning  stiffness  and  pain: 
when  salicylates  have  not  been  taken  during 
the  day,  an  adult  dose  of  three  tablets  at  bed- 
time is  suggested. 

For  24-hour  control  of  pain-.  Adults  up  to  160 
lbs.,  one  tablet  after  each  meaj  and  one  at  bed- 
time. Adults  over  160  lbs.,  one  tablet  after  each 
meal  and  two  at  bedtime. 

PRECAUTION:  Other  salicylates  should  not  be 
taken  concurrently.  Do  pCpCICTIKP 
not  exceed  recom-  lOxvIw  I II  ^ 
mended  doses.  m t 

(160  mg.) 

SHERMAN 
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LABORATORIES,  INC. 

Detroit,  Michigan  48211 


USE  ‘POLYSPORIN’, 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  'h  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

jLi-  BURROUGHS  WELLCOME  & CO.  (U  S A.)  INC. 

Tuckahoe,  N Y. 


brand 


POLYSPORr* 

POLYMYXIN  B-BACITRACH 

OINTMENT 

kip  prevent  infection  *»* 
^ burns,  and  abrasions;® 
aid  in  healing. 


From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN"  V Capsules 


The  lowest  priced 

tetracycline-nystatin 

combination 


329-3/6094 


Open-eyed  nights 


T oo  tense  to  sleep. ..too 
tired  to  get  up.  Early  to 
bed,  late  to  rise,  and  not 
much  sleep  at  that,  the  patient  with  severe  psychic 
tension  is  understandably  tired.  His  tensions  and 
overreactions  to  the  day’s  stresses  may  interfere 
with  proper  sleep,  and  his  inability  to  face  the  day’s 
activities  can  produce  an  ever-worsening  pattern. 
By  relieving  psychic  tension,  Valium®  (diazepam) 
facilitates  sleep,  particularly  with  an  h.s.  dose.  In 
many  patients,  the  usefulness  of  Valium  has  been 
demonstrated  in  relieving  psychic  tension  alone  or 
with  secondary  depressive  symptoms.  Valium  is 


generally  well  tolerated  and,  with  proper  mainte- 
nance dosage,  usually  does  not  unduly  impair  men- 
tal acuity  or  ability. 


Before  prescribing,  please  consult  complete  product  in- 
formation, a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in:  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindications : Known  hypersensitivity  to  drug;  children 
under  6 months  of  age;  acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
As  with  most  CNS-acting  drugs,  caution  patients  against  haz- 
ardous occupations  requiring  complete  mental  alertness  ( e.g ., 
operating  machinery,  driving).  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increase  in  dosage 
of  standard  anticonvulsant  medication;  abrupt  withdrawal  in 
such  cases  may  also  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  patients  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  (such  as  drug  addicts  or  alcohol- 
ics) under  careful  surveillance  because  of  their  predisposition 
to  habituation  and  dependence.  Use  of  any  drug  in  pregnancy, 
lactation  or  in  women  of  childbearing  age  requires  that  poten- 
tial benefit  be  weighed  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anti- 
convulsants, carefully  consider  individual  pharmacologic  effects 
— particularly  with  known  compounds  which  may  potentiate 
action  of  Valium  (diazepam),  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  antidepressants. 
Employ  usual  precautions  in  the  severely  depressed  or  in  those 
with  latent  depression;  suicidal  tendencies  may  be  present  and 


protective  measures  necessary.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation  (initially  2 to  2 14  mg  once  or  twice  daily,  in- 
creasing gradually  as  needed  or  tolerated). 

Adverse  Reactions:  Side  effects  most  commonly  reported: 
drowsiness,  fatigue  and  ataxia.  Infrequently  encountered:  con- 
fusion, constipation,  depression,  diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo  and  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances 
and  stimulation  have  been  reported;  should  these  occur,  use  of 
the  drug  should  be  discontinued.  Because  of  isolated  reports  of 
neutropenia  and  jaundice,  periodic  blood  counts  and  liver 
function  tests  are  advisable  during  long-term  therapy.  Minor 
changes  in  EEG  patterns  (low-voltage  fast  activity)  observed 
during  and  after  therapy  and  are  of  no  known  significance. 
Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to 
q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 
mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal  muscle 
spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  h.i.d  to  q.i.d.  Geriatric  or  debilitated 
patients:  2 to  2 Zi  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precautions.)  Children:  1 to  214 
mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and  tolerated 
ri.POCMe.>-i  (not  for  use  under  6 months). 

M[X\  Roche"  Supplied : Valium®  (diazepam)  Tab- 

LABORATORIES  ]ets,  2 mg,  5 mg  and  10  mg;  bottles 

Division  of  Hoffmann-La  Roche  Inc.  c -A  - AA  , 

Nutley.  New  Jersey  07110  Ol  jU,  1UU  lUlu  jUU. 

\aliurmd  iazepam) 

useful  for  the  relief  of  psychic  tension, 
alone  or  with  associated  depressive  symptoms 
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Norflex 

(orphenadrine  citrate) 


The  muscle  relaxant 
that  works 

before  you  write  a prescription 


Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 
Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,  1 tablet  b.i.d. 


CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon*)  concurrently. 


WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 


SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 


DOSAGE:  INJECTABLE  — Average  adult  dose: 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 
I.M.  or  I.V.  May  be  repeated  every  12  hours. 
Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS -Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 


For  lull  information,  see  Package  Insert 
or  P.D.R 

Riker  Laboratories 
Northridge,  California  91324 
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A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 


Psychotherapy,  analytic  or  directive,  individually  or  group  oriented; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 
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( SYRUP 


CHLORAL.  HYDRATE) 


A palatable  chloral  hydrate  syrup 
containing  10  grains  in  each  teaspoonful. I 


JONES  and  VAUGHAN 
Richmond  26.  Virginia 
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possibly/  because  hygienic 
measures  alone,  however 
meticulous,  may  not  prevent 
the  spread  of  pinworm 
infections 

REMINDER:  Because  pinworm  infec- 
tions spread  easily  and  quickly  in 
families,  schools,  and  institutions, 
multiple  infections  in  primary  groups 
seem  to  be  the  rule  rather  than  the 
exception.  For  successful  manage- 
ment, it  is  desirable  to  check  all  ex- 
posed members  of  the  family  or  play 
group.  The  single-dose  efficacy  of 
POVAN  makes  group  therapy  en- 
tirely practical,  convenient,  and 
economical. 

INDICATION:  Pinworm  infection. 
PRECAUTIONS:  Tablets  should  be 
swallowed  whole  to  avoid  staining 
teeth.  Pyrvinium  pamoate  will  stain 
most  materials.  Stools  may  be 
colored  red. 

ADVERSE  REACTIONS:  Nausea, 
vomiting,  cramping,  and  diarrhea 
have  been  reported. 

POVAN  is  available  in  suspension  or 
tablet  form.  The  pleasant-tasting, 
strawberry-flavored  suspension  con- 
tains the  pamoate  equivalent  of  1 0 
mg.  of  pyrvinium  base  per  cc.,  in 
2-oz.  bottles.  The  sugar-coated  tab- 
lets each  contain  the  pamoate 
equivalent  of  50  mg.  of  pyrvinium 
base,  bottles  of  25. 

If  bygtsMfc  mmni 

when  examination  reveals 
pinworm  infection,  estimated 
to  occur  in  from  Vz  to  more 
than  Vz  of  all  American  children 
from  every  social  level,  an  in- 
creasing number  of  physicians 
favor  treatment  with  a single, 
economical  dose  of — 
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Full  speed  ahead, 
Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6 to 
8 hours. 


Cotta  make  a 
pit  stop  to  take 
my  cough  syrup. 


Coufih  Calmers 


Each  Cough  Calmer,w  contains  the  same  active  ingredients 
as  a hali-teaspoonful  of  Robitussin-DM*  Glyceryl  guaiaco- 
late,  50  mg  , Dextromethorphan  hydrobromide,  7.5  mg 
A H Robins  Company,  Richmond,  Virginia  23220 
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TofightTB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
i/l  test  site.  Contraindications  none,  but  use  with  caution  in  act  /e 
tuberculosis.  Available  in  5’s  and  25’s. 

330-8/6135 


Blessed  event? 


/ Not  entirely,  when  nausea  and 
vomiting  occur  in  early  pregnancy. 
j Emetrol  offers  prompt  and  safe 
relief.  Local  rather  than  systemic 
action  provides  emesis  control  on  contact  with  the  hy- 
peractive G.I.  tract  * In  a study  of  123  pregnant  women, 
the  drug  produced  measurable  improvement  in  79%  of 
patients  in  controlling  vomiting.1 


*As  shown  by  in  vitro  studies. 

1.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst.  & Gynec. 
65:311  (Feb.)  1953. 


Emetrol 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


phosphorated  carbohydrate 
solution 


emesis  control 
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JOHN  R.  SAUNDERS,  M.D. 
Medical  Director 

j.  McDermott  barnes,  m.d. 
Associate 
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Administrator 


WESTBROOK  PSYCHIATRIC  HOSPITAL,  INC. 
P.  O.  Box  1514,  Richmond  23227,  Virginia 
Telephone  266-9671 
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cpor  c Tron  CJ~)eficiency  Qy^nemia 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


FERROUS 


on 

GLUCONATE 


iiet-ritt  diet-rite  diet-rite. 
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PROOF  POSITIVE 


Diet-Rite  Cola  ...  America ' s Number  One  low-calorie  cola... 
no  sugar  at  all . . . less  than  one  calorie  per  bottle . . . the 
one  with  the  wonderful  taste  of  cola  . . . pH  approximately 
2.6  to  2. 8... same  general  range  acidity  as  other  cola 
beverages  plus  number  of  fruit  juices. 

You  will  like  Diet-Rite  Cola.  So  will  your  patients. 


Royal  Crown  Cola  Co  . Columbus,  Georgia 


A simplified  approach 
to  the  practica  management 
of  hypertension 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Once  a day,  every  day 

ENDURON 


METHYCLOTHIAZIDE 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  lov 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hour 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosag 
without  skimping  your  patients  on  day-long  thiazide  effectivenes 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiu: 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mo 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample 
most  cases. 
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MILD  TO  MODERATE  TO  SEVEI 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 


When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


)nce  a day,  every  day 

ENDURONYL 


IETHYCLOIHIAZIDE  5 mg.with 
ESERPIDINE  0.25  mg.  or  (FORTE)  0.5  mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  youi 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  wen 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  fron 
115  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearl; 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  It 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice 


Once  a day,  every  day 

EUTRON 


PARGYLINE  HYDROCHLORIDE  25  mg. 
with  METHYCLOTHIAZIDE  5 mg. 


MILD 


TO 


MODERATE  TO  SEVER 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 

METIML01HIAZIDE 


ENDURONYl! 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON 


tm  Each  tablet  contains 

Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications— Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with;  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 

TM-TRADEMARK 


itors;  methyldopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians;  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions—  Pargyline;  Use  cautiously  af  reduced  dosage; 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  soi438R 


Summation: 

n addition  to  its  primary  indications  for  duodenal 
ind  gastric  ulcer.  Robinul  Forte  (glycopyrrolate) 
s indicated  for  other  G-I  conditions  that  may 
lenefit  from  anticholinergic  therapy.  Robinul-PH 
•orte  (glycopyrrolate  2 mg.  with  phenobarbital) 
s indicated  when  these  situations  are  complicated 
>y  mild  anxiety  and  tension. 
Contraindications : Glaucoma,  urinary  blad- 
ler  neck  obstruction,  pyloric  obstruction,  stenosis 
vith  significant  gastric  retention,  prostatic 
lypertrophy,  duodenal  obstruction,  cardiospasm 
megaesophagus),  and  achalasia  of  the  esophagus, 
nd  in  the  case  of  Robinul-PH  Forte,  sensitivity 
o phenobarbital. 

^ecautions:  Administer  with  caution  in  the 
iresence  of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
ilurred  vision,  urinary  difficulties,  and  constipa- 
ion  are  rarely  troublesome  and  may  generally  be 
ontrolled  by  reduction  of  dosage.  Other  side 
fleets  associated  with  the  use  of  anticholinergic 
Irugs  include  tachycardia,  palpitation,  dilatation 
■f  the  pupil,  increased  ocular  tension,  weakness, 
iausea,  vomiting,  headache,  dizziness,  drowsi- 
iess,  and  rash. 

Dosage:  Should  be  adjusted  according  to  indi- 
idual  patient  response.  Average  and  maximum 
ecommended  dose  is  I tablet  three  times  a day; 
n the  a.m.,  early  p.m.,  and  at  bedtime.  See 
iroduct  literature  for  full  prescribing  information, 
iupply:  Robinul  (glycopyrrolate  I mg.):  Robinul 
orte  (glycopyrrolate  2 mg.):  Robinul-PH  (glyco* 
yrrolate  I mg.)  with  phenobarbital  16.2  mg. 
Warning:  may  be  habit  forming):  Robinul-PH 
orte  (glycopyrrolate  2 mg.)  with  phenobarbital 
6.2  mg.  (Warning:  may  be  habit  forming),  in 
ottles  of  100  and  500  tablets.  A.  H.  Robins 
Company,  Richmond,  Va.  23220. 


AH'ROBINS 
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In  peptic  ulcer  therapy,  won’t  you 
ive  Robinul  Forte  a FairTrial? 


(glycopyrrolate) 


Six  years  ago  the  A.  H.  Robins 
Company  introduced  glycopyrro- 
late, a unique  anticholinergic  agent 
described  in  the  prescribing  litera- 
ture as  more  closely  approaching  the 
ideal  compound  for  controlling 
gastric  hyperacidity  and  hyper- 
^ ^ motility  of  the  G-I  tract.  Although 

glycopyrrolate  (Robinul  Forte) 
J good  acceptance  among  numerous  physicians, 
others  just  didn’t  seem  to  want  to  give  it  a try, 
bly  because  the  anticholinergic  they  were  ai- 
ming was  giving  acceptable  results, 
ever,  we  believe  you’ll  agree  there’s  always 
for  a better  anticholinergic.  This  is  why  we’re 
g you  to  give  Robinul  Forte  a fair  trial.  Robinul 
exerts  a highly  specific  antisecretory  action  and 
ed  inhibitory  effect  on  intestinal  tone.  We’re  con- 
d you’ll  agree  that  this  is  indeed  an  outstanding 
when  you  observe  its  outstanding  suppression  of 
symptoms.  Furthermore,  it  is  unique  in  that  it 
ces  intestinal  tone,  yet  has  little  or  no  effect  on 
talsis.  In  addition,  the  incidence  of  the  more 
rsome  peripheral  side  effects  is  low. 

Dnger  does  the  physician  have  to  look  for  extreme 
nouth  as  the  measure  of  his  anticholinergic’s  ef- 


fectiveness. The  only  way  we  can  demonstrate  to  you 
firsthand  the  efficacy  of  glycopyrrolate  (Robinul 
Forte)  is  for  you  to  try  it  in  your  practice.  That’s 
why  we’re  asking  you  to  give  it  a Fair  Trial.  How  can 
you  give  it  a Fair 
Trial?  You  do  it  this 
way: 

First : When  you  see 
your  very  next  ulcer 
patient,  write  him  a 
script  as  shown . 


ad- 


Next : Wait  1 0 days 
or  until  your  patient  comes  in  for  his  next  appointment 
and  get  his  “verdict”  as  to  how  he  feels.  Examine  all 
the  evidence  and  make  your  evaluation  of  his  condition. 


Finally:  Render  your  ver- 
dict. If  it’s  ‘ ‘significant  im- 
provement and  marked  relief  of 
symptoms,”  then  we  believe 
you’ll  agree  that  Robinul  Forte 
has  proved  its  worth,  and  we 
rest  our  case.  If  not,  consider 
our  case  for  Robinul  Forte 
closed.  That’s  a Fair  Trial, 
Doctor,  and  it’s  all  we  ask. 


Robinul  Forte 

(glycopyrrolate,  2 mg.) 

The  summation  is  an  important 
part  of  every  case.  You’ll  find  ours 
on  the  preceding  page.  Doctor. 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  190 J 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF 
DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified 

for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric 
patients,  including  individual  psychotherapy,  group  therapy,  psychodrama, 
electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social 
service  work  with  families,  family  therapy,  and  an  extensive  and  well  or- 
ganized activities  program,  including  occupational  therapy,  art  therapy, 
athletic  activities  and  games,  recreational  activities  and  outings.  The 
treatment  program  of  each  patient  is  carefully  supervised  in  order  that 
the  therapeutic  needs  of  each  patient  may  be  realized. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded 
grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 

Contact : Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Area  Code  704  253-2761 
Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 


From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN"  V Capsules 

Tetracycline  HC1  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


...but  her  other  symptoms: 

depressed  mood,  insomnia, 
anorexia,  feelings  of  guilt 

strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVIL™ 

IMntHTYllNEHClIMSIM 

Indications:  Mental  depression  and  mild  anxiety  accompany- 
ing depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitantly. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement; 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs, 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun- 
dice; agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 
depressant activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lack 
of  response  sometimes  occurs.  Response  to  medication  will 
vary  according  to  severity  as  well  as  type  of  depression  pres- 
ent. Elderly  patients  and  adolescents  can  often  be  managed 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  and 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injection 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  ami- 
triptyline HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and 
0.2  mg.  propylparaben. 

For  more  detailed  information,  consult  your  Merck  Sharp  & 
Dohme  representative  or  see  the  package  circular. 

MERCK  SHARP  & DOHME  Division  of  Merck  & Co  Inc  West  Point  Pa  19486 

WHERE  TODAYS  THEORY  IS  TOMORROWS  THERAPY 


18-A 


The  Journal  of  the  South  Carolina  Medical  Association 


An  antibiotic 
should  work  well 
in  either  acid 
or  alkaline  urine. 


It  isn’t  always  necessary  to  adjust  urinary  pH 
in  treating  G.U.  infections. 

Not  when  the  causative  organism  is  a strain 
sensitive  to  DECLOMYCIN®  Demethylchlor- 
tetracycline,  as  is  often  the  case. 

DECLOMYCIN  remains  stable  and  active  in 
either  acid  or  alkaline  urine.  So  there’s  no  need 
to  acidify  the  urine  to  keep  the  antibiotic  at 
work. 

Why  match  the  urine  to  the  antibiotic... when 
you  can  match  the  antibiotic  to  the  urine ...  by 
prescribing  DECLOMYCIN.  A b.i.d.  dosage 
makes  therapy  convenient  for  your  patient. 

Effectiveness:  DECLOMYCIN  Demethylchlortetra- 
cycline  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections 
caused  by  organisms  sensitive  to  the  tetracyclines. 
Contraindication:  History  of  hypersensitivity  to  de- 
methylchlortetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indi- 
cated, and,  if  therapy  is  prolonged,  serum  level  de- 
terminations may  be  advisable.  A photodynamic 
reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifesta- 
tions. In  a smaller  proportion,  photoallergic  reac- 
tions have  been  reported.  Patients  should  avoid 
direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organ- 
isms may  occur.  Constant  observation  is  essential.  If 
new  infections  appear,  appropriate  measures  should 
be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  en- 
terocolitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  a rare  case  of  exfoliative  der- 
matitis has  been  reported.  Photosensitivity;  ony- 
cholysis and  discoloration  of  the  nails  (rare).  Kidney 
— rise  in  BUN,  apparently  dose-related.  Transient 
increase  in  urinary  output,  sometimes  accompanied 
by  thirst  (rare).  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given 
this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  in- 
stitute appropriate  therapy.  Demethylchlortetracy- 
cline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours 
after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of 
streptococcal  infections  should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


Capsules:  150  mg;  Tablets:  film  coated  — 300  mg, 
150  mg  and  75  mg  of  demethylchlortetracycline  HC1. 

353-8 

DECLOMYCIN 

DEMCTHYLCHLORTETRACTCLINE 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 

Prescribing  information  — Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amino- 
phylline,  195  mg  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 
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No  injection  after  all! 


This  penicillin  produces  high,  fast  levels-orally. 


Pen-Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 
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(potassium  phenoxymethyl  penicillin) 


‘on  dicta 
Althouj 
made  Moi 
down  by  a 
tor  sharr 
flat  obje 
Was  passi 
Board 
McCredl 
tion"  f' 
elimir 
the  st* 

17)6  0 
ment  ca' 
limit  ra 
mile  U 
"cut-of 


;-«r  " Breaks  Leg 

• PPea  over  on  it 

'*7r 


be  b 


or  tl, 


O f/-»» 


He’s  had  enough 
excitement 
for  one  day. 


or  the  patient  who  has  been  through  an  accident,  the  worry  and 
nxiety  following  the  experience  may  actually  heighten  the  per- 
eption  of  pain.  This  is  why  there’s  a classic  'A  grain  sedative 
ose  of  phenobarbital  in  Phenaphen  with  Codeine  — to  take  the 
ervous  “edge”  off,  so  the  rest  of  the  formula  can  control  the 
ain  more  effectively. 

’henapheir  with  Codeine 

lenaphen®  with  Codeine  No.  2,  No.  3,  or  No.  4 contains:  Phenobarbital  (’A  gr.),  16.2  mg. 
Varning : may  be  habit  forming);  Aspirin  (2Vi  gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
yoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  V«  gr.  (No  2),  'h  gr.  (No.  3),  or  1 gr. 
lo.  4).  (Warning:  may  be  habit  forming). 


Indications:  Phenaphen  with  Codeine  provides  re- 
lief in  severer  grades  of  pain,  on  low  codeine  dos- 
age, with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phen- 
acetin-containing  products  excessive  or  prolonged 
use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  1 or  2 capsules  at 
2 to  4 hour  intervals,  or  as  directed  by  physician. 
For  further  details  see  product  literature. 

A H ROBINS  COMPANY  A 11  PinPIIVIC 
RICHMOND.  VA  23220  / 1 III  /UDI IM  J 
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Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 
(The  total  vitamin  Bu  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg- 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 
Precautions:  Anemia  is  a manifestation  that  requires  appre  all 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  ad<  aj 
vitamin  B,2  therapy  may  result  in  hematologic  remission  b'  ajl 
rological  progression.  Adequate  doses  of  vitamin  Bu  (part-  ‘fa 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [her  injl 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  I". I 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resi 
may  develop  in  some  cases  of  pernicious  anemia  to  the  pc  ’J** 
tion  of  absorption  of  physiological  doses  of  vitamin  B.2.  If 
ance  occurs,  parenteral  therapy,  or  oral  therapy  with  so  118 
massive  doses  of  vitamin  Bu,  may  be  necessary.  No  singl 
men  fits  all  cases,  and  the  status  of  the  patient  obser  i 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  P 0(1 


You  can  treat  combined 
deficiencies  with 


Trinslcon 

— the  multifactor  hematinic 


Vitamin  B,2  plus  intrinsic  factor  (15  meg. 
B12  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 


Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 


Iron  (110 
anemia. 


mg.) — treats  hypochromic 


cnical  and  laboratory  studies  are  considered  essential  and  are 
rbommended. 

/ verse  Reactions:  in  rare  instances,  iron  in  therapeutic  doses 
induces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
tution. Reducing  the  dose  and  administering  it  with  meals  will 
tjnimize  these  effects. 

n extremely  rare  instances,  skin  rash  suggesting  allergy  has 
f lowed  oral  administration  of  liver-stomach  material.  Instances 
c apparent  allergic  sensitization  have  also  been  reported  after 
cil  administration  of  folic  acid. 

Csage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
sndard  response  in  the  average  uncomplicated  case  of  perni- 
c us  anemia.) 

Hw  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
iirinsic  factor,  Lilly),  in  bottles  of  60  and  500.  [oj^eo] 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 
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antacid 

puzzle 


"will  it  ease  the  pain?” 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach”? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?” 


solved  by 

Mylanta 

aluminum  and  magnesium  hydroxides  plus  simethicone 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients -after  a total  of  20,459 
documented  days  of  therapy.*  *Danhof,  i.  e.:  Report  on  file. 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Only 

' ® 

TUBEX 

offers 

so  complete 
a line  of 
closed 
system 
injectables 

and 
it's  still 
growing. 


To  meet  your  present  needs  more  pre- 
cisely, the  Tubex  line  comprises  37  dif- 
ferent products  in  69  dosage  variations. 
And  more  are  on  the  way. 

Tubex  offers  these  unit  dose  advantages: 

• accuracy— premeasured,  clearly  labeled  to  help 
ensure  correct  medication 

• convenience— no  filling,  no  needle-sharpening, 
no  sterilization,  no  cleanup 

• simplicity — precision-made,  well  balanced 
syringe  breech  loads  in  seconds,  permits  easy 
aspiration 

• reduces  risk— single-use  cartridge-needle  units 
reduce  risk  of  cross  contamination;  less  chance 
of  spillage  reduces  risk  of  contact  sensitization 
for  doctor  or  nurse 

• stability— glass  cartridges  can’t  deteriorate  or 
react  with  medication 


• acceptability— presharpened,  siliconized  nee- 
dles lessen  pain  of  injection;  patients  appreciate 
single-use  equipment 


Just  select,  inject,  throw  away 

TUBEX  is 

sterile  cartridge-needle  unit 
Wyeth  Laboratories  Philadelphia,  Pa. 
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line. 


(NewTUBEXare  constantly  being  added) 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin-neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi. -Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

NEOSPORIN’ 

brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


and  Valium  (diazepam) 


The  ability  of  Valium  to  help  relieve  skeletal  muscle  spasm— 
as  well  as  psychic  tension— demonstrates  its  clinical  value  and 
versatility. 

The  muscle-relaxant  effect  obtained  with  Valium,  used  ad- 
junctively  with  other  drugs  or  physiotherapy,  favorably 
affects  the  entire  cluster  of  spasm-related  symptoms  . . . helps 
accelerate  return  to  normal  activity. 

When  skeletal  muscle  spasm  and  psychic  tension  coexist,  the 
calming  effect  of  Valium  is  an  added  therapeutic  benefit  that 
contributes  to  the  total  management  of  the  patient. 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis,  stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  under  6 months 
of  age.  Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of  standard  anticonvulsant  medication;  abrupt  with- 
drawal may  be  associated  with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  under  careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In  pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido, 

nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo,  uri- 
nary retention,  blurred  vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation,  have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Valium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 


Roche* 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


Louie  lost  weeks  with 
a painful  shoulder.  That’s  a lot  of  fish. 

It  might  have  been  different  with  Butazolidirr  alh 


100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

150  mg.  magnesium  trisilicate 

1.25  mg.  homatropine  methylbromide 


If  it  doesn’t  work  in  a week,  forge  t 


It  please  don’t  forget  this: 


ntraindications:  Edema;  danger  of  cardiac 
compensation;  history  or  symptoms  of  peptic 
er;  renal,  hepatic  or  cardiac  damage; 
tory  of  drug  allergy;  history  of  blood  dys- 
isia.  The  drug  should  not  be  given  when  the 
ient  is  senile  or  when  other  potent  drugs  are 
jien  concurrently.  Large  doses  of  the  alka 
emulation  are  contraindicated  in  glaucoma. 


rning:  If  coumarin-type  anticoagulants  are 
n simultaneously,  watch  for  excessive 
nd'ease  in  prothrombin  time.  Instances  of 
ere  bleeding  have  occurred.  Persistent  or 
eere  dyspepsia  may  indicate  peptic  ulcer; 

M form  upper  gastrointestinal  x-ray  diagnostic 
Is  if  drug  is  continued.  Pyrazole  compounds 
dy  potentiate  the  pharmacologic  action  of 
onylurea,  sulfonamide-type  agents  and 
rili I i n . Carefully  observe  patients  receiving 
Jh  therapy.  Use  with  caution  in  the  first  tri- 
mmer of  pregnancy  and  in  patients  with 


oid  disease. 


■ cautions:  Before  prescribing,  carefully 
eset  patients,  avoiding  those  responsive  to 
a ine  measures  as  well  as  contraindicated 
Jents.  Obtain  a detailed  history  and  a com- 
>ie  physical  and  laboratory  examination, 
rijding  a blood  count.  The  patient  should  not 
!*3ed  recommended  dosage,  should  be 

;JJ  ely  supervised  and  should  be  warned  to 
liontinue  the  drug  and  report  immediately 
fil/er,  sore  throat,  or  mouth  lesions  (symp- 
ors  of  blood  dyscrasia);  sudden  weight  gain 
vl  er  retention);  skin  reactions;  black  or  tarry 

■ Is  or  other  evidence  of  intestinal  hemor- 
ll|e  occur.  Make  complete  blood  counts  at 
«kly  intervals  during  early  therapy  and  at 
li  jek  intervals  thereafter.  Discontinue  the 
!■  immediately  and  institute  counter- 

19  sures  if  the  white  count  changes  signifi- 
es ly,  granulocytes  decrease,  or  immature 
®is  appear.  Use  greater  care  in  the  elderly 
wlin  hypertensives. 


prse  Reactions:  The  more  common  are 
iB;ea  and  edema.  Swelling  of  the  ankles  or 
acjmay  be  minimized  by  withholding  dietary 
>a|  reduction  in  dosage  or  use  of  diuretics.  In 
wrly  patients  and  in  those  with  hypertension 
helrug  should  be  discontinued  with  the 
iwiarance  of  edema.  The  drug  has  been 
w ciated  with  peptic  ulcer  and  may  reac- 
:iV<|e  a latent  peptic  ulcer.  The  patient  should 


be  instructed  to  take  doses  immediately  before 
or  after  meals  or  with  milk  to  minimize  gastric 
upset.  Drug  rash  occasionally  occurs.  If  it 
does,  promptly  discontinue  the  drug.  Agranu- 
locytosis, exfoliative  dermatitis,  Stevens- 
Johnson  syndrome,  Lyell’s  syndrome  (toxic 
necrotizing  epidermolysis),  orageneralized 
allergic  reaction  similar  to  serum  sickness  may 
occur  and  require  permanent  withdrawal  of 
medication.  Agranulocytosis  can  occur  sud- 
denly in  spite  of  regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may  occur. 
Leukemia  and  leukemoid  reactions  have  been 
reported.  While  not  definitely  attributable  to 
the  drug,  a causal  relationship  cannot  be 
excluded.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss  have  been 
reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  hypersensitivity  angiitis,  pericarditis 
and  several  cases  of  anuria  and  hematuria. 
With  long-term  use,  reversible  thyroid  hyper- 
plasia may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemo- 
dilution  may  occur. 


Dosage  in  Painful  Shoulder:  Initial:  3 to  6 
capsules  daily  in  3 or  4 equal  doses.  Trial 
period:  1 week.  Maintenance  dosage  should 
not  exceed  4 capsules  daily;  response  is  often 
achieved  with  1 or  2 capsules  daily. 

In  selecting  the  appropriate  dosage  in  any  spe- 
cific case, consideration  should  be  given  to  the 
patient’s  weight,  general  health,  age  and  any 
other  factors  influencing  drug  response. 

For  complete  details, 

please  see  full  prescribing  information. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502  BU-5926 


Butazolidin  alka  Geigy 

Capsules 

100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

150  mg.  magnesium  trisilicate 

1.25  mg.  homatropine  methylbromide 


C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator 
and  cerebral  stimulation  for  th 


500- 


Fig.  I.  Average  plasma  levels  of  C-14  radioactivity  following  oral  administration  of  C-14  nicotinic  acid  tablets.  Key:  Group 

A.  one  sustained-release  tablet  containing  150  mg.  C-14  nicotinic  ar.d  — ■■  -Group  B,  one  nonsustained-release  tablet 

containing  50  mg.  nicotinic  acid,  nnai  Group  C,  one  nonsustained-release  tablet  containing  50  mg.  C-14  nicotinic  acid 
at  0,  4 and  8 hours. 


400  - 


300 


200  - 


100- 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 


i:- 


absent-minded  patients 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  ccj 
tinuous  on  a daily  dose  of  only  one  Geroniazol  TT  ta 
let  every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geronia: 
TT  will  provide  the  well-known  peripheral  vasodilat 
tion  needed  in  patients  with  deficient  circulation  a 
with  a minimum  amount  (if  any)  of  “flushing.”  All 
cerebrovascular  circulation  is  complemented  by  pb 
tylenetetrazol,  long-established  as  a cerebral  and  r<| 
piratory  stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunaj 
signs  of  senile  confusion.  Patients  become  more  ale 


%t 


^Isi 

'^nj» 


ged  and  debilitated 


TIME  AFTER  ADMINISTRATION  (Hours) 


les  confused  and  moody.  Personal  care,  memory, 
en  tional  stability,  social  attention  improve.  Fatigue, 
ap:hy  and  irritability  are  reduced. 

prescription  for  100  tablets  of  Geroniazol  TT  will 
penit  your  patients  to  enjoy  the  benefits  of  time- 
pjjionged  nicotinic  acid/pentylenetetrazol  therapy, 
atn  economical  price.  Dosage  is  only  one  tablet  every 
12  ours. 

liCmtraindications : There  are  no  known  contraindica- 
tion. 

l-’>  autions:  Exercise  caution  when  treating  patients 
wk  a low  convulsive  threshold. 


Side  Effects:  Side  effects  ai-e  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 
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“First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


r\  • rrrm 

Geroniazol  1 1 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 
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"Now  that  your  acne  Is  clearing  up  nicely, 
it  might  be  a good  idea  if  you  started  losing  some  weight.” 
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Get  them  while 
they’re  easily  reversible. 


Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEG  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels 

Dextro-Amphetamine  Sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York 
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Tandearil®  in  Osteoarthritis 
oxyphenbutazone 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of  pep- 
tic ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of  blood  dys- 
crasia.  The  drug  should  not  be  given  when 
the  patient  is  senile  or  when  other  potent 
drugs  are  given  concurrently. 

Warning:  Tandearil  is  an  analog  of  phenyl- 
butazone; sensitive  patients  may  be  cross- 
reactive. If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic  ulcer; 
perform  upper  gastrointestinal  x-ray  diagnos- 


tic tests  if  drug  is  continued.  Pyrazole  com- 
pounds may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  pa- 
tients receiving  such  therapy.  Use  with  cau- 
tion in  the  first  trimester  of  pregnancy  and  in 
patients  with  thyroid  disease. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
not  exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
if  fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia),  sudden  weight  gain 


(water  retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
hemorrhage  occur.  Make  complete  blood 
counts  at  weekly  intervals  during  early 
apy  and  at  2-week  intervals  thereafter.  Dis- 
continue the  drug  immediately  and  institut' 
countermeasures  if  the  white  count  changr 
significantly,  granulocytes  decrease,  or  im 
mature  forms  appear.  Use  greater  care  in  I 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  more  common  arf 
nausea  and  edema.  Swelling  of  the  ankles 
face  may  be  minimized  by  withholding  dieji 
salt,  reduction  in  dosage  or  use  of  diuretic [i 
In  elderly  patients  and  in  those  with  hyper  r, 
tension,  the  drug  should  be  discontinued  ' I 
the  appearance  of  edema.  The  drug  has  b * 
associated  with  peptic  ulcer  and  may  rea'jl 


Pain  Break” 

for  an  osteoarthritic. 

andearil  can 
usually  ease  it. 


At  46,  her  knees  still  look  good  on  the  outside.  But  inside, there  may 
he  the  familiar  picture  of  osteoarthritis. 

If  aspirin  doesn’t  help,Tandearil  often  will. 

Pain  and  stiffness  begin  to  ease  up  in  3 or  4 days. 
You  can  often  maintain  response  with  a daily  dose 
of  onlyl  or  2 tablets. 

Of  course, Tandearil  is  not  for  every  osteoarthritic.  Select  your 
patients  carefully  and  follow  them  in  line  with  the  Contraindications, 
Precautions,  Warning,  and  Adverse  Reactions  listed  below. 


But  for  many  aspirin-stubborn 
osteoarthritics,  let  Tandearil 
ease  the  unwelcome  pain 
breaks  of  osteoarthritis. 


Tandearil 

oxyphenbutazone 


jite  a latent  peptic  ulcer.  The  patient  should 
instructed  to  take  doses  immediately  after 
sals  or  with  milk  to  minimize  gastric  upset. 

' ug  rash  occasionally  occurs.  If  it  does, 
jomptly  discontinue  the  drug.  Agranulocy- 
fisis,  exfoliative  dermatitis,  Stevens-Johnson 
indrome,  Lyell's  syndrome  (toxic  necrotiz- 
epidermolysis)  or  a generalized  allergic 
[action  similar  to  a serum  sickness  syn- 
iome  may  occur  and  require  permanent 
thdrawal  of  medication.  Agranulocytosis 
in  occur  suddenly  in  spite  of  regular,  re- 
bated normal  white  counts.  Stomatitis,  sali- 
jry  gland  enlargement,  vomiting,  vertigo  and 
iguor  may  occur.  Leukemia  and  leukemoid 
.[actions  have  been  reported.  While  not  defi- 
itely  attributable  to  the  drug,  a causal  rela- 
pnship  cannot  be  excluded.  Thrombocyto- 


penic purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  hyper- 
sensitivity, angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperplasia  may 
occur  infrequently.  Moderate  lowering  of  the 
red  cell  count  due  to  hemodilution  may  occur. 


For  complete  details, 
please  see  full 
Prescribing  Information. 


Geigy 


Dosage  in  Osteoarthritis:  Initial:  3 to  6 tablets 
daily  in  divided  doses.  Usually  unnecessary 
to  exceed  4 tablets  daily.  A trial  period  of  one 
week  is  considered  adequate  to  determine 
the  therapeutic  effect  of  the  drug.  Mainte- 
nance: Effective  level  often  achieved  with  1 
or  2 tablets  daily,  should  not  exceed  4 tablets 
daily.  In  selecting  appropriate  dosage  in  any 
specific  case,  consideration  should  be  given 
to  the  patient’s  weight,  general  health,  age 
and  other  factors  influencing  drug  response. 
Availability:  Tan,  round,  sugar-coated  tablets 
of  100  mg.  in  bottles  of  100  and  1000. 

(jgjg)  (B)  46-800-A 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502  t.-ssosar 
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400,000  units  of  potassium  penicillin  V per  teaspoonful 

New...V-Cillin  K , Pediatric,  250  mg. 


.SB* 


Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 


Now... twice  as  much  as  before  in  each  teaspoon 
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ENDOCARDIAL  FIBROELASTOSIS 
IN  SOUTH  CAROLINA 

ARNO  R.  HOHN,  M.D. 
HAZEL  M.  WEBB,  M.D. 


Primary  myocardial  diseases  are  a 
heterogeneous  group  of  disorders  that 
affect  the  myocardium  and  occasionally 
the  endocardium.  These  endomyocardio- 
pathies  are  relatively  common  in  infancy 
and  childhood.1  Clinically  they  present 
themselves  with  a common  syndrome, 
silent  cardiomegaly.  If  murmurs  are  heard 
they  are  usually  faint.  However,  atrio-ven- 
tricular  valvular  regurgitation  or  outflow 
obstruction  type  murmurs  may  be  present. 
Such  patients  often  manifest  dyspnea  due 
to  congestive  failure  but  are  not  cyanotic 
unless  in  shock.  Sudden  death  as  a result 
of  severe  rhythm  disturbances  or  arterial 
embolization  of  a mural  thrombosis  is  a 
constant  threat. 

Endocardial  fibroelastosis  is  one  of  the 
most  common  of  the  endomyocardiopathies 
in  pediatric  patients.2  While  there  ap- 
parently has  been  a decline  in  the  inci- 
dence of  this  disease  in  certain  areas,  it 
has  remained  a problem  to  those  caring 
for  infants  and  children  in  South  Carolina. 
Consequently,  it  was  felt  worthwhile  to 
assess  the  cases  of  endocardial  fibroelas- 
tosis seen  at  the  Medical  College  of  South 
Carolina  to  document  the  magnitude  of 
the  problem,  and  to  review  the  features  of 
this  disease.  Further,  because  of  a recent 

From:  Division  of  Pediatric  Cardiology  of  the  De- 
partment of  Pediatrics,  Medical  College  of  South 
Carolina,  80  Barre  Street,  Charleston,  South  Carolina 
29401. 


report3  suggesting  differences  of  endo- 
cardial fibroelastosis  among  whites  and 
Negroes,  racial  aspects  of  the  disease  will 
be  reviewed. 

Patients  and  Methods: 

Because  of  the  difficulty  in  obtaining 
and  evaluating  clinical  and  pathologic  ma- 
terial prior  to  1960,  this  Charleston  survey 
is  limited  to  those  born  or  dying  between 
the  beginning  of  1960  and  the  end  of  1967. 
Retrospective  review  of  all  cases  labeled  as 
endocardial  fibroelastosis  was  undertaken 
by  utilizing  the  autopsy  files  and  records 
from  the  hospital  and  heart  clinic  of  the 
Medical  College  of  South  Carolina. 

Patients  were  included  in  this  study  if 
they  fulfilled  an  extension  of  the  criteria 
of  Lambert,  Shumway  and  Terplan4 
(Table  I).  That  is,  those  patients  under 
4 years  of  age  who  had  been  clinically 
labeled  as  having  endocardial  fibroelas- 
tosis were  included  in  the  current  series 
Table  I. 

Criteria  for  Endocardial  Fibroelastosis  Diagnosis 


Age. 

Less  than  4 years. 

Clinical. 

Congestive  heart  failure;  no  murmur 
or  mitral  insufficiency. 

ECG. 

Severe  left  ventricular  hypertrophy 
with  or  without  strain. 

X-ray. 

Gross  enlargement  of  the  heart,  par- 
ticularly the  left  ventricle. 

Pathologic: 

Grossly  large  heart.  Dilated  left  ven- 
tricle with  thick  endocardium.  Micro- 
scopic shows  endocardium  to  be  com- 
prised of  fibrous  and  elastic  tissue. 
No  inflammatory  cells  seen. 
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if  they  had  unexplained  onset  of  conges- 
tive heart  failure  associated  with  either  no 
murmur  or  a murmur  of  mitral  insuf- 
ficiency, together  with  electrocardio- 
graphic evidence  of  left  ventricular  hyper- 
trophy as  manifested  by  voltage  or  T wave 
changes  and  a large  heart  on  the  x-ray 
film.  In  those  who  died,  inclusion  in  this 
analysis  was  based  on  pathologic  findings 
of  a grossly  and  microscopically  thickened 
endocardium,  composed  of  fibrous  and 
elastic  tissue  with  absence  of  myocardial 
inflammatory  reaction.  Only  cases  without 
associated  cardiac  defects  were  included— 
hence  only  primary  endocardial  fibroelas- 
tosis was  considered. 


35  E.  F.E.  Patients 


(months)  (years) 

Onset  Age 

Fig.  1.  Age  at  the  time  of  diagnosis  in  35  patients 
with  endoeardial  fibroelastosis  (E.  F.  E).  The  shaded 
areas  represent  those  who  subsequently  died. 

Results: 

In  all,  35  cases  were  uncovered  during 
the  8-year  study  period  who  fulfilled  the 
outlined  criteria  (figure  1).  Of  the  18  who 
subsequently  died,  15  had  post  mortem 
examinations.  Thus,  20  were  included  in 
this  study  on  clinical  grounds  alone,  utiliz- 
ing the  study  criteria.  While  the  majority 
of  the  South  Carolina  patients  had  onset 
of  their  symptoms  prior  to  age  2 years, 
8 were  at  or  over  this  age  when  first  de- 
tected. Two  patients  in  this  older  group 
died.  At  autopsy  both  had  evidence  of  the 
typical  pathologic  findings  associated  with 
endocardial  fibroelastosis.  One  of  these  pa- 
tients died  suddenly,  and  consequently  had 
no  clinical  data  available.  It  is  of  interest 


Table  II. 

1960-67  Pediatric  Autopsies. 


Congenital 

Number  of 

Heart 

Endocardial 

Autopsies 

Disease 

Fibroelastosis 

Newborns 

158 

35 

3 

Children 

246 

46 

12 

TOTAL: 

404 

81 

15 

to  note  that  all  of  the  8 patients  with  late 
onset  of  their  symptoms  were  Negroes. 


It  can  be  seen  in  Table  II  that  of  a total 
of  404  pediatric  autopsies  performed  dur- 
ing the  period  of  1960  to  1967,  congenital 
heart  disease  appeared  in  81.  Surprisingly, 
endocardial  fibroelastosis  made  up  almost 
19  per  cent  of  those  infants  and  children 
who  died  with  congenital  heart  disease  and 
3.7  per  cent  of  all  pediatric  autopsies. 
Consequently,  endocardial  fibroelastosis 
must  be  considered  an  important  problem 
in  South  Carolina. 

The  age  at  the  time  of  death  of  those 
patients  in  the  current  series  is  noted  in 
Figure  2.  The  oldest  was  5 years.  As 
previously  noted,  three  others  died  but 


15 


Autopsled  Patients 


Age  at  Death  (Years) 


Fig.  2.  Age  at  the  time  of  death  in  15  autopsy- 
proven  cases  of  endocardial  fibroelastosis. 

were  not  autopsied.  From  the  fact  that 
these  3 patients  pursued  a typical  clinical 
course  with  onset  of  failure  prior  to  age  15 
months,  and  all  died  under  3 years  of  age, 
it  seems  reasonable  that  had  an  autopsy 
been  performed,  the  expected  pathology 
would  have  been  uncovered. 

From  the  summary  of  the  clinical  find- 
ings in  the  26  with  available  case  histories 
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Table  III. 

Clinical  Picture  Found  in  26  Patients  with 
Endocardial  Fibroelastosis. 


History  Number 

Dyspnea  21 

Edema  4 

Oliguria  3 

Asymptomatic  0 

Physical  findings  Number 

Congestive  heart  failure  26 

Large  heart  25 

No  murmur  17 

Mitral  insufficiency  9 


normal.  In  17  instances,  a left  ventricular 
strain  pattern  was  present,  indicating  the 
severity  of  the  ventricular  involvement. 
However,  the  abnormal  T waves  reverted 
to  normal  in  4 who  are  still  alive,  giving 
support  to  such  reversion  as  a favorable 

8 E.F.  E.  Right  Heart  Catheterizations 


(Table  III)  it  can  be  seen  that  all  patients 
were  symptomatic  and  all  had  signs  of 
cardiac  failure.  As  anticipated,  dyspnea 
was  the  most  common  complaint,  being 
noted  in  21  patients  and,  while  not  so 
labeled,  may  be  surmised  to  have  been 
present  in  3 others  who  were  simply  re- 
corded as  being  in  “failure.”  Most  had  no 
heart  murmurs,  but  9 had  clinical  mitral 
insufficiency.  All  but  one  had  markedly 
enlarged  hearts  documented  by  chest 
x-ray  film.  The  exception  had  mild  to  mod- 
erate cardiac  enlargement  with  a cardio- 
thoracic  ratio  of  50  per  cent.  Of  interest 
are  the  4 who  came  in  with  edema;  three 
of  these  had  associated  oliguria.  In  two, 

Table  IV. 

Electrocardiographic  Findings  in  26  Patients 


with  Endocardial  Fibroelastosis. 

Number 

of 

Finding  Patients 

SV1  equal  to  or  greater  than  20  mm*  14 

RVe  equal  to  or  greater  than  30  mm*  19 

Ro  & 3 equal  to  or  greater  than  45  mm*  8 
T changes  Vj  and/or  VG  21 

Normal  0 


*The  presence  of  any  one  of  these  criteria  was 
considered  evidence  of  left  ventricular  hypertrophy 
in  the  age  group  under  consideration. 

dyspnea  was  associated  with  edema,  but 
in  one  it  was  the  only  complaint.  This  pa- 
tient was  a Negro,  2 years  of  age  at  the 
time  of  onset.  Another  of  the  patients 
whose  disease  began  with  edema  sub- 
sequently had  a cerebrovascular  accident. 

Twenty  six  patients  had  electrocardio- 
grams available  for  analysis.  (Table  IV). 
All  of  these  tracings  were  considered  ab- 


o.  60 
I 
E 
E 

> 50 
a: 

40 

30  - X * 


Fig.  3.  Right  heart  catheterization  findings  in  8 
patients  with  endocardial  fibroelastosis  (E.  F.  E.). 
The  right  ventricular  pressure  (R.  V.  mm  Hg)  is 
compared  to  the  arterial-venous  oxygen  saturation 
difference.  The  shaded  areas  indicate  the  limits  of 
normal.  Each  patient  is  represented  by  an  “X”. 
Those  who  had  pulmonary  artery  wedge  pressures 
measured  are  circled. 

sign.  Of  those  whose  electrocardiograms 
were  without  T changes,  all  5 had  findings 
of  left  ventricular  hypertrophy.  In  2 there 
was  associated  right  ventricular  hyper- 
trophy. 

Right  heart  cardiac  catheterization  was 
carried  out  in  8 patients  (figure  3).  It 
can  be  seen  that  5 had  elevated  right  heart 
pressures  and  it  is  to  be  noted  that  in  4 
of  these  5 patients,  the  pulmonary  artery 
wedge  pressure  was  also  elevated  (it  was 
not  measured  in  the  5th).  This  finding 
suggests  that  the  pulmonary  artery  pres- 
sure increase  was  probably  due  to  left 
heart  disease.  Assuming  an  arterial  oxy- 
gen per  cent  saturation  of  95  per  cent,  4 
patients  had  arterio-venous  oxygen  dif- 
ferences greater  than  25  per  cent,  which 
was  taken  as  the  upper  limit  of  normal, 
suggesting  that  these  patients  were  in 
heart  failure  at  the  time  of  the  catheteri- 
zation. Angiograms  done  from  the  right 
side  of  the  heart  in  3 patients  showed  the 
large  left  ventricular  cavities  with  poor 
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systolic  emptying,  typical  for  endocardial 
fibroelastosis. 

All  15  cases  who  came  to  post-mortem 
examination  had  large  hearts  (figure  4). 
The  3 cases  listed  as  NK  did  not  have 
weights  recorded  but  were  described  as 
being  large.  In  these  15  hearts,  the  gross 
findings  were  those  of  a greatly  enlarged 
heart  in  which,  when  opened,  a thick 
pearly  white  endocardium  could  be  seen. 
Microscopic  examination  verified  that  the 
thick  endocardium  was  composed  of 
fibrous  and  elastic  tissue.  The  myocardial 
fibers  were  hypertrophied,  some  vacuo- 
lization of  the  fibers  was  noted  but  there 
was  no  evidence  of  inflammatory  reaction. 
In  two  of  the  newborn  patients  the  diag- 

15  Autopsied  E . F.  E . Patients 

• ■Gross  with  Micro  Ox 
0«Mlcro  Dx  ^ ^ 

t 


It  l 

r ' r 1 1 r 

I 2 3 4 5 

Age  (years) 

Fig.  4.  Autopsy  findings  in  15  patients  with  endo- 
cardial fibroelastosis  (E.  F.  E.).  The  shaded  line 
represents  the  limits  of  normal  heart  weight.  “N.  K.” 
indicates  weight  “not  known”.  Sex  is  indicated  by 
the  usual  symbols.  The  two  patients  indicated  by 
open  circles  had  their  diagnosis  confirmed  by  micro- 
scopic examination  only  and  were  felt  to  have  the 
contracted  type  of  the  disease. 

nosis  was  evident  only  by  microscopic 
evaluation,  but  both  of  these  had  marked- 
ly hypertrophied  right  ventricles  with 
small  left  ventricles,  and  could  be  con- 
sidered examples  of  the  contracted  type  of 
endocardial  fibroelastosis. 

There  were  7 males  and  8 females 
among  the  autopsied  patients,  whereas 
for  the  group  as  a whole  there  were  20 
males  and  15  females.  This  is  the  con- 
verse of  the  experience  reported  from 
Toronto  and  Rochester,5  indicating  that 
Gasul,  Arcilla  and  Lev0  were  probably 


225  - 
200  - 


-I 

l 
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right  when  they  stated  that  endocardial 
fibroelastosis  did  not  have  any  definite 
sex  predominance. 

Comment: 

From  the  fact  that  two  major  centers 
of  pediatric  cardiology  accumulated  only 
78  cases  of  endocardial  fibroelastosis  in  an 
earlier  8-year  period,5  it  is  felt  that  the  35 
cases  found  at  the  Medical  College  of 
South  Carolina  constitutes  a significant 
series.  However,  there  is  data  to  suggest 
that  many  more  cases  of  endocardial  fibro- 
elastosis exist  in  South  Carolina.  From  the 
1966  study  of  Mitchell  and  coworkers,7 
an  incidence  of  1 case  per  5 or  6 thousand 
births  was  found.  Utilizing  this  informa- 
tion, and  the  fact  that  about  50  thousand 
babies  are  born  in  South  Carolina  each 
year,  there  should  have  been  about  80  pa- 
tients with  endocardial  fibroelastosis  born 
during  the  current  8-year  study  period. 
Thus,  it  is  likely  that  less  than  half  of 
such  cases  come  to  Charleston. 

About  two-thirds  of  the  patients  in  the 
current  series  were  Negroes  (24/35),  as 
were  9 of  the  15  who  died.  Negroes  usual- 
ly comprise  about  55  per  cent  of  the 
Medical  College  of  South  Carolina  pedia- 
tric hospital  admissions  and  35  per  cent 
of  the  heart  clinic  population.  Thus,  the 
percentage  of  Negro  endocardial  fibro- 
elastosis patients  is  disproportionate  to 
the  usual  distribution  of  patients  by  race. 
The  three  patients  who  died  in  the  first 
month  of  life  were  white,  whereas  all  8 
who  had  documented  onset  of  their  symp- 
toms when  2 years  of  age  or  older,  were 
Negroes.  Clinical  data  from  the  7 who  had 
available  records  are  recorded  in  Table  V. 
This  late  onset,  association  with  edema 
in  4 patients,  in  2 of  whom  it  was  the  only 
complaint,  and  long  course  (6  of  the  7 are 
still  alive),  is  in  keeping  with  the  report 
of  McLoughlin,  Schiebler  and  Krovetz,* 
who  had  6 Negro  patients  whose  symp- 
toms began  at  age  2 years  or  over  in  their 
group  of  30  patients  with  endocardial 
fibroelastosis.  The  6 were  alive  at  the  time 
of  the  1966  publication.  These  authors  felt 
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Table  V. 


Features  of  Endocardial  Fibroelastosis  in  the  7 Patients  with 
Available  Data  Who  had  Late  Onset  of  the  Disease. 


Age 

at  onset 
vyears) 

Race 

Presenting 

Complaint 

Electrocardiogram 

Cardio  thoracic 
ratio  (per  cent) 
by  x-ray 

Clinical  Course 

2 

Negro 

dyspnea 

T changes 

“large” 

alive  at  6% 

years 

2 

Negro 

edema 

edema 

T changes 

79 

alive  at  3 

years 

2 '4 

Negro 

dyspnea 

T changes 

63 

alive  at  3Vfe 

years 

2M> 

Negro 

edema 

LVH 

50 

alive  at  8 

years 

21/*. 

Negro 

oliguria 

dyspnea 

LVH 

67 

alive  at  5M> 

years 

3% 

Negro 

dyspnea 

T changes 

79 

alive  at  7 

years 

3% 

Negro 

edema 

dyspnea 

T changes 

65 

died  at  4 

years 

T changes 

= abnormal  T 

waves  in  V1 

and/or  V6;  LVH  = left  ventricular  hypertrophy. 

that  their  Negro  patients  definitely  had 
endocardial  fibroelastosis  and  did  not  have 
a disease  similar  to  the  cryptogenic  dis- 
ease found  in  African  adults  because  of 
the  favorable  course,  the  lack  of  embolic 
phenomena  and  the  pathologic  material 
available.  It  resembled  the  anticipated 
findings  of  endocardial  fibroelastosis, 
rather  than  that  reported  by  Stein  and  As- 
sociates8 for  African  children  with  cardio- 
myopathy. Nevertheless,  from  as  yet  un- 
documented observations  at  the  Medical 
College  Hospital  of  South  Carolina,  and 
the  study  of  Phillips  and  Burch,9  it  is  sug- 
gested that  endomyocardial  diseases  are 
more  common  in  the  American  Negro  and 
thus  perhaps  some  relationship  exists  be- 
tween endocardial  fibroelastosis  in  the 
American  Negro  child  and  endomyocardial 
fibrosis  in  the  adult. 

In  contrast  to  a previous  report,5  there 
was  no  relationship  of  maternal  age  to  en- 
docardial fibroelastosis  in  the  Charleston 
series.  10  patients  of  the  26  with  available 
data  were  born  to  mothers  who  were  in 
the  third  decade  of  life.  The  rest  were  dis- 
tributed equally  above  and  below  this  age 
group. 

No  data  were  available  concerning  pos- 
sible maternal  viral  infections  during  the 
pregnancy  with  the  patients  under  con- 
sideration in  this  report.  The  relationship 


of  endocardial  fibroelastosis  to  intra- 
uterine infection  has  long  been  a subject 
of  speculation.  Fruhling  in  196210  sug- 
gested the  coxsackie  virus  group  as  etio- 
logic  agents  and,  more  recently,  the 
mumps  virus  has  come  under  scrutiny.11 
The  data  presented  by  Mitchell  and  asso- 
ciates7 in  their  analysis  of  40,000  live  in- 
fants in  the  Collaborative  Study  of  Cere- 
bral Palsy,  seem  to  make  this  an  unlikely 
avenue  of  etiologic  explanation  for  endo- 
cardial fibroelastosis.  With  thorough  pro- 
spective virologic  investigation,  utilizing 
complement  fixation  techniques  for  28 
viruses,  including  coxsackie  and  mumps, 
these  workers  could  not  implicate  any 
virus  in  their  7 known  cases. 

Exploring  the  family  histories  of  the 
South  Carolina  series,  only  2 patients  were 
found  to  have  relatives  with  heart  defects. 
However,  one  of  these  is  of  interest.  This 
patient  was  one  of  the  3 newborns  who 
was  thought  to  have  the  contracted  form 
of  endocardial  fibroelastosis.  He  died  at 
age  3 weeks.  A brother  was  catheterized 
at  age  3 months  because  of  refractory 
heart  failure  and  found  to  have  a ventri- 
cular septal  defect  with  a pulmonary  to 
systemic  flow7  ratio  of  2 to  1.  In  addition, 
he  had  a gradient  of  40  mm  Hg  across  the 
pulmonary  valve.  A slow  dowmhill  course 
followed  the  catheterization  and  he  died 
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in  another  hospital  at  age  5 months.  Au- 
topsy showed  a very  much  hypertrophied 
right  ventricle  and  a deformed  stenotic 
pulmonary  valve  with  markedly  thickened 
valve  cusps.  No  ventricular  septal  defect 
could  be  demonstrated  nor  was  there  evi- 
dence of  endocardial  fibroelastosis.  The 
relationship  of  the  cardiac  disease  in  these 
siblings  remains  obscure,  but  there  may  be 
some  genetic  defect  in  the  family,  for  3 
other  siblings  are  retarded. 

Having  found  in  South  Carolina  reser- 
voir of  endomyocardiopathies,  particularly 
endocardial  fibroelastosis,  we  are  in  the 
process  of  setting  up  a prospective  study 
of  such  cases.  It  is  planned  to  follow  the 
natural  course  of  these  patients  with  serial 
hemodynamic  evaluation  to  determine 
whether  or  not  their  disease  actually  dif- 
fers from  the  classic  reports  in  the  litera- 
ture. 

Summary: 

While  endocardial  fibroelastosis  is  one 


of  the  most  common  of  the  endomyocardial 
diseases  found  in  infancy  and  childhood, 
it  has  been  seen  less  frequently  in  certain 
areas.  However,  in  South  Carolina  this 
disease  remains  a major  pediatric  cardiac 
problem.  Endocardial  fibroelastosis  was 
found  to  comprise  almost  10  per  cent  of  the 
infants  and  children  who  died  with  heart 
disease  between  1960  and  1967  at  the 
Medical  College  of  South  Carolina.  In  all, 
35  cases  were  diagnosed  as  having  this  dis- 
order during  this  time  period.  Most  had 
typical  features  of  dyspnea,  indicating 
congestive  failure  early  in  life,  with  silent 
cardiomegaly,  particularly  of  the  left  ven- 
tricle. However,  8 patients,  all  Negroes, 
developed  signs  of  endocardial  fibroelas- 
tosis at  or  past  the  age  of  2 years.  Some 
of  these  patients  had  unusual  clinical  fea- 
tures. More  study,  especially  with  serial 
hemodynamic  investions,  is  indicated  to 
determine  whether  or  not  the  disease  in 
the  Negro  is  a distinct  entity  or  simply 
a variant. 
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FURTHER  EXPERIENCE  WITH 


CORONARY  ARTERIOGRAPHY 

GRADY  H.  HENDRIX,  M.D. 


A recent  report  in  this  journal  described 
our  initial  experience  with  coronary  ar- 
teriography at  the  Medical  College  of 
South  Carolina  and  the  Veterans  Admin- 
istration Hospital,  Charleston,  South  Caro- 
lina, and  the  indications,  findings,  and  dis- 
position of  the  first  32  patients  who  un- 
derwent this  procedure.’  The  following  in- 
dicates our  experience  on  90  patients 
undergoing  coronary  arteriography  prior 
to  April  1,  1968. 

Indications 

The  indications  in  this  group  are  illus- 
trated in  Table  I.  Forty-one  patients  were 
subjected  to  this  procedure  for  diagnostic 
purposes,  35  were  felt  to  be  potential  can- 
didates for  coronary  surgery,  and  14  were 
patients  with  aortic  valve  disease. 

Findings 

The  group  of  patients  with  disabling 
chest  pain  without  other  evidence  of  heart 
disease,  with  normal  resting  electrocar- 
diograms, negative  double  Master  Test, 
and  negative  exercise  treadmill  testing 
had  normal  coronary  arteriograms.  It  was 
felt  that  in  this  group  of  patients,  clin- 
ical coronary  artery  disease  could  be  ex- 
cluded as  the  cause  of  their  chest  pain. 

The  three  patients  with  disability  as 
shown  by  electrocardiograms  without 
other  evidence  of  heart  disease  had  nor- 
mal coronary  arteriograms.  These  electro- 
cardiographic abnormalities  consisted  of 
one  case  each  of  right  bundle  branch  block, 
non-specific  ST-T  changes,  and  premature 
ventricular  beats.  All  three  of  these  pa- 
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tients  had  been  denied  employment  be- 
cause of  the  electrocardiogram. 

The  seven  patients  who  had  cardio- 
megaly  and  congestive  heart  failure  were 
Negro  males  between  the  ages  of  35  to  45 
years  without  hypertension,  angina,  in- 
farctions, or  valvular  heart  disease.  Six  of 
these  patients  had  normal  coronary  arter- 
iograms, whereas  one  had  90%  obstruc- 
tion in  the  middle  one  third  of  the  right 

Table  f 

Indications  for  Coronary  Arteriography  on  90  Patients 
Medical  College  of  S.  ('.  and  VA  Hospital 


1.  Diagnostic 

A.  Disabling  chest  pain  without  other 

evidence  of  heart  disease  25 

B.  Abnormal  “disabling”  electrocardio- 
grams without  other  evidence  of 

heart  disease  3 

<1)  Right  bundle  branch  block  1 

(21  Non-specific  ST-T  changes  1 

<3)  Premature  ventricular  beats  1 

C.  Heart  disease  not  suggestive  of  coronary 

artery  disease  13 

< 1 ) Cardiomegaly  and  congestive 

heart  failure  7 

<2)  “Idiopathic”  atrial  fibrillation  4 

>3)  Paroxysmal  atrial  tachycardia  2 

II.  Evaluation  for  coronary  surgery  35 

III.  Evaluation  of  coronary  arteries  in  patients 

with  aortic  valve  disease  14 


coronary  artery  with  normal  coronary 
arteries  otherwise.  The  four  patients  with 
idiopathic  atrial  fibrillation  were  between 
the  ages  of  35  to  48  years  and  were  white 
males.  There  was  no  evidence  of  heart  dis- 
ease other  than  atrial  fibrillation.  Two  of 
these  patients  were  alcoholics  and  had 
normal  coronary  arteriograms.  The  other 
two  had  significant  coronary  artery  dis- 
ease and  neither  drank  to  any  degree.  Pos- 
sibly, these  patients  with  normal  coronary 
arteriograms  and  heavy  ingestion  of  al- 
cohol may  have  atrial  fibrillation  on  the 
basis  of  alcoholic  effects  upon  the  myo- 
cardium. Two  patients  were  studied  be- 
cause of  episodes  of  paroxysmal  atrial 
tachycardia.  One  was  a 35  year  old  vet- 
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eran  who  had  vague  chest  pain  and  a nor- 
mal coronary  arteriogram.  The  second  was 
a 39  year  old  man  who  had  had  episodes  of 
paroxysmal  atrial  tachycardia  since  age 
16  but  for  the  past  two  years  experienced 
substernal  burning  pain  with  the  tachy- 
cardia. Coronary  arteriograms  showed 
90%  obstruction  of  the  marginal  branch 
of  the  circumflex  coronary  artery.  His 
exercise  electrocardiogram  was  normal 
but  electrocardiograms  during  an  episode 
of  atrial  tachycardia  showed  ischemic 
ST-T  changes. 

The  35  patients  in  the  group  who  were 
felt  to  be  potential  surgical  candidates 
had  chest  pain  typical  of  or  very  sugges- 
tive of  angina  with  diagnostic  resting  or 
exercise  electrocardiograms.  No  patients 
were  in  clinical  heart  failure.  All  35  pa- 
tients had  coronary  arteriograms  showing 
at  least  50%  obstruction  in  at  least  one 
major  vessel. 

Coronary  arteriography  continues  to  be 
a valuable  aid,  and  is  essential  in  the  eval- 
uation of  patients  with  aortic  valve  disease 
who  are  potential  surgical  candidates  for 
their  valvular  disease.  Fourteen  patients 
have  now  been  studied  in  this  group. 

Disposition 

The  disposition  of  those  patients  with- 
out coronary  artery  disease  does  not  re- 
quire any  significant  discussion.  The  pa- 
tients who  underwent  coronary  arterio- 
graphy due  to  heart  disease  not  suggestive 
of  coronary  artery  disease  and  patients 
with  aortic  valve  disease  were  treated  in- 
dividually, and  the  information  gained  by 
arteriography  was  helpful  in  the  care  of 
these  patients  and  in  making  surgical  de- 
cisions where  needed. 

Nine  patients  have  had  left  internal 
mammary  pedicle  implants  without  mor- 
tality or  significant  morbidity.*  Nine  are 
felt  to  be  potential  surgical  candidates  but 
have  improved  on  a more  adequate  medi- 
cal program  and  are  being  followed  for 
the  present.  Fourteen  patients  were  felt 
to  have  extensive  “three  vessel”  disease 


Table  II 

Coronary  Disease  Evaluation 

I.  History  and  physical 

II.  CBC,  urinalysis,  FBS  and  2 hour  PC  blood 
sugar  or  glucose  tolerance  test,  BUN,  uric 
acid,  cholesterol 

III.  PA  and  lateral  chest  films 

IV.  Electrocardiogram 

A.  Resting 

B.  Double  Master  Test 

C.  Maximal  stress  on  treadmill 

V Coronary  arteriography  and  left  heart  cathe- 
terization 

A.  Visualize  coronary  arteries 

B.  Measure  left  ventricular  end  diastolic  pres- 
sure 

C.  Left  ventriculogram 

and  surgery  was  not  done.  Three  of  this 
group  have  subsequently  succumbed  to 
acute  infarctions.  One  patient  was  felt  to 
have  such  severe  basilar  artery  insuffi- 
ciency that  he  was  not  a surgical  candi- 
date. One  patient  refused  surgery  and  one 
was  found  to  have  suffered  an  acute  in- 
farction two  months  prior  to  study;  we 
do  not  feel  that  surgery  should  be  per- 
formed until  at  least  six  months  after  myo- 
cardial infarction.  This  allows  the  patient 
to  gain  all  benefit  from  natural  collaterals 
and  also  reduces  the  operative  risks  in- 
volved. 

The  first  significant  complication  from 
coronary  arteriography  has  occurred  in  a 
39  year  old  man  who  had  90%  obstruction 
of  the  anterior  descending  branch  of  the 
left  coronary  artery  and  suffered  an  acute 
anteroseptal  myocardial  infarction  during 
the  procedure,  from  which  he  convalesced 
uneventfully. 

Discussion 

Our  approach  to  the  evaluation  of  pa- 
tients who  have  coronary  artery  disease 
or  are  suspected  of  having  such  is  out- 
lined in  Table  II.  We  feel  that  this  repre- 
sents a rational  approach  to  such  indi- 
viduals. The  mortality  factor  in  coronary 
arteriography  continues  to  be  about  1 per 


*Surgery  performed  by  Dr.  R.  R.  Bradham,  As- 
sociate Clinical  Professor  of  Surgery,  Medical  Col- 
lege of  South  Carolina,  and  Consultant  in  Thoracic 
Surgery,  VA  Hospital,  Charleston,  South  Carolina, 
and  Dr.  Dallas  Dalton,  Assistant  Professor  of  Sur- 
gery, Medical  College  of  South  Carolina,  and  Chief, 
Thoracic  Surge. y Section,  VA  Hospital,  Charleston, 
South  Carolina. 
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1000  in  large  series,  and  coronary  arter- 
iography and  left  heart  catheterization  is 
performed  only  after  the  other  studies 
have  been  done  and  when  it  is  felt  it  will 
contribute  significantly  to  the  diagnostic 
or  therapeutic  aspects  of  the  patient’s 
care.1 2'3 

An  adequately  performed  exercise  elec- 
trocardiogram continues  to  be  most  help- 
ful as  an  index  of  the  presence  of  coronary 
disease.  The  degree  of  coronary  artery  dis- 
ease that  can  exist  in  spite  of  the  patient 
having  a normal  resting  electrocard- 
iogram continues  to  be  quite  striking. 
However,  the  exercise  test  is  almost  uni- 
versally positive  if  performed  maximally 
in  these  individuals.  We  have  seen  eight 
patients  with  total  obstruction  of  the  right 
coronary  artery  with  normal  resting  elec- 
trocardiograms. 

Table  III  summarizes  a number  of  fac- 
tors, comparing  patients  with  coronary 
artery  disease  to  patients  without  coro- 
nary artery  disease  in  this  group  of  90 
patients.  There  continues  to  be  a rather 
striking  difference  as  regards  family  his- 
tory, uric  acid,  and  serum  cholesterol.  The 
hematocrit  is  slightly  higher  in  those  pa- 


Table  III 

Comparison  of  group  with  normal  coronary  arterio- 
grams with  group  with  definite  coronary  artery 
disease  arteriographically. 

Coronary 

Normal  (48)  Disease  (42) 


Average  age  and  range  41  (29-57)  47  (36-57) 

Race— per  cent  white  65%  98% 

Family  history  of  20%  50% 

coronary  disease 

Smoke  cigarettes  64%  71% 

Consume  alcohol  52%  31% 

Hematocrit  reading  43  mm  45  mm 

Diabetes  6%  14% 


Average  FES  91  mg/100  ml  93  mg/100  ml 

Average  uric  acid  5.7  mg/100  ml  6.3  mg/100  ml 

Average  BUN  14  mg/100  ml  17  mg/100  ml 

Average  cholesterol  209  mg/100  ml  253  mg/100  ml 

tients  with  coronary  artery  disease. 

Summary 

Further  experience  with  coronary  ar- 
teriography leads  us  to  believe  that  it  is 
helpful  diagnostically  and  prognostically 
in  the  evaluation  of  patients  with  or  sus- 
pected of  having  coronary  artery  disease. 
Experience  at  our  institution  with  myo- 
cardial revascularization  procedures  is 
limited,  but  continues  to  grow;  and  we 
feel  that  it  potentially  offers  hope  for  the 
relief  of  ischemic  pain  in  carefully  selected 
patients.  We  feel  that  our  experience  to 
date  justifies  our  continuing  emphasis  on 
this  aspect  of  heart  disease  in  the  future. 
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The  care  of  the  chronic  alcoholic  in 
South  Carolina  underwent  a revolutionary 
change  some  five  years  ago  in  the  con- 
struction and  staffing  of  Palmetto  Center 
on  the  outskirts  of  Florence.  The  opera- 
tion of  this  treatment  center  is  unfamiliar 
to  the  majority  of  physicians  of  this  state. 
For  this  reason,  it  is  thought  appropriate 
to  describe  its  workings  in  some  detail 
from  the  standpoint  of  one  who  has  had 
experience  with  the  old  methods  of  treat- 
ment and  who  has  become  familiar  re- 
cently with  the  procedures  which  are  be- 
ing employed  in  this  relatively  new  facil- 
ity. 

No  attempt  is  made  at  Palmetto  Center 
to  treat  the  acute  phases  of  chronic  al- 
coholism. Although  requirements  for  ad- 
mission include  a provision  for  sobriety, 
there  is  no  manner  in  which  this  can  be 
strictly  enforced.  Consequently  it  is  in- 
evitable that  the  occasion  should  arise 
frequently  when  recently  admitted  pa- 
tients require  some  medication  to  control 
the  anxiety  and  tension  incidental  to  with- 
drawal.  However,  should  these  symptoms 
reach  a critical  stage  suggesting  the  im- 
minence of  delirium  tremens  or  other  ma- 
jor crisis  the  patient  is  immediately  trans- 
ferred to  one  of  the  general  hospitals  in 
Florence,  all  of  which  permit  admission  on 
a diagnosis  of  acute  alcoholism.  Medica- 
tion for  control  of  withdrawal  manifesta- 
tions plays  a very  minor  role  at  Palmetto 
Center.  Since  all  patients  are  addiction 
prone,  the  staff  uses  sedatives  and  tran- 
quilizers with  extreme  caution  and  insists 
on  their  discontinuance  at  the  earliest  pos- 
sible moment. 

Group  therapy,  skillfully  supervised  by 
individuals  trained  in  the  field  of  psy- 
chology, is  the  keynote  of  treatment.  Each 


WALTER  R.  MEAD 
Florence,  S.  C. 

patient,  without  exception,  is  exposed  to 
this  type  of  therapy  which  has  several 
goals — 1)  to  enable  the  patient  to  estab- 
lish an  intimate  relationship  with  others 
who  have  the  same  disease,  thus  breaking 
through  the  barrier  of  loneliness  behind 
which  he  has  grown  self-centered;  2)  to 
provide  a mental  laxative  whereby  he  may 
vocalize  the  various  problems  he  has  been 
suppressing  thereby  creating  feelings  of 
guilt,  remorse  and  hostility;  3)  to  re- 
establish the  patient’s  self  esteem  by 
enabling  him  to  help  others  in  troubles 
similar  to  his  own;  and  4)  to  work  out 
a program  whereby  he  can  plot  a course 
leading  to  economic  stability  on  leaving 
the  rehabilitation  center. 

To  anyone  unfamiliar  with  the  tech- 
niques of  group  therapy,  the  opportunity 
to  sit  in  on  one  of  these  sessions  would  be 
a unique  and  revealing  experience.  On  an 
average,  groups  consist  of  some  eight  to 
ten  individuals  who  meet  daily  except 
Saturdays  and  Sundays.  Each  therapy  ses- 
sion covers  a period  of  at  least  one  hour. 
During  this  time  each  patient  has  the  op- 
portunity to  ventilate  his  problems  and 
listen  to  the  response  they  elicit  from  the 
other  members  of  the  group.  This  ex- 
change of  experiences  and  ideas  is  cloaked 
in  complete  confidentiality,  each  group 
member  being  initiated  at  the  outset  with 
the  solemn  necessity  of  avoiding  com- 
ment outside  the  group.  Without  this  as- 
surance that  his  problems  will  never  be 
known  to  others  than  his  own  group  mem- 
bers, patients  would  be  unwilling  to  elabo- 
rate, as  they  do,  on  the  various  features 
of  the  problems  which  ended  up  in  their 
uncontrolled  dependence  on  alcohol  in 
some  form.  These  features  cover  every 
aspect  of  everyday  living — domestic  prob- 
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lems,  marital  difficulties,  economic  pres- 
sures, business  worries  and  a host  of 
others. 

On  an  initial  interview  each  patient  is 
questioned  in  considerable  detail  about 
his  previous  medical  history,  his  marital 
history,  his  family  history  as  it  pertains 
to  early  influences  that  may  have  develop- 
ed into  major  psychological  problems  in 
later  life.  In  addition,  the  story  of  his 
early  experiences  with  alcohol  is  brought 
out  and  recorded  together  with  the  de- 
velopment pattern  of  chronic  alcoholism 
whether  it  be  of  the  spree  variety  or  the 
plateau  type.  In  most  cases  the  incidents 
and  consequences  of  his  alcoholic  career 
have  left  deep  scars  in  the  patient’s  sub- 
conscious which  are  only  remedied  or 
erased  by  ventilation.  His  companions  in 
his  group  help  to  bring  these  incidents 
and  worries  to  the  surface  by  repeated 
questioning.  The  pathological  psychologi- 
cal picture  which  gradually  evolves  during 
these  group  sessions  reveals  such  varie- 
ties of  psychic  pain  as  innate  hostility, 
feelings  of  inferiority,  grief,  loneliness, 
guilt  and  others  which  he  can  only  anes- 
thetize with  alcohol.  While  it  is  the  func- 
tion of  the  therapist  to  recognize  these 
abnormalities  of  personality,  no  amount 
of  personal  interviewing  can  elicit  the 
telltale  symptoms  which  appear  during 
the  interchange  of  questions  and  answers 
in  the  course  of  the  group  session.  And  no 
advice  proceeding  from  the  therapist  is 
nearly  as  effective  as  that  which  the  group 
offers  as  coming  from  a source  exactly  on 
the  same  level  as  the  patient.  Group 
therapy,  however,  is  not  the  only  oppor- 
tunity for  patients  to  ventilate  their  in- 
nermost feelings.  This  is  done  repeatedly 
throughout  the  day  when  newly  made 
friends  confide  in  one  another  in  small 
gatherings  outside  the  more  formal  group 
sessions.  Similarly  such  exchanges  take 
place  within  the  confines  of  the  dormitory 
rooms  which,  after  the  first  few  days,  are 
always  occupied  by  at  least  two  patients. 

Exposure  to  this  type  of  environment 


elicits  a change  in  the  patient’s  person- 
ality which  is  noticeable  to  the  staff  and 
patients  within  the  first  forty-eight 
hours.  Some  are  initially  bewildered  on 
learning  that  there  are  others  besides 
themselves  who  are  interested  in  their 
future  and  stand  ready  to  lend  a helping 
hand.  This  bewilderment  is  quickly  dis- 
pelled in  initiation  into  a beginners  group 
before  ultimate  assignment  to  the  group 
in  which  the  patient  will  participate 
throughout  his  stay  at  the  Center.  The 
role  of  the  therapist  is  to  encourage  total 
ventilation  of  the  psychic  problems  of 
each  group  member.  At  the  same  time  he 
must  skillfully  divert  the  conversation 
away  from  the  so-called  drunkelogue  or 
recital  of  the  various  forms  of  abnormal 
behavior  of  which  the  patient  has  been 
guilty  while  drunk.  A clerical  background 
for  the  therapist  has  been  found  especially 
valuable  for  the  staff  at  the  Center.  Most 
ministers  during  their  seminary  years 
have  had  specific  training  at  mental  insti- 
tutions in  the  essentials  of  counseling  from 
the  psychological  angle. 

To  the  uninitiated  the  detailed  recital 
of  the  innermost  thoughts  of  a troubled 
mind  may  seem  too  uninhibited  and  amaz- 
ingly intimate,  but  they  almost  always 
excite  a response  from  some  other  member 
of  the  group  who  has  had  similar  thoughts 
but  has  kept  them  suppressed.  From  such 
interchange  of  confidences  often  develops 
a plan  of  approach  which  might  otherwise 
have  been  overlooked. 

Group  therapy,  while  occupying  a cen- 
tral spot  in  the  routine  at  Palmetto  Cen- 
ter, is  but  one  of  the  facets  of  treatment 
there.  Among  other  approaches  should  be 
mentioned  workshop,  recreation,  staff  con- 
ferences and  religious  discussion.  Each 
group  spends  at  least  three  periods  every 
week  in  the  workshop  where  there  is  a 
choice  of  many  forms  of  handiwork  among 
which  the  individual  patient  chooses  one 
which  appeals  to  him.  Here  under  trained 
supervision  the  patient  may  engage  in 
leather  work,  ceramics,  wood  work,  copper 
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tooling-,  metal  etching,  sewing,  knitting, 
glass  etching  or  work  with  ceramic  tile. 
Workshop  experience  enables  the  staff  to 
relate  to  patients  in  a somewhat  more 
relaxed  atmosphere  and  by  vocational  test- 
ing to  bring  to  light  those  abilities  which 
can  be  used  as  a guide  to  subsequent  gain- 
ful employment. 

The  recreation  program  at  Palmetto 
Center  is  a very  essential  feature,  permit- 
ting, as  it  does,  a close  relationship  be- 
tween patients  on  a friendly  competitive 
basis.  Such  vigorous  sports  as  volley  ball, 
table  tennis,  soft  ball  and  badminton  are 
provided  and  made  available  to  all  who 
have  spare  time. 

Space  for  these  sports  is  somewhat 
limited  but  plans  are  on  foot  for  major 
extension  in  these  exercises.  Shuffleboard 
has  been  a mainstay  in  recreation  since 
the  Center  was  first  built  with  covered 
walkways.  It  is  even  hoped  that  a small 
area  of  the  campus  may  be  utilized  as  a 
golf  chipping  and  putting  green.  Card 
games  and  Bingo  fill  up  any  blank  spaces 
in  the  day  or  evening  activities,  while 
television  is  an  everpresent  source  of  en- 
tertainment for  those  not  engaged  in 
group  therapy  or  workshop.  Recreation  is 
under  the  direction  of  a man  trained  in  the 
field  of  such  sports  as  can  be  promoted 
under  institutional  limitations.  Unimpor- 
tant as  it  may  seem,  a simple  victory  in  a 
competitive  sport  affords  a real  boost  to 
a patient’s  ego  which  means  a lot  in  re- 
establishing self  confidence. 

An  additional  and  extremely  valuable 
feature  of  the  therapy  at  the  Center  is  the 
use  of  audiovisual  aids  of  all  descriptions. 
Movies  detailing  the  various  steps  in  the 
development  of  alcoholic  addiction  are 
shown  frequently  as  a preliminary  to  some 
group  discussions  where  the  patients  pick 
out  the  various  steps  depicted  and  apply 
them  to  their  own  problem.  A library  of 
some  fifteen  sound  films  is  continually 
updated. 

Many  alcoholic  rehabilitation  centers 
focus  on  an  emotional  religious  experience 


as  the  turning  point  toward  a successful 
outcome  of  treatment.  At  Palmetto  Center 
religion  is  an  essential  ingredient  but  not 
a compulsive  factor  in  rehabilitation.  Most 
patients  have  lost  touch  with  their  church 
affiliation  either  through  neglect  or  from 
the  feeling  of  being  an  outcast.  To  remedy 
this  situation  two  features  are  open  to  all 
patients  on  a voluntary  basis — morning 
devotionals  and  religious  discussion 
groups.  The  devotionals  are  conducted  by 
patients  who  are  chosen  at  the  weekly 
“community  meeting”  and  failure  to  at- 
tend each  morning  usually  marks  the  re- 
calcitrant as  a bit  out  of  step  with  the  pro- 
gram. For  his  absence  he  is  usually  gently 
reminded  by  other  members  of  his  group 
and  more  often  than  not  his  regular  at- 
tendance is  then  resumed.  The  religious 
discussion  groups  are  held  twice  each  week 
under  the  guidance  of  the  chaplain.  Here 
the  doubts  and  questions  which  many  pa- 
tients develope  regarding  the  role  of  re- 
ligion in  their  reformation  are  discussed 
in  a low-key  atmosphere  leading  to  a 
reasonable  solution  of  their  problems 
without  undue  emotional  stress.  It  is  often 
amazing  to  hear  patients  in  these  groups 
discuss  abstruse  metaphysical  theories 
with  a depth  of  understanding  wholly  at 
variance  with  their  educational  back- 
ground. 

Staff  conferences  are  held  at  frequent 
intervals  at  which  every  patient  sooner 
or  later  is  evaluated  in  the  light  of  stand- 
ard psychological  tests  to  which  he  has 
been  subjected.  When  these  conferences 
reveal  indisputable  evidence  of  organic 
disease,  either  mental  or  physical,  for 
which  the  Center  is  unable  to  provide  ade- 
quate treatment  the  patient  is  dismissed 
in  the  care  of  some  agency  equipped  to 
handle  the  situation.  Psychiatric  evalua- 
tion of  each  patient  is  a sine  qua  non  of 
his  or  her  continued  stay  at  the  Center. 
For  this  purpose  the  Center  is  able  to 
command  the  services  of  two  psychiatrists 
who  sit  in  with  the  resident  staff  at  these 
biweekly  staff  conferences.  No  patient  is 
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dismissed  arbitrarily  except  for  gross 
breach  of  rules,  such  as  procuring  liquor 
surreptitiously  or  unseemly  conduct.  The 
discharge  of  each  patient  is  a matter  of 
concern  to  the  whole  staff  and  to  members 
of  his  therapy  group,  consequently  prepa- 
rations for  his  discharge  are  common 
knowledge  and  are  discussed  both  by  his 
group  and  at  the  general  staff  conference. 
When  there  is  unanimous  opinion  that  the 
patient  has  taken  full  advantage  of  the 
facilities  at  Palmetto  Center  or  has  shown 
inability  to  participate  actively  in  the 
program,  then  his  discharge  is  approved. 
But  his  discharge  from  the  Center  is  only 
one  step  in  the  continuation  of  therapy. 
While  he  is  an  inpatient  he  is  urged  to 
attend  the  weekly  meetings  of  Alcoholics 
Anonymous  which  are  held  every  Monday 
and  Thursday  night  and  are  conducted  by 
representatives  of  one  of  the  numerous 
A. A.  groups  scattered  over  the  state.  Thus 
he  is  indoctrinated  with  the  A. A.  philoso- 
phy in  the  hope  that  he  will  continue  his 
A. A.  affiliation  indefinitely  after  his  dis- 
charge. Or  through  Vocational  Rehabilita- 
tion counselors  throughout  the  state  to 
whom  the  Center  refers  him,  he  is  kept 
in  touch  with  and  urged  to  attend  group 
therapy  sessions  that  are  conducted  in 
numerous  population  centers  over  the 
state. 

However,  the  role  of  the  Vocational  Re- 
habilitation counselor  covers  a far  greater 
area  than  reminding  the  discharged  pa- 
tient of  the  facilities  available  for  con- 
tinuation of  the  type  of  psychotherapy 
enjoyed  at  Palmetto  Center.  By  frequent 
contact  with  the  counselor  job  opportuni- 
ties are  repeatedly  brought  to  his  atten- 
tion and  training  programs  suggested  to 
better  fit  him  for  some  gainful  occupation. 

The  follow-up  program  involving  the 
discharged  patient  has  many  angles  in 
most  of  which  the  Center  functions  in 
some  manner.  Often  it  is  a question  of 
where  the  patient  can  find  quarters  in 
which  to  live  since  many  patients  come 
from  broken  homes  and  many  have  no 


homes  at  all.  Half-way  houses,  or  as  they 
are  frequently  called,  Flynn  Homes,  of- 
fer a ready  solution  to  this  angle.  Unfor- 
tunately too  few  communities  in  South 
Carolina  have  seen  fit  to  undertake  the 
support  of  such  a place  where  the  recently 
discharged  patient  may  find  lodging  and 
board  at  a nominal  cost  while  interview- 
ing job  prospects  and  keeping  in  touch 
with  his  vocational  counselor  and  attend- 
ing A A.  meetings  or  out-patient  group 
therapy  sessions. 

One  unique  feature  of  the  life  at  Pal- 
metto Center  is  the  program  of  housekeep- 
ing and  general  institutional  maintenance 
in  which  each  patient  is  expected  to  con- 
tribute a share  in  keeping  with  his  or  her 
ability.  To  insure  fair  distribution  of  these 
necessary  and  sometimes  unpleasant  tasks 
a community  meeting  is  held  each  week 
at  which  chairmen  and  chairwomen  of 
the  various  work  categories  are  chosen, 
each  empowered  to  assign  specific  duties 
to  other  patients.  In  this  manner  one  pa- 
tient is  given  supervision  over  such 
kitchen  work  as  dishwashing  and  table 
preparation,  another  over  recreation  and 
so  on  through  devotionals,  gardening, 
room  cleaning,  clothes  washing  and  A. A. 
programming.  A trained  dietition  is  in 
charge  of  menu  preparation  and  cooking 
and  serving  meals.  Any  patient  who  re- 
fuses such  assignment  or  neglects  the 
tasks  in  his  or  her  category  is  promptly 
reprimanded  by  others  who  share  their 
work.  No  more  democratic  or  cooperative 
or  self  disciplined  group  can  be  imagined 
than  the  patient  group  at  Palmetto  Center. 

The  foregoing  may  leave  too  glamorous 
a picture  of  the  procedures  at  Palmetto 
Center.  Let  it  be  remembered  that  the  cur- 
rently held  opinion  that  chronic  alcoholism 
is  a distinct  disease  with  both  physical  and 
psychological  manifestations  is  a com- 
paratively recently  adopted  concept  and 
that  the  present  method  of  treatment  is 
probably  only  a faltering  step  toward  a 
more  specific  program  where  results  will 
be  more  predictable.  Palmetto  Center 
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makes  no  claim  to  having  all  the  answers 
to  this  great  problem  nor  proposes  to  pub- 
licize the  percentage  of  its  patients  who 
have  attained  a degree  of  sobriety  suf- 


ficient to  permit  their  reentry  into  normal 
society.  Suffice  it  to  say  that  while  there 
are  sometimes  failures,  there  are  also 
many  brilliant  successes. 


X-KAY  FILM  OF  THE  MONTH 


S.  E.  PTJCKETTE,  JR„  M.D. 
Medical  College  Hospital 
Charleston,  S.  C. 


The  PA  and  lateral  films  illustrated 
here  were  taken  on  a 38  hour  old  new- 
born shortly  after  an  attempt  at  an  in- 
ternal jugular  puncture.  On  aspiration, 
during  the  puncture,  air  filled  the  syringe. 
Although  the  breath  sounds  remained  the 
same,  puffiness  was  noted  on  the  right 
side  of  the  neck  and  crepitation  elicited. 

The  child  was  being  evaluated  for  jaun- 
dice which  was  eventually  determined  to 
be  secondary  to  ABO  incompatibility. 


This  is  a good  example  of  air  in  the 
mediastinum.  The  mass  in  the  upper  left 
lung  field  is  the  thymus,  which  has  been 
pushed  laterally  by  the  air-filled  medias- 
tinal tissues. 

Accumulations  of  air  in  the  medias- 
tinum may  occur  as  a complication  of  the 
hyaline  membrane  syndrome,  pneumonia, 
forced  resuscitation  with  positive  pres- 
sure apparatus,  spontaneously  or  from 
puncture  of  the  pulmonary  tissues,  as  in 
this  case.  In  the  former  situations,  vary- 
ing degrees  of  air  block  in  the  bronchial 


tree  may  cause  increased  pressure  within 
some  alveoli  with  subsequent  rupture  into 
the  interstitial  tissues  and  perivascular 
planes.  This  interstitial  air  then  may  track 
back  to  the  mediastinum  or  may  rupture 
into  the  pleural  space. 

The  diagnosis  of  pneumomediastinum 
is  not  difficult  on  a PA  film.  The  lobes 
of  the  thymus,  if  not  recognized  for  what 
they  are,  may  be  mistaken  for  areas  of 
pneumonia  or  atelectasis.  A lateral  view 
is  usually  the  most  satisfactory  projection 
for  definitely  establishing  the  presence  of 
a pneumomediastinum.  A high  degree  of 
lucency  in  the  anterior  and  superior  parts 
of  the  mediastinum  should  be  looked  for. 
Air  in  the  soft  tissues  of  the  neck  should 
always  alert  one  to  look  for  pneumome- 
diastinum. 

When  such  abnormal  accumulations  of 
air  are  small  and  are  associated  with 
minor  symptoms,  close  observation  is  all 
that  is  usually  required.  Large  volumes 
may  require  decompression  by  surgical 
means  as  a life  saving  measure.  This  par- 
ticular patient  was  simply  observed. 


378 


The  Journal  of  the  South  Carolina  Medical  Association 


President’s  Pages 


DIF)  YOU  KNOW? 


That  Title  XIX  is  projected  to  have  its  monies 
dispensed  in  South  Carolina  as  follows: 

40  % Hospitals 
35%  Nursing  Homes 
12%  Drug  Program 

13%  Physician  & Dental  fees,  Laboratory  fees, 
Home  Health  Services  fees 
In  South  Carolina  the  cost  of  Title  XIX  in  1968- 
1969  is  to  be  $16,000,000.  19.5%  or  $3,120,000  will  be 
state’s  share  and  80.5%  or  $12,880,000  will  be  Federal  share. 

The  cost  in  1969-1970  is  expected  to  be: 

Total  expenditures  $38,866,000 

State’s  share  19.5%  7,578,500 

Federal  share  80.5%  31,287,500 

This  cost  in  1969-1970  will  provide  medical  service  to  303,500  persons  in  families 
with  income  of  $2,000  or  less  per  annum. 

It  is  projected  that  by  1975  almost  half  of  the  people  in  South  Carolina  will  be  re- 
ceiving medical  aid  under  Title  XIX. 

According  to  the  report  of  the  liaison  committee  of  the  South  Carolina  Medical  As- 
sociation to  the  State  Department  of  Welfare  under  Title  XIX  the  following  benefits  will 
be  furnished: 

1.  Doctor’s  services,  in  or  out  of  the  hospital 

2.  Laboratory  and  x-ray  services 

3.  Inpatient  hospital  services  (The  S.  C.  Plan  provides  for  40  days  per  calendar 
year  in  the  hospital.) 

4.  Skilled  Nursing  Home  services.  (The  S.  C.  Plan  provides  for  100  days  care  per 
year.)  Services  in  institutions  for  tuberculosis  and  mental  diseases  are  not  cover- 
ed under  this  act.  They  are  under  another  category. 

5.  Outpatient  hospital  services 

6.  Drugs  in  accordance  with  an  adopted  formulary 

7.  Some  emergency  dental  care 

8.  Home  care  visits — 100  per  year  (will  largely  be  made  by  Health  Department 
nurses) . 

9.  Ambulance  if  needed  certified  by  physician 

10.  First  three  pints  of  blood  will  be  provided  if  they  cannot  be  replaced 

11.  Some  rental  of  medical  equipment  if  necessary 

As  this  is  being  written  the  drug  formulary  has  been  published.  This  formulary 
was  established  by  a committee  of  physicians  and  druggists,  and  it  lists  drugs  which 
would  be  life  saving  or  prevent  hospitalization.  It  is  expected  that  new  drugs  will  have 
to  be  added  to  this  list  from  time  to  time,  and  physicians  may  recommend  new  drugs  by 
writing  to  Dr.  Arthur  Rivers,  Director,  Department  of  Welfare,  P.  O.  Box  1520,  Colum- 
bia, S.  C.  29202. 
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In  any  new  program  there  are  always  problems  which  arise  and  have  to  be  worked 
out,  and  I feel  that  the  implementation  of  Title  XIX  in  South  Carolina  will  be  no  dif- 
ferent in  this  respect.  A state  medical  advisory  committee  has  been  appointed  by  the 
Governor  to  advise  the  Department  of  Public  Welfare  and  is  to  report  back  to  that 
agency  and  not  to  any  other  State  board  or  to  any  other  agency. 

Dr.  Arthur  Rivers,  State  Department  of  Public  Welfare,  has  agreed  to  appear  before 
any  medical  society,  on  request,  to  discuss  and  explain  the  Medicaid  or  Title  XIX  pro- 
gram in  South  Carolina. 

Dr.  Harriett  Pinner,  consultant  to  the  Department  of  Public  Welfare,  furnished  the 
figures  used  in  this  paper  relative  to  costs  and  numbers  of  people  involved  in  the  Title 
XIX  program.  Joel  Wyman,  M.D. 


QUIDNUNC 
In  Teaching 

“The  touch-of-mud  is  psychologically  sound.  It 
forms  the  essence  of  most  memory  improvement 
courses,  wherein  the  student  is  taught  to  associate 
the  object  or  event  to  be  remembered  with  some 
bizarre  and  unrelated  word  or  phrase.  It  is  the 
method  many  of  us  found  useful  in  memorizing  the 
carpal  bones— Never  Lower  Tillie’s  Pants,  Mother 
Might  Come  Home.  The  method  stands  condemned 
by  educators  because  it  de-emphasizes  reasoning  in 
favor  of  memorization.  But,  with  the  wisdom  of 
cornered  animals,  medical  students  cling  to  such 
devices.  They  know  the  faculty  rarely  examines  for 
ability  to  reason,  but  almost  always  for  retention 
of  facts.” 

J Kansas  Med  Soc  66:155 
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House  Calls 

Scarcely  a day  goes  by  that  someone 
does  not  bemoan  the  passing  of  the  doc- 
tor who  made  house  calls.  Perhaps  in  some 
areas  this  is  a justified  regret.  In  our 
state  there  are  no  doubt  a great  many  phy- 
sicians, particularly  specialists  in  various 
fields,  who  do  not  soil  their  feet  on  the 
doorsteps  of  their  patients.  However,  it 
has  been  our  impression  that  there  are 
still  a fairly  good  many  survivors  of  the 
old  school,  who  go  when  necessity  calls 
and  administer  to  patients  who  cannot 
readily  or  comfortably  come  to  their  of- 
fices. 

To  confirm  this  thought,  we  asked  the 
past  president  of  the  South  Carolina  Chap- 
ter of  the  American  Academy  of  General 
Practice  to  obtain  information  for  us  from 
the  400  members  of  the  organization.  We 
were  happy  to  know  that  40  per  cent  of 
the  members  replied  (this  is  an  usually 
good  return  from  questionnaires)  and 
everyone  replied  that  he  did  make  house 

I calls.  Perhaps  those  complaining  patients 
of  the  hinterland  might  find  it  worthwhile 
to  come  to  South  Carolina  for  their  medi- 
cal attention. 

Early  and  Formal  Instruction  in 
Sterile  Technic 

Modern  technology  has  make  possible  a 
consistently  high  standard  of  sterile 
technic  by  practically  eliminating  contami- 
nation from  material  and  environmental 
sources.  However,  this  has  not  been  gen- 
erally realized  because  of  a lack  of  corres- 
ponding improvement  in  the  area  of  ob- 
servance among  members  of  the  operating 
personnel.  While  there  are  contributing 
factors  to  this  lax  attitude,  such  as  re- 
liance upon  antibiotics  and  distraction  re- 
sulting from  the  exacting  demands  of  new 
frontiers,  the  problem  is  psychological  in 
nature  and  accordingly  related  to  methods 


of  instruction  and  indoctrination  both  as 
to  cause  and  effect.  Any  sound  solution 
must  come  through  education. 

Individual  or  small  group  instruction  of 
a technical  nature  in  preparation  for  the 
student  to  participate  in  an  operation  does 
not  constitute  an  adequate  basis  for  a 
broad  concept  of  the  subject.  There  should 
be  a formal  presentation  before  the  stu- 
dent enters  the  operating  room  either  as 
a participant  or  an  observer.  It  is  im- 
portant that  this  be  placed  early  in  the 
curriculum  because  some  students  work 
in  outlying  hospitals  during  vacation 
periods.  A poorly  prepared  student  is  a 
concern  to  an  observant  surgeon  and  a 
potential  liability  to  the  patient.  Further- 
more he  is  unable  to  discriminate,  and  in 
copying  his  seniors  he  perpetuates  any 
faults  they  may  possess. 

The  subject  should  be  presented  from  a 
broad  standpoint  emphasizing  the  dual 
purpose  of  protecting  the  patient  at  hand 
and  also  subsequent  ones  by  preventing 
cross  contamination  and  the  establishment 
of  reservoirs  of  pathogenic  microorgan- 
isms. Psychological  as  well  as  technical 
aspects  should  be  considered.  The  subject 
is  well  suited  for  audiovisual  presentation. 

Given  sound  instruction  and  indoctrina- 
tion the  student  is  likely  to  be  observant 
and  discriminating,  and  as  a physician  as- 
sume his  share  of  responsibility  in  main- 
taining a high  standard  of  sterile  technic. 

William  H.  Prioleau,  M.D. 


THE  RELICTS 

By  Robert  Quinn,  M.D. 
Sooner  the  day  than  we  had  thought 
The  house  will  sit  neat  and  straight, 

My  straitened  heart  will  pause,  distraught, 
Awed  by  its  ordered,  silent  state. 

Glass  and  brass  will  lonely  glisten, 

Free  of  careless  fingers  door  and  lock 
And  we  shall  have  time  at  last  to  listen 
To  the  vacant  vowels  of  the  clock. 
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120th  ANNUAL  SESSION 
HOUSE  OF  DELEGATES 

NORMAN  ().  EADDY,  M.D.,  Presiding 
ABBREVIATED  MINUTES  OF  THE 
MEETING  (Continued) 

May  14,  1968 


Ocean  Forest  Hotel 

Dr.  Cyril  B.  Rush:  Mr.  President,  at  the  present 
time  we  have  88  members  of  the  House  of  Delegates 
present. 

Dr.  John  D.  Gilland,  Chairman:  This  is  the  report 
of  the  Reference  Committee  on  Reports  of  Council 
and  Officers. 

This  reference  committee  met  and  considered  the 
following  reports: 

1.  President’s  Address— This  committee  recom- 
mends the  acceptance  of  the  report  of  the  President, 
Dr.  Norman  0.  Eaddy,  and  wishes  to  commend  and 
express  appreciation  on  behalf  of  the  South  Caro- 
lina Medical  Association  for  the  diligent  manner  in 
which  he  has  performed  his  duties.  His  sincere  frank- 
ness and  dedication  have  brought  honor  to  our  pro- 
fession and  our  state  and  have  been  an  inspiration  to 
those  who  may  follow  in  his  footsteps.  His  gentle 
persistence  has  been  a guiding  light  in  the  achieve- 
ments of  our  Association.  We  hope  he  will  continue 
to  serve  us. 

2.  President  Elect— This  committee  endorses  the 
report  of  President  Elect  Dr.  Joel  W.  Wyman.  We 
commend  his  attitude  toward  our  system  of  free 
enterprise  and  concur  with  him  in  our  becoming 
more  active  in  politics  so  as  to  try  to  preserve  the 
private  practice  of  medicine  as  we  know  it  today. 
We  recommend  that  this  House  of  Delegates  assure 
him  of  its  support  and  loyalty. 

3.  Executive  Secretary— This  committee  recom- 
mends the  acceptance  of  the  report  of  our  Execu- 
tive Secretary,  Mr.  M.  L.  Meadors,  and  commends 
him  for  his  continued  interest  and  service  rendered 
to  our  Association.  His  astute  attention  and  ready 
communication  to  both  sides  of  our  legal  prob- 
lems in  the  state  are  well  recognized.  We  are  es- 
pecially indebted  to  his  Newsletter  for  keeping  us 
abreast  of  current  affairs. 

4.  Secretary — This  committee  recommends  the  ac- 
ceptance of  the  report  of  Secretary,  Dr.  Ben  N.  Mil- 
ler, and  extend  our  appreciation  for  his  long  years 
of  service  and  dedication. 

5.  Treasurer— The  report  of  Treasurer,  Dr.  J. 
Howard  Stokes,  was  reviewed  with  interest  by  this 
committee,  and  acceptance  is  recommended.  His 
profitable  operation  is  duly  noted  in  this  trying  time 
of  rising  costs. 

6.  Editor  of  Journal— The  report  of  the  Editor  of 


Myrtle  Beach,  S.  C. 


Credentials  Tallied 


the  Journal,  Dr.  Joe  I.  Waring,  was  received  and 
we  commend  him  for  rejuvenating  our  Journal  dur- 
ing his  tenure.  We  urge  the  medical  talent  of  our 
State  to  present  their  knowledge  in  the  form  of 
papers  so  that  we  may  share  their  experiences 
through  his  publication. 

7.  Report  of  Council— This  committee  accepts  the 
report  of  Chairman  of  Council,  Dr.  William  L.  Per- 
ry, with  the  following  recommendations: 

( 1 ) We  recommend  that  the  House  of  Delegates  ac- 
cept their  suggestion  that  Myrtle  Beach  be  desig- 
nated as  our  convention  site  for  the  year  1969,  1970 
and  1971. 

We  so  move,  sir. 

The  above  motions  were  all  passed  in  proper 
order. 

(2)  We  take  cognizance  of  Council’s  approval  of 
the  South  Carolina  Regional  Medical  Program  for 
Heart  Disease,  Cancer  and  Stroke,  and  we  recom- 
mend that  Dr.  Charles  P.  Summerall,  III,  present 
this  plan  for  consideration  by  the  House  of  Delegates, 
or,  in  view  of  its  past  controversial  nature,  a com- 
mittee be  appointed  for  further  study. 

(This  motion  was  seconded  and  opened  for  dis- 
cussion) 

Dr.  Davis  Moise,  Sumter,  S.  C.:  This  program  is 
put  on  and  financed  by  the  Federal  Government 
in  all  states  of  the  United  States  and  whether  we 
participate  or  not  in  South  Carolina  the  program 
will  continue  to  go.  Dr.  Summerall  and  Dr.  McCord 
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of  the  Medical  College  have  done  a tremendous 
amount  of  work  to  make  this  program  in  South 
Carolina  the  best  program  that  it  can  possibly  be, 
and  realizing  the  funds  coming  from  the  Federal 
government  and  controlled  by  the  Federal  govern- 
ment are  not  what  we  would  have  ordered  if  we  had 
our  say  about  it.  They  have  done  a tremendous 
amount  of  work  on  this  and  they  have  done  a good 
job  and  have  programs  going  through  this  plan 
and  I think  it  would  undercut  them  if  we  did  not 
approve  the  work  they  have  done  in  this  program. 

I would  like  to  move  the  program  be  accepted 
and  that  Dr.  McCord  and  Dr.  Summerall  be  given  a 
vote  of  thanks. 

Dr.  Winston  Y.  Godwin,  Chesterfield:  Mr.  Presi- 
dent, I would  like  to  have  Dr.  Summerall  present 
the  newer  concepts  of  this  program  to  the  House 
of  Delegates  since  it  has  so  changed  from  the  orig- 
inal concept.  I think  it  would  be  a good  idea  for  the 
Delegates  to  listen  to  him  in  this  regard. 

The  Chair:  Dr.  Moise,  would  you  mind  withdraw- 
ing your  motion  until  after  we  hear  from  Dr.  Sum- 
merall? (This  was  agreed)  If  it  is  all  right  with 
you,  then,  we  will  vote  on  the  motion,  if  someone 
cares  to  make  it,  that  we  grant  Dr.  Summerall  the 
floor. 

(This  was  moved  and  seconded) 

Dr.  Summerall:  Mr.  President,  members  of  the 
House  of  Delegates,  I very  greatly  appreciate  this 
opportunity  to  present  a brief  discussion  of  the 
| South  Carolina  Regional  Medical  Program.  We  have 
placed  at  your  seats  this  morning  a progress  report 
describing  the  current  status  of  this  program  in 
South  Carolina.  I would  like  to  call  your  attention 
first  to  the  inside  front  cover  starting  89-239. 

This  program  was  initiated  by  legislation  of  Con- 
gress; passed  in  October  of  1965.  The  legislation  is 
very  brief,  it  provides  only  a general  outline  for 
development  of  the  program.  It  was  not  until  June 
1966  that  program  guidelines  were  actually  pub- 
lished and  distributed.  The  legislation  states  that 
the  purpose  of  the  program  is  through  grants  to 
support  cooperative  programs  among  medical 
schools,  research  institutions,  physicians,  public  and 
voluntary  health  agencies  to  promote  the  care  of 
patients  with  heart  disease,  cancer  and  stroke. 

There  are  three  sections,  the  first  requires  that 

each  region,  that  each  self -designated  region,  ap- 
point an  advisory  committee  of  physicians,  hospital 
administrators,  representatives  of  Medical  Schools, 
and  voluntary  and  public  health  agencies. 

The  second  section  provides  for  planning  grant  to 
be  awarded  to  such  regions  towards  the  outline  of 
regional  planning  in  their  area  relating  to  heart 
> disease,  cancer  and  stroke. 

The  third  section  applies  to  our  operational  grants 
for  implementation  of  the  programs  planned  under 
the  regional  program. 

In  South  Carolina  the  regional  advisory  group 
was  organized  in  April  of  1966.  Nominees  to  this  ad- 
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visory  group  were  made  by  the  State  Board  of 
Health,  by  the  voluntary  health  organizations,  by 
the  Medical  College.  There  are  currently  67  mem- 
bers of  this  advisory  group,  31  of  them  are  practic- 
ing physicians,  8 of  them  are  members  of  this 
House  of  Delegates.  A president  of  the  Medical  As- 
sociation has  served  as  an  ex-officio  member  of  the 
plan.  Planning  has  been  carried  out  under  the  ad- 
ministrative control  of  the  Medical  College  of  South 
Carolina.  The  planning  resulted  in  an  operational 
grant  application  submitted  to  Washington  in  Feb- 
ruary of  this  year  and  currently  in  the  process 
of  review. 

The  planning  is  not  our  style  of  planning— it  is 
not  the  type  of  development  that  would  be  run  from 
the  Medical  College.  The  planning  has  been  decen- 
tralized. The  program  priorities,  that  are  described 
in  this  folder,  were  established  by  study  groups 
consisting  of  physicians,  hospital  representatives, 
nurses,  allied  health,  professional  representatives 
from  around  the  state.  The  members  of  the  study 
group  were  nominated  by  committees,  placed  geo- 
graphically, on  the  medical  business  of  the  South 
Carolina  Medical  Association. 

We  feel  very  strongly  this  program  would  be 
rather  meaningless  without  the  support  of  the  Medi- 
cal Association.  It  is  a program  that  needs  the  ad- 
vice, the  evaluation,  the  review  and  supervision  by 
physicians  in  the  state.  It  is  a locally  initiated  pro- 
gram—it  is  not  something  that  is  ordained  in  Wash- 
ington. If  something  were  not  done  on  a voluntary 
basis  in  South  Carolina  nothing  would  happen  under 
the  Regional  Medical  Program  in  South  Carolina.  I 
would  like  to  underscore  the  word  “voluntary”.  The 
physicians  who  have  given  their  time  to  this  pro- 
gram have  not  been  reimbursed  for  it.  We  deeply 
appreciate  the  enormous  donation  of  time  and  effort 
that  physicians  in  South  Carolina  have  given  to 
what  we  feel  is  a very  fortuitous  initiation  of  a pro- 
gram directed  for  us  in  approved  care  for  patients 
suffering  with  heart  disease,  cancer  and  stroke. 
Thank  you  very  much. 

The  Chair:  Thank  you,  Dr.  Summerall 

Dr.  Gilland:  Having  heard  Dr.  Summerall  the  com- 
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mittee  now  recommends  that  this  program  be  ac- 
cepted and  endorsed  by  this  House  of  Delegates.  I 
so  move. 

(This  was  seconded  by  Dr.  William  Hunter,  of 
Anderson) 

Dr.  Robert  Wilson:  Regardless  of  what  we  do  I 
think  the  program  is  probably  going  on.  On  the 
other  hand,  it  has  not  been  approved  by  the  Charles- 
ton County  Medical  Society  and  I think  that  it  is 
simply  another  step  in  state  socialism.  I can  not 
vote  for  its  approval.  I remember  what  Dr.  O’Dris- 
coll used  to  say  “We  should  remain  the  handmaiden 
of  science  and  not  become  the  chambermaid  of  the 
microscope.”  I think  with  the  approval  of  this  kind 
of  thing  we  are  simply  going  to  become  chamber- 
maids of  the  federal  government.  I shall  have  to 
vote  “no”  on  the  motion  before  the  House. 

Dr.  William  Hunter,  Anderson,  S.  C.:  I happen  to 
be  on  the  state  advisory  committee  and  worked  in 
my  district  on  this  particular  program,  as  well,  and 
having  been  with  it  from  its  inception  it  would 
perhaps  be  amiss  if  I didn’t  say  just  a word.  There 
has  been  so  very  little  that  I have  ever  disagreed 
with  with  Dr.  Wilson,  that  I feel  a little  awkward. 
But,  I would  like  to  say  this— that  many  of  us  having 
concern,  in  the  direction  of  our  country  and  what 
is  going  on,  initially  thought  in  terms  of  States 
Rights  and  I think  that  even  more  of  the  Federal 
government  people,  now,  are  thinking  in  terms  of 
States  Rights  and  more  decentralization  of  govern- 
ment; but  yet  all  of  us  know  that  those  rights  have 
been  taken  away  from  us  locally  often  because  of 
failure  of  local  people  to  assume  those  responsi- 
bilities that  they  should  have.  Now,  I think  that  this 
program,  it  is  true,  is  a federal  government  bill, 
this  is  very  true,  and  there  is  nothing  I am  more 
afraid  of,  personally,  than  the  federal  government, 
itself.  I think  that  is  something  we  have  to  watch 
very  closely  and  carefully  but  having  been  with  this 
program  from  its  inception  I think  it  is  a very  good 
and  worthwhile  thing.  I think  it  gives  us  a distinct 
opportunity  to  work  locally  and  have  this  controlled 
by  the  State  and  by  the  physicians  and  this  is  what 
is  being  done  with  it.  I will  vote  “yes”,  in  favor 
of  this.  Thank  you. 

Dr.  Tom  Parker:  I am  Tom  Parker  from  Green- 
ville. I would  simply  like  to  make  the  statement 
that  provided  you  spend  enough  money  you  are 
bound  to  help  somebody  and  I have  doubts  that 
this  program  will  help  many  people.  I think,  though, 
in  this  day  and  time  our  basis  for  measuring  these 
things  will  have  to  be  whether  they  are  constitu- 
tional or  not  and  I mean  the  Federal  Constitution 
as  intended  by  those  who  wrote  it,  because  there 
are  many  ways  to  spend  money  and  there  are  many 
people  to  be  helped,  as  you  know.  I would  have  to 
support  Dr.  Wilson’s  position. 

Dr.  John  Booker:  I think  I would  have  gone  along 
with  Tom  Parker  and  Dr.  Wilson  until  yesterday 
when  this  thing  was  explained  to  me.  I had  it  con- 


fused with  Appalachia,  the  Appalachia  Program. 
Now,  this,  we  are  scared  to  death  of  in  our  own 
litle  community.  I have  been  assured  this  was  a 
thing  that  would  help  the  little  hospitals  and  will 
help  us  secure  training  that  we  couldn’t  provide  any 
other  way,  we  could  establish,  in  our  own  little  hos- 
pital, specialized  care  and  training  for  our  personnel 
that  we  couldn’t  get  in  any  other  way  and  I would 
have  to  vote  “yes”  for  it. 

Dr.  John  Hawk,  Charleston:  I think  in  approving 
or  disapproving  of  this  program  we  should  think  in 
terms  of  what  the  original  concept  of  the  entire 
plan  was  because  that  is  where  it  will  go  eventually, 
I think,  without  much  question  unless  there  is  some 
change  in  the  feeling  of  the  Congress  of  the  United 
Slates,  and  that  is  towards  a concept— not  as  it  has 
been  expressed  by  Dr.  Booker,  primarily  helping 
in  smaller  hospitals,  but  eventually  the  development 
of  large  regional  centers.  This  is  not  what  is  in  the 
bill  at  the  present  time,  this  is  what  is  desired  by 
those  who  promoted  the  original  part  of  this.  And  I 
think  that  the  history  of  legislation  in  the  health 
field  is  that  it  goes  a little  bit  at  a time.  When  you 
get  drawn  into  it,  of  course,  you  have  many  people 
fitted  to  it,  it  is  awfully  hard  to  withdraw  your  sup- 
port. For  this  reason  I am  very  dubious  about  this 
program  at  the  present  time.  It  was  originally  high- 
ly a planning  program.  When  I discussed  this  with 
Dr.  McCord  and  Dr.  Summerall,  previously,  he 
reiterated  to  me  this  was  not  going  to  be  anything 
but  a planning  program  and  that  the  only  reason  he 
was  interested,  he  was  interested  in  doing  some 
planning  of  some  projects  that  might  be  helpful 
but  that  this  was  not  going  to  go  into  a direct 
federal  financial  support,  as  it  is  now.  I have  grave 
reservations  about  giving  the  support  of  the  South 
Carolina  Medical  Association.  Thank  you. 

Dr.  Hunter:  I think  what  Dr.  Hawk  said,  generally, 
is  very  true  and  I think  we  all  are  aware  of  this, 
however,  we  must  keep  in  mind  that  at  present 
this  thing  that  we  all  worry  about  is  not  in  the  bill — 
and  yet  I think  it  is  wise  that  he  brought  it  to  our 
attention  because  this  is  something  some  of  those 
planners  and  some  of  those  officers  no  doubt  are 
planning.  But,  whether  it  is  done  in  this  bill  or  in 
some  other  way  they  are  going  to  plan  it.  Our  own 
state  medical  college  has  been  working  and  con- 
trolling the  bill  as  it  is.  I say  let’s  approve  it  as 
it  is  and  keep  in  mind  what  Dr.  Hawk  has  said  this 
morning.  Certainly  if  it  goes  to  more  and  more 
taking  this  thing  out  of  our  own  hands  then  we 
can  do  something  about  it.  But  John  hit  the  nail  on 
the  head— it  depends  on  the  Congress — and  if  you 
want  to  do  something  about  that  and  if  you  really 
want  to  contribute  to  keeping  yourself  from  under 
the  thumb  of  the  Federal  Government  controlling 
you  and  your  patients’  welfare  in  the  future,  I 
think  what  we  had  better  do  is  do  what  Dr.  Hoyt 
Gardner  said  last  night — contribute  $100  a year  to 
SCALPEL;  contribute  $10.00  a quarter  of  your  time 
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to  politics,  either  party  or  the  other,  but  get  into 
it  and  involved  and  elect  those  people  to  the  Congress 
that  won’t  permit  this  to  happen. 

(From  the  Floor)  A call  was  made  for  a division, 
which  was  carried  out. 

Dr.  Hush  (Counting)  Seventy-four  <74)  for— twenty 
< 20)  against. 

Dr.  Gilland  (Continuing  Reference  Committee  Re- 
port) 

“8.  We  recommend  approval  of  the  reports  of  our 
Delegates  to  the  Annual  and  Clinical  meetings  of  the 
A.M.A.,  Drs.  George  Dean  Johnson  and  Joseph  P. 
Cain,  Jr.,  and  thank  them  for  bringing  us  the  fruits 
of  their  labors.  We  sincerely  appreciate  the  past 
14  years  of  service  of  Dr.  Johnson  thus  exemplify- 
ing his  love  for  the  medical  profession.” 

(This  was  seconded,  and  passed.) 

The  entire  report  as  amended  by  this  House  of 
Delegates  was  adopted. 

Reference  Committee  on  Legislation  and  Public 
Relations— Dr.  Harold  Gilmore,  Chairman. 

Dr.  Harold  Gilmore:  I wish  to  thank  Dr.  Robert 
Solomon,  Dr.  Guy  C.  Heyl  and  Dr.  J.  F.  Graves  for 
their  presence  on  this  committee. 

Resolution  No.  9.  Revision  of  State  Board  of 
Health. 

Your  Reference  Committee  appreciated  the  interest 
shown  by  many  regarding-  this  proposal.  There  was 
spirited  debate  both  pro  and  con — each  side  pre- 
senting pertinent  information  in  attempting  to  re- 
solve the  problem. 

After  due  deliberation  it  was  the  judgment  of 
your  Reference  Committee  that  more  time  and  study 
should  be  given  to  this  important  and  far-reaching 
problem.  Therefore,  the  Committee  recommends 
that  a committee  be  appointed  by  Council  to  study 
this  proposal  and  report  back  to  Council  its  recom- 
mendations in  time  for  Council  to  make  proper 
recommendations  to  the  House  of  Delegates  at  the 
Annual  Meeting  of  the  Association  in  1969. 

(Motion  passed.) 

Resolution  No.  14.  Spartanburg  Delegation— Red 
Cross  First  Aid  Training. 

Your  Reference  Committee  accepted  the  resolu- 
tion and  recommended  that  the  whole  program  be 
publicized  to  the  members  of  the  State  Association. 

(Motion  seconded  and  passed.) 

Report  of  the  Legislative  Committee 

As  concerns  the  Report  of  the  Legislative  Com- 
mittee, most  of  the  items  have  been  brought  up- 
to-date  in  the  report  of  Mr.  Meadors. 

1.  Osteopathy— because  of  the  report  brought  to 
the  Legislature  the  Osteopathy  question  has 
been  laid  aside  for  this  year. 

2.  Through  the  efforts  of  Dr.  Frank  Owens  the 
problems  of  blood  transfusion  being  a mer- 
chantable product  has  been  changed  to  a medi- 
cal service. 

3.  S 737  preventing  advertising  by  professional 
men  was  introduced  into  the  Senate  but.  as  we 


heard  from  Mr.  Meadors,  has  met  with  strong 
and  vocal  opposition  from  chiropractors  and  a 
radio-television  station.  It  was  felt  that  this 
bill  should  not  be  pushed  by  our  Association 
this  year. 

(Motion  seconded,  voted  on  and  passed.) 

4.  The  special  committee  headed  by  Dr.  Hilla 
Sheriff  to  study  the  needs  of  the  new  Abortion- 
Sterilization  Law  was  considered  and  it  is 
recommended  that  this  Committee  be  divided 
into  two  committees — one  to  study  the  prob- 
lems of  abortions  and  the  other  to  study  the 
problems  of  sterilizations.  That  the  committees 
work  out  problems  and  present  recommenda- 
tions to  the  Association  next  year. 

(This  was  seconded,  and  passed.) 

Report  of  Liaison  Committee  to  Title  XIX 

This  report  was  accepted  by  your  Reference  Com- 
mittee with  the  recommendation  that  since  the  for- 
mation of  the  Advisory  Committee  to  the  Depart- 
ment of  Public  Welfare  on  Title  XIX,  as  appointed 
by  the  Governor,  covers  all  categories  covered  by 
the  Liaison  Committee,  that  the  Liaison  Committee 
be  discontinued.  And  further,  that  recommendations 
be  made  to  the  Advisory  Committee  before  sub- 
mitting them  to  the  Legislature. 

Committee  on  Public  Relations 

(Seconded,  voted  on  and  passed.) 

This  report  was  received  as  information.  How- 
ever, your  Reference  Committee  wishes  to  com- 
mend this  Committee  for  its  work  and  to  encourage 
it  in  continuing  the  Annual  Conference  of  County 
Medical  Society  Officers,  the  dissemination  of  in- 
surance information  to  senior  medical  students  at 
the  Medical  College  of  South  Carolina,  and  the 
weekly  newspaper  articles  on  health. 

(Seconded,  and  passed.) 

Resolutions  on  Direct  Billing  under  Medicaid 

Your  Reference  Committee  approved  the  resolu- 
tions that  the  South  Carolina  Medical  Association 
recommend  that  Medicaid  regulations  in  South  Caro- 
lina be  amended  so  that  direct  billing  of  private 
patients  under  the  Medicaid  program  be  permitted 
in  accordance  with  Federal  Law  and  that  the  South 
Carolina  Medical  Association  shall  petition  the  South 
Carolina  General  Assembly  to  effect  this  change  in 
the  Medicaid  Program  in  this  State.” 

Mr.  Chairman,  I move  the  adoption  of  this  report 
in  its  entirety. 

(This  was  seconded  and  passed.) 

The  Chair:  Thank  you  very  much.  Dr.  Gilmore, 
you  and  your  committee. 

At  this  time  could  we  hear  from  the  Reference 
Committee  on  Public  and  Industrial  Health,  Dr. 
Hugh  Wells,  Chairman. 

Dr.  Hugh  Wells:  Your  reference  committee  con- 
ducted hearings  at  3:00  p.m.  on  Monday  afternoon 
on  Committee  Reports  and  resolutions  presented. 
I would  like  to  take  this  opportunity  to  thank  the 
members  of  my  committee  as  well  as  those  ap- 
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pearing  in  the  interest  of  the  resolutions  submitted. 

A— Report  of  Sub-eommittee  on  Alcoholism  and 
Drug  Addiction  (sub-committee  of  the  Cooperative 
Activities  Committee)  this  report  was  published  in 
the  Journal  and  the  Reference  Committe  wishes 
to  commend  this  committee  for  its  work.  The  Refer- 
ence Committee  supports  the  recommendation  that 
a crown  tax  be  established  to  build  an  acute  al- 
coholic treatment  center.  The  feasibility  of  utilizing 
a portion  of  State  Park  as  an  acute  alcoholic  center, 
on  a temporary  basis,  should  be  studied. 

The  committee  moves  the  adoption  of  this  recom- 
mendation. (Passed) 

B— Report  of  Committee  on  Mental  Health,  as 
printed  in  the  Journal. 

The  committee  accepts  the  report  as  published. 

C — Report  of  Committee  on  Maternal  Mortality. 
This  report  was  published  in  the  February  issue  of 
the  Journal  of  the  S.  C.  Medical  Association  and  is 
accepted  as  information. 

D— Committee  on  Mental  Retardation.  No  report 
submitted.  We  particularly  appreciate  the  brevity 
of  the  report  of  this  committee. 

E— Report  of  Committee  on  Industrial  Medicine. 
The  committee  is  to  be  commended  for  its  work  on 
fee  schedules  as  submitted  to  physicians  in  January 
1968.  The  new  fee  schedules  have  been  widely  ac- 
cepted by  the  medical  profession  as  well  as  the 
Industrial  Commisison.  Committee  members  plan 
to  establish  a liaison  committee  with  the  Industrial 
Commission  for  the  continued  benefit  of  this  As- 
sociation. We  urge  and  support  such  a program  and 
recommend  its  adoption  by  the  House  of  Delegates. 

(Seconded  and  passed) 

F— Report  of  Executive  Committee  of  the  State 
Board  of  Health.  This  report  has  been  published 
in  detail  in  the  Journal  but  the  reference  committee 
wishes  to  bring  to  your  particular  attention  certain 
aspects  of  this  report. 

1.  Family  Planning— the  citizens  of  South  Caro- 
lina as  well  as  the  medical  profession  are 
deeply  indebted  to  the  State  Board  of  Health 
for  its  vision  in  establishing  such  a program. 

2.  We  endorse  the  comprehensive  health  plan- 
ning done  by  this  committee  and  commend  them 
in  their  stand  on  maintaining  the  private  prac- 
tice of  medicine,  dentistry  and  related  healing 
arts. 

3.  Your  reference  committee  urges  the  considera- 
tion of  further  study  and  planning  to  submit  to 
the  South  Carolina  Legislature  a recommenda- 
tion for  revising  and  up-dating  our  state  laws  on 
abortion  and  sterilization. 

4.  We  wish  to  take  note  of  the  fact  that  no  cases 
of  polio  were  reported  in  South  Carolina  in 
1967  and  we  urge  the  support  of  our  profes- 
sion in  the  program  of  measles  prevention. 

5.  We  recommend  to  the  State  Board  of  Health 
that  the  same  minute  and  detailed  inspection, 
given  our  schools  and  hospitals,  be  used  in 


examining  and  grading  our  restaurants  and 
cafes. 

G— Resolution  presented  to  the  House  of  Delegates 
by  the  Committee  on  Alcoholism  and  Drug  Addiction. 
We  submit  the  following  recommendations  with  cer- 
tain amendments: 

1.  That  rules,  regulations  and  by-laws  of  said 
hospitals  be  amended  to  allow  admission  and 
treatment  of  alcoholics. 

2.  That  patients  suffering  from  alcoholism  be  ad- 
mitted for  treatment  and  care  at  the  request  of 
their  physician  or  service. 

3.  That  the  South  Carolina  Insurance  Commission 
be  urged  to  earnestly  solicit  the  cooperation  of 
all  carriers  of  hospitalization,  health  and  acci- 
dent insurance  in  the  State  of  South  Carolina, 
to  include  a coverage  afforded  by  them,  treat- 
ment for  acute  alcoholism  (and  this  is  the 
change.)  That  chronic  alcoholism  be  covered 
within  the  limitations  of  accepted  insurance 
principles.  It  is  the  feeling  of  the  committee 
that  insurance  rates  should  not  be  raised  to  the 
non-drinker  to  cover  chronic  alcoholism.” 

(The  original  resolution,  before  suggested  change, 
read  as  follows): 

3.  That  the  South  Carolina  Insurance  Commission 
be  urged  to  earnestly  solicit  the  cooperation  of 
all  carriers  of  hospitalization,  health  and  ac- 
cident insurance  in  the  State  of  South  Caro- 
lina to  include  in  coverage  afforded  by  them 
treatment  for  acute  and  chronic  alcoholism 
as  a basic  coverage. 

5.  That  the  physicians  of  the  South  Carolina  Medi- 
cal Association  utilize,  where  applicable,  the 
diagnosis  of  alcoholism  in  order  that  the  pa- 
tient may  avail  himself  of  insurance  coverage.” 
But,  at  the  same  time  your  committee  feels 
that  a program  of  education  will  be  necessary 
in  order  to  protect  the  patient’s  rights,  as  well 
as  his  job  and  financial  security.” 

Mr.  Chairman,  we  move  the  adoption  of  these 
resolutions  as  amended. 

Dr.  Joseph  P.  Cain:  I have  a question— When  does 
chronic  alcoholism  become  acute? 

The  Chair:  Are  there  any  alcohol  experts  in  the 
field?  Dr.  Ball  says  we  are  all  experts,  (laughter) 
What  is  alcohol? 

Dr.  Wells  (Reference  Committee  Chairman):  The 
question,  really  sir,  borders  on  the  fact  that  we  felt 
chronic  alcoholism,  as  chronic  mental  disease,  could 
be  a very  long-term  situation  and  we  felt  this  may 
increase  our  insurance  rates  or  premiums  con- 
siderably. Specifically,  we  thought  this  was  an  in- 
surance program  and  we  were  not  really  in  a posi- 
tion to  make  a recommendation  to  the  insurance 
carrier. 

Dr.  Sawyer,  Gaffney,  S.  C.  fRecognizedL  I some 
how  or  other  feel  this  is  not  my  business— on  the 
other  hand  alcoholism  is  a chronic  disease  and  al- 
coholics in  this  State  are  largely  going  untreated 
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because  nobody  knows  what  to  do  with  them  in 
general  except  to  send  them  to  the  State  Hospital 
in  Columbia  which  institution  feels  they  are  not  pre- 
pared nor  financed  to  have  this  particular  patient. 
It  seems  to  me  this  Reference  Committee  at  the 
present  time  is  taking  the  position  of  further  de- 
ferring action  on  what  to  do  with  the  alcoholics  in 
the  State  of  South  Carolina. 

Dr.  Wells  (Chairman  of  Reference  Committee): 
I would  like  to  disagree  with  the  comment  as  made. 
We  recommended,  sir,  that  immediate  considera- 
tion be  given  to  using  a wing  at  the  State  Park  which 
is  now  under  study  for  chronic  respiratory  diseases; 
that  the  immediate  study  of  this  be  made  upon  a 
temporary  basis  until  such  time  as  finances  can 
be  established  to  build  an  acute  alcoholic  center. 
Our  understanding— Dr.  Aycock,  will  you  expound 
on  this  to  enlighfen  us  a little  bit  about  this,  doctor? 

Dr.  Kenneth  Aycock,  Columbia,  S.  C. : I don’t  know 
hew  well  I can  expound  on  this.  The  recent  legisla- 
tion was  enacted  transFerring  the  department  from 
State  Park  to  the  State  Board  of  Health.  As  Dr. 
Wells  pointed  out  the  tuberculosis  control  program 
at  the  State  Park  will  be  under  the  primary  perusal 
of  the  tuberculosis  control  program  of  the  State 
Board  of  Health  and  the  program  will  be  enlarged  to 
include  all  heart  and  respiratory  diseases.  It  is  our 
hope  that  the  State  Park  will  be  brought  back  into 
the  mainsteram  of  the  medical  care  for  South  Caro- 
lina filling  many  health  needs  we  now  have.  And 
Dr.  Wells  has  recommended  that  a part  of  the 
building  be  used  for  hospitalization  of  alcoholics  for 
the  treatment  of  alcoholism.  I would  think  this 
should  be  studied  in  some  depth  and  by  people  more 
learned  than  I am.  I am  sure  that  they  could  pos- 
sibly work  out  some  arrangement  with  Dr.  Hall. 
We  have  very  close  working  relationship  with  him 
and  that  perhaps  he  would  consider  using  his  facili- 
ties. I am  reluctant  to  think  that  we,  the  State  Board 
cf  Health,  would  have  the  personnel,  the  physicians 
to  treat  the  acute  alcoholic  but  as  I say  with 
Dr.  Hall’s  cooperation  this  might  be  feasible. 
But  he  is  recommending  a study  be  undertaken  and 
I would  welcome  the  study.  I think  the  executive 
committee  will  do,  as  well  as  the  advisory  commit- 
tee on  Tuberculosis  Control,  which  the  Governor  will 
appoint,— I would  imagine  they  would  be  happy  to 
study  this,  too. 

(Question — Dr.  Wells):  Is  it  not  also  true.  Dr. 
Aycock,  the  possibility  of  a hospital  as  a part  of  the 
mental  health  unit  is  now  under  consideration  for 
a permanent  solution  to  the  alcoholic  problem? 

Dr.  Aycock:  There  has  been  some  discussion  on 
; this— Dr.  Macdonald  could  answer  this  better  than 
I.  It  is  my  understanding  they  are  going  to  open 
30  beds  a tthe  William  S.  Hall  Institution  for  the 
emergency  treatment  of  alcoholics.  When  this  will 
come  about,  I don’t  know. 

(Question  by  Dr.  Wells):  Is  it  not  also  true  that 


there  is  some  study  of  a 140  bed  hospital  for  the 
mental  health  division  for  alcoholics? 

Dr.  Robert  S.  Solomon:  The  problem  is  if  we  have 
1000  beds  we  would  not  be  able  to  take  care  of  the 
alcoholics  because  there  is  one  out  of  15  of  us.  But, 
be  that  as  it  may,  the  intent  of  the  resolution  was 
to  make  available,  in  our  general  hospitals,  rooms, 
space  available  for  the  treatment  of  the  acute  al- 
coholic, that  is  the  acute  detoxification  of  the  pa- 
tient, and  the  long  range  treatment  of  the  chronic 
alcoholic.  Our  present  facilities  now  are  available 
at  the  Palmetto  Center  and  has  approximately  40 
beds  and  another  20  beds  added  on.  This  is  run 
by  the  vocational  rehabilitation  service. 

If  the  Legislature  votes  for  an  amendment  to  the 
Constitution  in  November  of  this  year,  as  we  hope 
will  come  to  pass,  why  one  crown  tax  will  be  levied 
over  and  above  the  alcohol  tax  which  now  all  goes  to 
our  educational  fund.  One  penny  per  8-ounces,  based 
on  the  1966  sales  of  alcoholic  beverages,  will  amount 
to  a little  over  One  Million  Dollars  a yar.  This 
money  is  intended  to  be  used  for  the  construction 
of  a 44  bed  unit  in  Columbia  that  will  be  used  for 
the  involuntary  alcoholic  with  the  idea  of  having 
an  acute  detoxification  center  at  this  hospital.  Dr. 
Hall  and  the  Mental  Health  people  will  run  this  in- 
stallation. Palmetto  Center  will  continue  to  be  run 
by  the  Vocational  Rehabilitation. 

One  of  the  other  problems  involved  is  the  coming 
decision  of  the  Supreme  Court  in  the  Easter  Drivers’ 
decision  where  the  chronic  alcoholic  is  no  longer  go- 
ing to  be  able  to  be  dried  out  in  jails.  We  of  the  medi- 
cal profession  have  to  face  up  to  the  disease  identity 
of  alcoholism  and  it  is  our  obligation  to  treat  these 
people  and  to  treat  them  in  our  general  hospitals. 
This  is  the  intent  of  this  resolution  and  I solicit  your 
"‘’nv'ort  for  the  entire  association.  I thank  you. 

Dr.  M.  H.  Wyman,  Columbia:  I have  been  coming 
to  these  meetings  since  1910,  many  of  you  boys  know 
me.  I believe  you  have  got  to  learn  to  talk  to  the 
Lord  and  persuade  these  people,  these  alcoholics, 
be  they  chronic  or  acute,  probably  the  chronic  ones; 
you  can  get  better  understanding  talking  to  the 
Lord  and  I think  the  thing  to  do  is  not  be  preach- 
ing, necessarily,  but  setting  an  example  for  them. 

I advise  my  patients  not  to  ask  the  Lord  to  cure 
you  of  the  disease  but  to  prove  to  you  that  he  is 
listening.  How  are  you  going  to  know  when  the 
Lord  is  listening  to  you?  I advise  my  patients  to  ask 
the  Lord  to  take  away  that  desire.  If  you  have  lost 
the  desire  to  smoke  or  drink  you  can  tell  it  pretty 
soon  because  you  know  how  it  is  otherwise.  I be- 
lieve the  doctor  has  got  to  do  a little  bit  more  of 
that  conversation  with  their  patients  and  conversa- 
tion with  the  Lord  to  listen  to  these  patients.  Try  it. 

I would  be  glad  to  see  you  do  it.  I have  been  com- 
ing since  1910. 

The  Chair:  Thank  you.  Dr.  Wyman.  Is  there  any 
further  discussion?  (The  vote  for  the  resolution  was 
unanimous) 
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H.  Resolution  (No.  3 — Dr.  Ford  Mclver)  to  estab- 
lish a register  for  patients  with  Down’s  Syndrome 
• Mongolism) 

The  committee  recommends  adoption  of  this  reso- 
lution as  presented. 

I.  Resolution  «No.  6— Dr.  Booker)  from  the  Oconee 
County  Medical  Society  concerning  Hospital  Inspec- 
tion. 

It  is  our  understanding  that  this  grievance  has 
been  referred  to  the  Hospital  Advisory  Council 
for  their  recommendation  to  the  Executive  Com- 
mittee of  the  State  Board  of  Health.  Although  we 
agree  with  the  resolution  in  principle  concerning 
the  investigation  of  medical  records  by  lay  per- 
sonnel, we  feel  it  advisable  to  await  action  of  the 
Executive  Committee  of  the  State  Board  of 
Health. 

(Seconded,  and  passed.) 

J.  Resolution  <No.  7— Dr.  Booker'  from  the  Oconee 
County  Medical  Society  regarding  Vocational  Re- 
habilitation. 

a.  Be  it  resolved  that  the  South  Carolina 
Medical  Association  recommend  to  the  S.  C. 
Legislature,  and  any  other  appropriate  State 
Agencies  concerned,  that  “Financial  Need”  as 
determined  by  reasonable  and  current  standards 
be  included  as  a criterion,  along  with  physical 
disability,  to  entitle  a recipient  to  assistance 
under  the  Vocational  Rehabilitation  Program. 

• This  motion  was  seconded  and  passed) 

b.  Be  it  resolved  that  applicants  for  assistance 
under  the  Vocational  Rehabilitation  Program  con- 
tinue to  be  examined  by  their  family  physician 
who,  in  turn,  may  request  consultation  as  neces- 
sary or  desired. 

• This  motion  was  seconded  and  passed.) 

c.  Be  it  resolved,  that  surgical  and  medical  pro- 
cedures authorized  and  sponsored  by  the  Voca- 
tional Rehabilitation  Commission,  when  per- 
formed in  an  accredited  hospital  with  a surgical 
service  approved  and  accredited  by  the  Joint 
Commission  on  Accreditation  of  the  AMA,  that 
such  accreditation  be  an  acceptable  standard 
for  the  approval  of  the  medical  and  surgical 
services  rendered.  That  non-accredited  hospitals, 
previously  accepted  by  the  Vocational  Rehabili- 
tation Commission,  continue  to  render  treatment, 
but  we  recommend  that  these  hospitals  make 
every  effort  to  be  accredited  in  the  immediate 
future. 

• This  motion  was  seconded  and  passed.) 

I.  BE  IT  RESOLVED,  that  the  Committee  recom- 
mends to  the  governing  body  of  the  South  Carolina 
Medical  Association  that  it  adopt  a resolution 
recommending  to  the  South  Carolina  State  Legisla- 
ture and  any  other  appropriate  state  agencies  con- 
cerned, that  “financial  need”,  as  determined  by 
reasonable  and  current  standards,  be  included  as 
a criterion,  along  with  physical  disability,  to  entitle 


a recipient  to  assistance  under  the  Vocational  Re- 
habilitation Program  as  pertains  to  financial  assist- 
ance to  the  handicapped. 

II.  BE  IT  RESOLVED,  that  this  Committee 
recommend  to  the  governing  body  of  the  South 
Carolina  Medical  Association  that  it  adopt  a resolu- 
tion recommending  to  the  South  Carolina  Legisla- 
ture and  other  appropriate  state  agencies,  a policy 
requiring  that  any  applicant  for  assistance  under 
the  Vocational  Rehabilitation  Program  be  examined 
by  a physician,  preferably  one  specializing  in  the 
field  of  the  applicant’s  disability,  who  shall  certify 
the  nature  and  extent  of  the  applicant’s  disability, 
and  further  that  such  physician  preferrably  be  one 
other  than  the  family  physician  of  the  applicant 
and  that  the  costs  of  such  independent  examination 
be  borne  by  the  appropriate  agency  handling  Vo- 
cational Rehabilitation  Programs. 

III.  BE  IT  RESOLVED,  THAT  SURGICAL  PRO- 
CEDURES AUTHORIZED,  sponsored  and  paid  for 
by  the  Vocational  Rehabilitation  Program  be  per- 
formed in  an  accredited  hospital  with  a surgical 
service  approved  and  accredited  by  the  Joint  Com- 
mission on  Accreditation  of  the  American  Medical 
Association  and  that  such  accreditation  be  the  sole 
standard  for  the  approval  of  the  medical  and  sur- 
gical services  to  be  performed  under  the  Vocational 
Rehabilitation  Program.” 

K.  Resolution  of  the  Columbia  Medical  Society, 
presented  by  Dr.  Slocum,  concerning  Water  Pollu- 
tion. 

Our  committee  moved  the  adoption  of  the  resolu- 
tion as  presented. 

(Seconded  and  passed.) 

L.  The  reference  Committee  on  Public  & Indus- 
trial Health  feels  it  may  be  exceeding  its  respon- 
sibility but  we  would  like  to  commend  the  work  of 
Dr.  Frank  C.  Owens,  not  only  for  his  work  on  the 
Committee  for  Selective  Service  but  for  his  in- 
fluence and  dedication  to  his  profession  as  Sena- 
tor from  Richland  County.  We  urge  that  all  physi- 
cians become  politically  conscious  and  assert  their 
influence  on  the  local,  state  and  national  scene.  For 
those  who  are  politically  inclined  we  especially  urge 
their  consideration  to  enter  the  active  field  of  poli- 
tics. 

(Seconded  and  passed  in  its  entirety.) 

Dr.  Davis  Moise:  Report  of  the  committee  on 
Constitution  and  By-laws. 

The  meeting  was  called  to  consider  the  Resolu- 
tion to  amend  the  Constitution,  as  follows: 

“Resolved  that  the  Constitution  and  By-Laws 
be  amended  so  that  only  the  five  most  im- 
mediate past  presidents  be  members  of  the 
House  of  Delegates  with  the  privilege  of  voting. 
Any  past  president  may  have  the  privilege  of  the 
floor  of  the  House  of  Delegates.” 

Appearing  before  the  committee  were  Dr.  Mayer, 
who  spoke  eloquently  against  the  amendment,  and 
Dr.  R.  L.  Crawford  and  Dr.  W.  R.  Wallace,  who 
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spoke  against  the  amendment.  Dr.  Tucker  Weston 
appeared  and  presented  the  opinion  of  the  Colum- 
bia delegation  in  favor  of  the  amendment.  Interested 
guests  who  appeared  were  Dr.  William  Hunter  and 
Dr.  Appleby.  Neither  expressed  an  opinion. 

After  careful  consideration,  the  committee  unan- 
imously recommends  to  the  House  of  Delegates 
that  this  amendment  not  be  passed. 

(Through  error,  this  amendment  to  the  Consti- 
tution and  By-laws  which  had  lain  on  the  table  for 
a year,  was  referred  to  the  Reference  Committee 
on  Amendments  to  Constitution  and  By-Laws.  This 
constitutional  amendment  would  only  be  voted 
upon  by  the  House  of  Delegates  and  needed  no 
consideration  by  a reference  Committee.) 

(Upon  request  the  Chairman,  Dr.  Moise,  with- 
drew his  recommendation  of  his  committee.) 

At  this  time  we  will  hear  from  the  Chairman  of 
the  Reference  Committee  on  Insurance,  Blue  Cross 
and  Blue  Shield.  Dr.  R.  W.  LaRoche. 

Mr.  President,  Members  of  the  House  of  Dele- 
gates: 

Two  Resolutions  relative  to  this  committee  were 
considered,  the  full  committee  being  present.  It 
is  to  be  pointed  out  there  were  no  representatives 
present  who  favored  these  resolutions:  however, 
their  absence  in  no  way  affected  the  committee  in 
its  deliberations. 

Resolution  No.  1.  Blue  Shield  acting  as  a Private 
Business  in  the  State  of  South  Carolina. 

This  resolution  requests  the  Association  to  with- 
draw as  the  corporate  body  of  the  Blue  Shield  Cor- 
poration, if,  in  the  opinion  of  the  legal  advisor  of 
the  State  Association,  this  is  in  fact  the  case,  and  as 
long  as  withdrawal  is  accomplished  without  injury 
to  the  present  policy  holders,  or  without  compromis- 
ing their  health  coverage  in  any  way. 

Those  who  spoke  against  the  resolution  pointed 
out  the  following  pertinent  facts: 

a The  new  South  Carolina  Law  would  subject 
Blue  Cross-Blue  Shield  to  tax,  but  the  rates  and 
receipts  are  subject  to  the  South  Carolina  In- 
surance Commission. 

b.  The  organization  cannot  be  a profit  organi- 
zation as  long  as  it  is  a member  of  the  National 
Blue  Cross,  or,  its  governing  rules.  Droppage 
would  not  change  anything.  Blue  Cross  and  Blue 
Shield  will  be  taxed  “about  2%”  but  not  to  ex- 
ceed 5%  of  the  operating  gain  as  long  as  operat- 
ing Blue  Shield. 

c.  The  reserve  would  eventually  lead  to  reduc- 
tion of  premiums  and/or  upgrading  payments. 

d.  Legal  counsel  gave  the  opinion  the  Company 
is  not  a private  corporation.  “The  definition  of 
private  meaning  to  make  money  for  the  stock 
holders.”  The  effect  of  the  new  law  cannot  be 
determined  at  this  time.  It  was  further  noted 
Blue  Shield,  to  exist,  must  have  the  official 
support  of  organized  medicine. 

Mr.  President,  your  reference  committee 


recommends  a negative  vote  on  Resolution  No.  1. 
(Seconded  and  passed.) 

This  resolution  was  considered  in  two  parts,  due 
to  its  presentation.  Part  No.  1 was  to  the  effect  the 
rider  does  not  offer  any  reduction  in  premiums, 
is  not  added  with  the  insured’s  permission,  and  is  a 
unilateral  dictum  rather  than  agreement.  Those 
speaking  relative  to  this  portion  of  the  resolution 
indicated  this  applies  only  to  Blue  Cross,  and  the 
situation  is  not  a matter  of  Blue  Cross’  choosing. 
It  is  demanded  by  large  firms.  Also,  experience  has 
been  that  the  primary  pay-off  is  subject  to  full  pay- 
ments and  this  has  prompted  this  plan.  If  covered 
by  two  or  more  group  companies,  the  payments 
would  be  pro-rated  shares  of  the  bill.  Without  such 
clause,  Blue  Cross  would  pay  the  primary  bill  up  to 
100%  of  its  coverage  with  the  commercial  com- 
panies taking  up  the  balance.  Also,  the  benefits 
rider  applies  only  to  group  companies. 

Blue  Cross  contracts  state  the  contract  may  be 
amended  with  thirty  days  notice. 

Mr.  President,  your  reference  committee  recom- 
mends a negative  vote  on  this  portion  of  the  resolu- 
tion. 

Dr.  John  Hawk,  Charleston:  I think  the  problem 
that  concerns  people  has  to  do  with  two  members  of 
the  famdy  both  of  whom  work  and  both  of  whom  be- 
long to  a group.  After  reading  this  rider— not  just 
once  or  twice  but  three  or  four  times,  there  cer- 
tainly seems  to  be  some  good  logic  in  that  this  will 
help  hold  down  the  over-all  premium  cost  for 
people  in  both  groups.  This  is  a sort  of  nebulous 
thing,  but  it  is  well  if  we  do  not  have  duplication 
in  coverage.  However,  for  the  individual  who  be- 
longs—the  husband  to  one  group  and  the  wife  to 
another  group — he  has  and  she  has  the  benefits  re- 
duced without  a reduction  in  the  premium  for  them- 
selves. Granted  there  may  be  a minute  reduction  in 
premiums  over  a period  of  the  next  10  years,  as 
we  have  indicated,  etc.,  but  this  does  not  give  a 
means  for  someone  who  has  belonged  to  a group 
that  does  not  give  quite  full  coverage— and,  of 
course,  they  want  to  have  full  coverage,  both  mem- 
bers of  the  family,  and  they  have  no  adjustment  in 
the  premiums,  for  the  individual.  I believe  this  is 
one  of  the  main  reasons  for  this.  I don’t  know 
whether  this  was  ansewered  in  the  committee  meet- 
ing. I am  sorry  that  we  could  not  be  there.  We  talked 
in  other  committees,  we  can’t  be  in  two  places  at 
one  time,  so  all  of  us  were  speaking  in  other  refer- 
ence committees. 

Dr.  LaRoche:  The  Reference  Committee  recom- 
mends a negative  vote  on  this  portion  of  the  resolu- 
tion, on  Part  No.  1. 

That  is  to  the  effect  the  rider  does  not  offer  any 
reduction  in  premiums,  is  not  added  with  the  in- 
sured’s permission,  and  is  a unilateral  dictum 
rather  than  agreement.  Those  speaking  relative  to 
this  portion  of  the  resolution  indicated  this  applies 
only  to  Blue  Cross,  and  the  situation  is  not  a matter 
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of  Blue  Cross’  choosing. 

This  was  pretty  well  covered  by  Mr.  Sandow — 
this  policy  has  been  demanded  to  be  included  by 
the  large  firms  and,  according  to  him,  almost,  with 
very  few  exceptions,  all  large  firms  do  have  the 
policy.  The  prompting  of  Blue  Cross  again  was  due 
to  the  fact  that  Blue  Cross  would  be  the  primary 
agent  and  they  would  be  paying  100%  while  the 
others  would  be  taking  up  only  the  balance  of  pay- 
ment. At  any  rate,  if  covered  by  two  or  more  group 
companies,  the  payments  would  be  pro-rated  shares 
of  the  bill.  Without  this  clause,  Blue  Cross  would 
pay  the  primary  bill  up  to  100%  of  its  coverage  while 
the  commercial  companies  would  be  taking  up  the 
balance. 

Dr.  Eddie  Parker:  This  is  a very  complicated  sub- 
ject, insurance.  It  is  a very  important  matter  to  our 
patients  who  pay  premiums  to  get  paid  and  don’t  get 
a penny. 

Mr.  Chairman,  if  it  is  in  order,  I believe  a sub- 
stitute motion  would  be  desirable  here — to  refer 
this  to  a committee  appointed  by  Council,  to  study 
and  come  out  with  an  applicable  solution.  As  it 
stands  now,  it  is  not  fair.  If  you  want  to  carry  more 
than  one  insurance  policy  then  you  ought  to  have  the 
right  to  do  so  but  if  the  insurance  companies  are 
not  going  to  pay  off,  in  full,  then  the  premiums  ought 
to  be  refunded,  and  they  are  not  at  the  present  time. 

Therefore,  I move  a substitute  motion  that  this 
matter  be  referred  to  a committee,  appointed  by 
Council,  for  further  study  and  report  at  the  next 
meeting  of  the  House  of  Delegates. 

Dr.  Parker:  I move  that  this  matter  be  referred 
to  a committee,  to  be  appointed  by  Council  and 
report  at  the  next  meeting  of  the  House  of  Dele- 
gates with  a recommendation. 

(This  was  seconded  by  Dr.  Hunter) 

The  Chair:  We  are  voting  now  or  discussing  now 
a substitute  motion.  The  ayes  have  it  and  it  is  so 
ordered. 

Dr.  LaRoche  (Chirman,  Ref.  Committee  on  In- 
surance, Blue  Cross-Blue  Shield)  continuing  report. 

“Part  No.  2 of  the  Resolution  is  to  request  the 
South  Carolina  Insurance  Commission  to  restrict  the 
practice  of  “coordination  of  benefits”  unless  the 
insured  is  refunded  a portion  of  his  premium,  since 
he  had  a reduction  in  benefits;  to  request  the  prohi- 
bition of  insurance  carriers  from  selling  policies  and 
collecting  premiums  on  duplicating  family  insurance 
plans  unless  they  pay  full  benefits  according  to  their 
scheduled  benefit  plan.  Lastly,  that  hospital  spon- 
sorship agreement  is  an  invasion  of  the  patient’s 
privacy,  and  is  not  a part  of  the  hospital  administra- 
tive duties;  that  the  coordination  of  benefits  is  the 
business  of  the  insurance  companies  in  their  re- 
lationship to  the  policy  holders. 

Discussion  of  this  portion  of  the  resolution  (part  2) 
pointed  out  the  fact  the  rider  has  been  approved  by 
the  South  Carolina  Insurance  Commission,  that  it 
will  eventually  lead  to  a premium  reduction,  and 
that  all  insurance  companies,  with  rare  exceptions, 


have  this  benefit.  Further,  the  hospital  is  merely 
offering  a service.  It  was  noted  Blue  Cross  adopted 
the  rider  to  protect  itself. 

Mr.  President,  your  reference  committee  recom- 
mends a negative  vote  on  this  portion  of  the  Resolu- 
tion. 

Dr.  Joe  Cain,  Jr.,  (Recognized):  Mr.  President, 
since  this  is  a further  phase  of  the  same  problem 
it  seems  to  me  we  would  do  well  to  study  this  phase 
of  it  along  with  the  first  part  and  I would  like  to 
make  a substitute  motion  to  the  effect  that  this 
phase,  also,  be  studied  by  the  committee  in  lieu  of 
the  Reference  Committee’s  report. 

(This  was  seconded  and  carried.) 

The  Chair:  We  voted  then  whether  or  not  to  ac- 
cept the  substitute  motion,  which  some  might  feel 
is  just  tantamount  to  voting  to  entertain  the  motion. 
To  make  it  final  and  complete,  we  will  vote  on  the 
motion  again.  Those  in  favor  of  Dr.  Cain’s  substi- 
tute motion  now,  to  close  the  matter  vote  “aye”. 
Opposed  “no”  (There  were  several  “noes”.)  The 
motion  was  carried. 

Dr.  LaRoche  (Continuing  report): 

The  Reference  Committee  reviewed  the  report 
of  the  Mediation  Committee  and  Medical  Specialties 
Consultants  as  published  in  the  Journal  of  the  South 
Carolina  Medical  Association,  April,  1968.  The  report 
was  accepted  as  information  and  Mr.  President, 
your  committee  recommends  this  report  be  adopted. 

(Seconded  and  passed.) 

Mr.  President,  this  concludes  the  report  of  Com- 
mittee No.  5,  Insurance,  Blue  Cross-Blue  Shield, 
and  I move  that  this  report  be  adopted  except  for 
the  changes  as  indicated. 

(This  was  seconded,  the  vote  was  taken  and  it  was 
so  ordered.) 

The  Chair:  We  will  now  hear  from  the  Committee 
on  Miscellaneous  Business,  Dr.  W.  Marshall  Bennett, 
Chairman. 

1.  Resolution  4-b — Cost  of  Hospitalization — Dr. 
J.  C.  Hawk. 

Dr.  Hawk  met  with  the  committee  and  thoroughly 
explained  the  Resolutions.  All  the  Resolutions  were 
unanimously  recommended  for  adoption. 

The  Chair:  Is  there  any  discussion?  (There  was 
none,  the  vote  was  taken  and  it  was  so  ordered.) 

Dr.  Bennett  (Continuing  Report); 

2.  Resolution  4-c — Practice  of  Medicine — Dr.  Boni- 
face 

The  reference  committee  recommends  adoption 
of  this  Resolution.  The  committee  recommends  an 
active  committee  under  this  resolution  which  can 
work  with  other  committees  of  similar  nature,  and/ 
or  to  take  the  place  of  some  of  the  other  commit- 
tees which  are  inactive. 

(This  was  seconded  and  passed.) 

3.  Resolution — Commendation  of  Senator  Thur- 
mond—Dr.  Ball — 

The  committee  recommends  approval  of  this 
resolution  with  the  exception  of  paragraph  2.  It  is 
not  a proven  fact  that  Wilbur  J.  Cohen  is  a major 
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proponent  for  the  establishment  of  National  Social- 
ized Medicine  in  the  United  States,  and  the  South 
Carolina  State  Medical  Association  should  not  go 
on  record  as  making  that  statement. 

We  omit  then,  paragraph  2. 

(This  motion  was  seconded  and  passed.) 

4.  Resolution  No.  2 — Anderson  County  AMPAC  & 
SCALPEL — Dr.  Hunter 

This  resolution  is  unanimously  approved  by  the 
Committee. 

(Seconded  and  passed.) 

5.  Resolution  No.  11 — Doctors  on  Hospital  Boards — 
Horry  County,  Dr.  Gilland. 

This  resolution  is  unanimously  approved  by  the 
Committee. 

(Seconded  and  passed.) 

6.  Resolution  No.  12 — Automobile  Expense  Tax- 
Deductions — Dr.  Hendrix,  Spartanburg 

The  Committee  unanimously  approves  this  Resolu- 
tion. 

The  Committee  expressed  an  opinion  that  Coun- 
cilors obtain  proper  legal  advice  concerning  this 
resolution,  and  if  legally  permissible,  to  advise  the 
Delegates  to  the  AMA  to  submit  this  resolution  to 
proper  authorities. 

Seconded,  and  passed.) 

7.  Resolution  No.  13 — Marchers — Dr.  William 
Weston 

The  committee  was  divided  on  this  resolution.  The 
committee  did  not  find  that  it  was  qualified  to  dis- 
cuss this  resolution.  Due  to  the  passage  of  so  many 
“Civil  Rights”  laws,  it  is  questionable  if  the  House 
of  Representatives,  the  Senate,  or  even  the  Gover- 
nors can  legally  stop  these  marches. 

'This  was  seconded) 

The  Chair:  I am  sure  that  will  pass,  if  no  objec- 
tion I will  accept  it. 

8.  Committee  reports  as  printed  in  the  Journal  of 
the  South  Carolina  Medical  Association: 

G)  Cooperative  Activities  Committee— This  com- 
mittee accepts  the  report  as  information. 

(Seconded  and  passed.) 

(2)  Advisory  Committee  to  Crippled  Children — 

This  committee  recommends  that  this  committee  be 
continued. 

(Seconded  and  passed.) 

(3)  Historical  Medicine— This  committee  recom- 
mends that  this  committee  continue  to  function. 

(Seconded  and  passed.) 

(4)  Advisory  Committee  to  Department  of  Public 
Welfare — This  committee  recommends  that  this  com- 
mittee became  active  and  work  with  the  Welfare 
Department  in  its  operation  of  Title  XIX  (Medi- 
caid). We  also  recommend  that  this  committee 
work  with  or  be  incorporated  with  the  committee  as 
proposed  by  Dr.  Boniface  in  Resolution  No.  4C. 

(Motion  seconded  and  passed.) 

(5)  Advisory  Committee  to  Vocational  Rehabilita- 
tion—The  committee  recommends  that  this  Advisory 
Committee  continue  functioning  with  Dr.  Ben  N. 
Miller  as  chairman. 


(6)  Mediation  Committee— This  report  was  ac- 
cepted as  information. 

(7)  Medical  Services  Committee — This  report  ac- 
cepted as  information. 

(8)  Selective  Service— Printed  material  accepted 
as  information  by  committee. 

(9)  State  Board  of  Medical  Examiners— Committee 
accepted  report  as  information. 

W.  M.  Bennett,  M.D.,  Chairman 
Committee  on  Miscellaneous 
Business. 

The  Chair:  Dr.  Bennett  we  thank  you  very  much, 
you  and  your  committee.  Are  you  willing  to  adopt 
this  report  as  a whole? 

(Vote  taken  and  passed.) 

(N.  B.  Dr.  Bennett’s  Reference  Committee  re- 
port on  Miscellaneous  Business  contained  one 
other  report,  as  follows,  which  he  did  not  read. 
It  is  believed  that  the  business  had  been  handled 
by  the  Reference  Committee  on  Reports  of  Coun- 
cil and  Officers,  and  for  that  reason  he  omitted 
this. 

“Report  of  American  Medical  Association  House 
of  Delegates — The  committee  accepts  the  report 
as  information  and  commends  the  Delegates  for 
a job  well  done.”) 

Now,  gentlemen,  if  there  is  no  objection,  while 
we  are  all  here  we  will  interrupt  the  procedure  just 
a minute  to  discuss  and  vote  on  this  amendment 
to  the  Constitution  and  By-Laws. 

This  has  nothing  to  do  with  any  committee  report, 
we  have  finished  with  the  committee  reports.  If  I 
make  any  mistake  here  I will  ask  our  parliamen- 
tarian, who  I have  requested  to  sit  here  all  through 
this  meeting,  to  correct  me. 

(After  tally  of  the  votes  by  secret  ballot)  Gentle- 
men, it  would  have  required  76  “yes”  votes  to  amend 
the  Constitution  and  only  54  voted  “yes”.  So,  the 
motion  to  amend  the  Constitution  did  not  pass. 

We  will  have  a ten  minute  recess. 

ELECTION  OF  OFFICERS— 

Nomination,  President-Elect,  Dr.  Clay  W.  Evatt, 
by  Dr.  Eddie  Parker. 

ELECTION  OF  OFFICERS: 

Joel  W.  Wyman,  President:  William  L.  Perry, 
President-Elect:  C.  Tucker  Weston,  Vice-President: 
Strother  Pope,  Secretary:  J.  Howard  Stokes,  Treas- 
urer. 

COUNCILORS: 

Clay  Evatt,  1st  District;  Waitus  Tanner,  2nd  Dis- 
trict: Martin  Teague,  3rd  District:  J.  P.  Booker,  4th 
District,  Chairman;  John  N.  Gaston,  5th  District; 
J.  D.  Gilland,  6th  District:  Michael  Holmes,  7th  Dis- 
trict: J.  Harvey  Atwall,  8th  District;  Harold  P.  Hope. 
9th  District. 

DELEGATES  TO  AMA: 

Thomas  Parker,  Joseph  P.  Cain  Jr. 
ALTERNATES: 

Harrison  Peeples,  John  Hawk. 

The  Chair:  Dr.  Evatt  is  recognized. 

Dr.  Clay  W.  Evatt,  Sr.,  Charleston.  S.  C.  I just 
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want,  first  of  all,  to  congratulate  you  ladies  and 
gentlemen  on  having  the  man,  who  was  just  elected, 
as  President-Elect.  He  is  a wonderful  man,  a cap- 
able man  and  he  is  going  to  do  a wonderful  job 
and  anything  I,  or  any  of  my  friends,  can  do  we  will 
do  to  help  him.  Second  and  most  of  all,  I want  to 
congratulate  him  on  being  leader  of  the  nicest  bunch 
of  men,  the  nicest  group  of  men,  the  best  bunch 
of  people  I have  ever  associated  with — and  I have 
associated  with  all  kinds  and  strata,  the  high  and 
low  and  all  in  between,  and  the  doctors  to  my  mind, 
as  time  goes  on,  they  have  to  my  mind  and  to  my 
heart  meant  a whole  lot  more  than  some  of  these 
others  and  I just  congratulate  each,  both  ways. 
Thank  you.  (Applause,  long  and  loud  as  the  entire 
House  stands.) 

Dr.  Ben  Miller:  I have  engraved  certificates  for 
you  doctors,  Dr.  Norman  O.  Eaddy,  this  certificate 
indicates  (reading) 

Norman  0.  Eaddy,  M.D. 

Councilor,  Seventh  District  1961-1966 
Chairman  of  Council  1964-1966 
President-Elect  1966-1967 
President  1967-1968 


Citations  Are  Presented 


John  Hawk,  Jr.,  M.D. 

Vice-President  1966-1967 
Roderick  Macdonald,  M.D. 

Councilor,  Fifth  District  1937-1948  and  1963-1967 

Chairman  of  Council  1947-1949 

President  Elect  1949-1949 

President  1949-1950 

W.  Wyman  King,  Sr.,  M.D. 

Vice-President  1955-1956 
Councilor.  Second  District  1964-1967 
Joseph  D.  Thomas,  M.D. 

Councilor,  Eighth  District  1961-1967 
Ben  N.  Miller,  M.D. 

Secretary  1961-1968 

ANNOUNCEMENT  OF  ELECTION  RETURNS— 
MEDIATION  COMMITTEE 
On  the  Mediation  Committee: 

1st  District— Dr.  Robert  S.  Solomon,  Moncks  Corner 
3rd  District— Dr.  Gordon  Able,  Newberry 
6th  District— Dr.  Swift  Black,  Dillon 
9th  District— Dr.  W.  A.  Wallace,  Spartanburg 
We  have  already  decided  on  the  meeting  place 
and  the  time,  is  there  a motion  that  we  adjourn? 
We  are  adjourned. 


mam  m e J w S:  m 

From  right  to  left  are  the  new  officers  of  the  Woman’s  Auxiliary.  They 
are  Mrs.  Thomas  Parker,  Mrs.  Julian  T.  Buxton  Jr.,  Mrs.  Peter  C.  Gazes, 
Mrs.  W.  L.  McDoew,  and  Mrs.  J.  Ray  Ivester.  (Photo  by  Powell) 
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Dr.  B.  C.  Blakeney  has  begun  the  prac- 
tice of  medicine  in  Pageland.  He  is  asso- 
ciated with  Dr.  D.  C.  Griggs.  Dr.  Blakeney 
was  graduated  from  the  Medical  College 
of  South  Carolina  and  interned  at  Green- 
ville General  Hospital.  Dr.  Bernard  Lapi- 
dus  of  Columbia  has  become  the  first  full- 
time medical  consultant  employed  by  the 
S.  C.  Vocational  Rehabilitation  Depart- 
ment. He  assumed  his  duties  August  1. 
Dr.  John  Rhodes  Haverty  of  Greenville 
has  been  approved  by  the  Georgia  State 
College’s  board  of  regents  as  the  first 
dean  of  the  new  School  of  Allied  Health 
Sciences.  Dr.  Haverty  was  graduated 
from  Princeton  University  and  the  Medi- 
cal College  of  Georgia  and  began  private 
practice  in  Atlanta  in  1957.  He  is  a diplo- 
mate  of  the  American  Board  of  Pediatrics. 
Dr.  Harold  S.  Gilmore  of  Nichols  and  Dr. 
Harold  E.  Jervey  Jr.  of  Columbia  have 
been  renamed  to  four-year  terms  on 
the  Board  of  Medical  Examiners.  Dr. 
J.  Richard  Allison  of  Columbia  re- 
places Dr.  Lawrence  V.  .lowers  on  the 
Board  of  Examiners  and  Registration  of 
Nurses.  Dr.  W.  L.  Byerly  of  Hartsville  was 
honored  this  summer  by  the  Loyal  Order 
of  Moose  in  South  Carolina.  Dr.  W.  Camp- 
bell McLain  Jr.  has  moved  his  practice  in 
internal  medicine  and  cardiology  from 
Columbia  to  Beaufort.  He  has  opened  his 
office  at  3 Dowling  Loop.  He  was  grad- 
uated from  Duke  University  School  of 
Medicine  where  he  later  received  special 
training  in  internal  medicine.  He  interned 
at  Long  Island  College  Hospital  and  served 
his  residency  at  the  Veterans  Hospital  in 
Columbia.  He  is  a diplomate  of  the  Ameri- 
can Board  of  Internal  Medicine.  Dr.  Hal 
Cecil  Anderson  has  become  associated  with 
Dr.  William  Benjamin  Ardrey  III  in  the 
practice  of  pediatrics  in  Rock  Hill.  Dr. 


Herbert  A.  Moskow  has  moved  his  office 
to  1045  South  Palmetto  Avenue  in  Den- 
mark. 

Dr.  James  B.  Causey  has  opened  the 
practice  of  general  medicine  and  surgery 
in  association  with  Dr.  C.  Pulaski  Jr.  at 
410  Jackson  St.,  Hampton.  He  was  grad- 
uated from  the  Medical  College  of  South 
Carolina,  where  he  served  his  internship 
and  later  completed  a year  of  special  study 
in  internal  medicine.  Dr.  Norman  S. 
Walsh,  who  was  discharged  from  the  U.  S. 
Air  Force  recently,  has  entered  the  prac- 
tice of  general  surgery  with  Dr.  Douglas 
C.  Appleby  at  315  Calhoun  Street, 
Charleston.  He  is  a son  of  Dr.  J.  Norman 
Walsh  of  Pinopolis.  A graduate  of  the  Uni- 
versity of  the  South  and  the  Medical  Col- 
lege of  South  Carolina,  Dr.  Walsh  served 
his  internship  and  residency  at  the  Medi- 
cal College  Hospital.  Dr.  Donald  Kenneth 
Freeman  Jr.  has  assumed  his  duties  as 
child  psychiatrist  at  the  Anderson-Oconee- 
Pickens  Mental  Health  Center  in  Ander- 
son. He  is  also  director  of  student  Mental 
Health  Services  at  Clemson  University. 
Dr.  Melvin  G.  Baynard  has  begun  the  prac- 
tice of  general  surgery  in  Barnwell.  He 
has  been  in  Lexington,  Georgia  at  the 
Oglethorpe  County  Medical  Center.  Dr. 
Baynard  is  a native  of  Emporia,  Va. 

Dr.  Joseph  Goodman  of  North  Charles- 
ton has  been  made  medical  director  of  re- 
search for  Raybestos  Corp.  He  has  also 
been  appointed  clinical  instructor  in  Pre- 
ventive Medicine  at  the  Medical  College  of 
South  Carolina.  Dr.  J.  Carroll  Chambers 
has  been  appointed  to  the  southeast  reg- 
ional committee  of  the  American  Social 
Health  Assn.  Dr.  Charles  L.  Hall  has 
joined  Dr.  Jackson  Wood  and  Dr.  William 
Roche  in  the  general  practice  of  medicine 
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in  Greenwood.  I)r.  YV.  L.  Heaner  who  has 
practiced  medicine  in  Orangeburg  since 
1911,  was  presented  a plaque  for  having 
been  selected  Woodman  of  Year  this  sum- 
mer. Dr.  Robert  James,  a neurosurgeon 
formerly  practicing  in  Princeton,  N.  J., 
has  moved  to  Anderson.  He  was  graduated 
from  Princeton  University  and  the  Univer- 
sity of  Maryland  Medical  School.  His  in- 
ternship and  residency  were  served  at 
Lahey  Clinic,  University  of  Maryland  and 
at  Queens  Square  National  Hospital  in 
London.  Dr.  Robert  L.  Galphin  Jr.  has  been 
promoted  and  appointed  to  the  position  of 
chief  of  the  medical  service  at  the  Vet- 
erans Administration  Hospital  in  Charles- 
ton. Dr.  J.  H.  Young  of  Anderson  has  be- 
come a member  of  the  Erskine  College 
Board  of  Trustees.  Dr.  .J.  Kenneth  Stokes, 
formerly  of  Newberry,  has  recently  joined 
Dr.  Richard  M.  Christian  and  Dr.  M.  Rod- 
ney Culler  in  their  practice  of  internal 
medicine  in  Greenwood.  Miss  Beulah  L. 
Gardner.  R.N.,  and  Dr.  Glenn  B.  Carrigan 
were  honored  this  summer  for  many  years 
of  service  to  the  S.  C.  Department  of  Men- 
tal Health.  Dr.  J.  Burr  Piggott  Jr.  has  an- 


The American  College  of  Physicians  will 
present  “Basic  Mechanisms  in  Internal 
Medicine”  October  7-11  in  Baruch  Audi- 
torium, Richmond,  Va. 

For  more  information  write:  Edward 
C.  Rosenow,  Jr.,  M.D.,  Executive  Director, 
American  College  of  Physicians,  4200  Pine 

Street,  Philadelphia,  Pa.  19104. 

* * * 

The  8th  Annual  Charlotte  Postgraduate 
Seminar  will  be  held  October  2-3  in  Pres- 
byterian Hospital  Auditorium,  Charlotte, 
N.  C. 

The  speakers  include  Robert  B.  Green- 
blatt,  M.D.,  J.  Willis  Hurst,  M.D.,  Beverly 
T.  Mead,  M.D.,  Roger  S.  Mitchell,  M.D., 
Israel  Penn,  M.D.,  Nicholas  Vorys,  M.D., 
and  Warren  E.  Wheeler,  M.D.  There  is  no 
registration  fee.  Seventeen  hours  AAGP 

credit  are  given  for  attending. 

* * * 


nounced  the  association  of  Dr.  J.  Lorin 
Mason  Jr.  in  the  practice  of  Orthopedics  at 
333  West  Palmetto  St.,  Florence.  Dr. 
Mason  is  a diplomate  of  the  American 
Board  of  Orthopaedic  Surgery.  Dr.  T.  K. 
Fairey,  Health  Officer  of  Saluda  and  Edge- 
field  Counties,  has  retired  after  30  years 
of  service  to  the  State  Board  of  Health.  A 
graduate  of  Wofford  College  and  the  Med- 
ical College  of  South  Carolina,  Dr.  Fairey 
was  the  first  intern  to  serve  at  the  Colum- 
bia Hospital.  In  the  early  twenties  he  prac- 
ticed medicine  in  St.  Matthews  with  his 
father,  Dr.  J.  K.  Fairey.  Before  becoming 
health  officer,  Dr.  Fairey  carried  on  a pri- 
vate practice  in  Johnston.  He  will  continue 
to  serve  Edgefield  County  as  clinician  in 
charge  of  regular  clinics  at  the  health  de- 
partment. Dr.  Von  A.  Long,  current  Health 
Officer  of  Newberry  and  Laurens  Coun- 
ties, is  the  new  Saluda  County  Health  Offi- 
cer. Dr.  Herschel  B.  Kaufman  is  now  head 
of  the  Goose  Creek  Health  Department. 
Dr.  Robert  S.  Solomon  of  Moncks  Corner 
has  received  a new  term  running  until 
July,  1972,  on  the  S.  C.  Commission  of  Al- 
coholism. 


The  20th  Annual  Scientific  Assembly, 
sponsored  by  the  South  Carolina  Academy 
of  General  Practice,  will  be  held  November 
13-15  at  the  Hotel  Francis  Marion,  Char- 
leston, S.  C. 

* * * 

The  American  Heart  Association’s  41st 
Scientific  Sessions  will  be  held  November 
21-24  at  the  Americana  Hotel,  Bal  Har- 
bour, Fla.  The  Annual  Meeting  of  the  as- 
sociation will  be  held  there  from  Novem- 
ber 24-26. 

* * * 

The  11th  Congress  of  the  Pan-Pacific 
Surgical  Association  is  scheduled  for  Oc- 
tober 14-22  in  Honolulu.  This  follows  the 
meeting  of  the  American  College  of  Sur- 
geons in  San  Francisco,  October  6-10. 

The  scientific  program  will  consist  of 
some  350  speakers  in  all  surgical  special- 
ties. 
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20th  ANNUAL  SCIENTIFIC  ASSEMBLY 


SOUTH  CAROLINA  CHAPTER  OF  THE 
AMERICAN  ACADEMY  OF  GENERAL  PRACTICE 


November  13-15,  1968 
Francis  Marion  Hotel,  Charleston,  S.  C. 
WEDNESDAY,  NOVEMBER  13,  1968 

9:00  A.M.  Registration 
9:30  A M.  Board  of  Directors  Meeting 
12:00  Noon  Luncheon  < Board  of  Directors,  Officers, 
Chairman,  Committees  Commissions) 
1:00  P.M.  Welcome— Asbury  C.  Bozard,  M.D., 
President 

1:15  P.M.  Excessive  Insulin  in  the  Diabetic  Pa- 
tient: A Frequent  Problem  With  Grave 
Consequences 

Joseph  C.  Shipp,  M.D.,  Assoc.  Professor, 
The  J.  Hillis  Miller  Health  Center,  Univ. 
of  Florida  ' sponsored  by  Pfizer  Labora- 
tories) 

2:00  P.M.  Cardiac  Pacemakers— William  S.  Houck, 
M.D.,  Surgeon,  Florence,  S.  C. 

■^oo  P.M.  Urological  Problems  of  the  General 
Practitioner— Part  I David  W.  Goddard, 
M.D..  F.A.C.S.,  Daytona  Beach,  Florida 
(sponsored  by  Eaton  Labs.) 

4:00  P.M.  4:00  P.M.  Strokes,  the  first  step: 
Differential  Diagnosis 
Hiram  Curry,  M.D.,  Associate  Professor 
of  Neurology,  Medical  College  of  S.  C. 
(sponsored  by  S.  C.  Regional  Medical 
Program) 

Exhibits  Open 
5:15  P.M.  Adjourn 
8:00  P.M.  President’s  Reception 

(courtesy  of  Marion  and  Table  Rock 
Laboratories) 

THURSDAY,  NOVEMBER  14,  1968 

9:00  A.M.  Stroke,  the  second  step:  Choice  of 
Therapy. 

A Speaker  will  be  announced  by  Dr. 
Charles  P.  Summerall,  Coordinator  for 
Heart  Disease  and  Stroke,  SCRMP 
(sponsored  by  the  South  Carolina  Reg- 
ional Medical  Program) 

9:40  A.M.  Surgery  and  Diabetes:  Recognition  of 
the  Diabetic  and  Treatment  Before,  Dur- 
ing and  After  Surgery.  Joseph  C.  Shipp, 
M.D.,  Associate  Professor,  The  J.  Hillis 
Miller  Health  Center,  Gainesville, 
Florida  (sponsored  by  Pfizer  Labora- 
tories) 

10:21  A.M.  Business  Meeting 
11:00  A.M.  Urological  Problems  of  the  General 
Practitioner— Part  II 
David  W.  Goddard,  M.D.,  M.A.C.S.,  Day- 
tona Beach,  Florida  (sponsored  by 
Eaton  Labs.) 


11:40  A.M.  Chemotherapy,  Specifically  Related  to 
Gynecological  Malignancies— Paul  B. 
Underwood,  Jr.,  M.D.,  Assistant  Profes- 
sor of  Obstetrics  and  Gynecology,  Medi- 
cal College  of  South  Carolina 
12:15  P.M.  Jaundice  In  Newborn— Milton  Westphal, 
M.D.,  Chairman,  Department  of  Pedia- 
trics, Medical  College  of  South  Carolina 

1:00  P.M.  Luncheon 

Detail  men  are  cordially  invited  to  be 
our  guests  for  this  luncheon. 

FREE  AFTERNOON — Tours,  etc,  planned  by  the 
Local  Arrangements  Committee  Infor- 
mation may  be  obtained  at  the  regis- 
tration desk. 

7:00  P.M.  Social  Hour,  'sponsored  by  B.  F. 
Ascher  Company) 

8:00  P.M.  Banquet 

Speaker,  Maynard  I.  Shapiro,  M.D., 
President  Elect,  The  American  Aca- 
demy of  General  Practice 

FRIDAY,  NOVEMBER  15,  1968 

Immunization  Symposium,  sponsored  by  the  Na- 
tional Communicable  Disease  Center,  under  the 
direction  of  Dr.  R.  Burt  Prater,  Acting  Chief. 

9:00  A.M.  Present  Status  of  Immunization  Pro- 
cedures 'immunization  agents,  effective- 
ness, shortcomings  and  weakness,  etc.) 

9:40  A.M.  Use  and  Abuse  of  Gamma  Globulin 
'rubella,  mumps,  hepatitis— monthly  in- 
jections) 

10:40  A.M.  Rubella  and  Mumps  Vaccine  (Use, 
recommendations,  possible  spread  to 
pregnant  females,  etc.) 

11:20  A.M.  Access  to  Biological  Studies  of  the 
South  Carolina  State  Board  of  Health 
Laboratory  Facilities — Arthur  F.  Di- 
Salvo,  M.D.,  Director,  Division  of 
Laboratories,  S.  C.  State  Board  of 
Health. 

12:00  Noon  Luncheon 

Speaker,  William  M.  McCord,  M.D., 
President,  Medical  College  of  South 
Carolina 

1:30  P.M.  Measles  and  Smallpox  (complications 
and  Contraindications) 

2:10  P.M.  Respiratory  Vaccines— Current  Consid- 
erations 

3:00  P.M.  Horizons  in  Vaccine  Development  and 
Antiviral  Agents  (adenovirus,  cold,  in- 
terferon) 

3:40  P.M.  Panel  Discussion 

5:00  P.M.  Drawing  of  Door  Prizes 
Adjournment. 


September,  1968 


395 


Medical  College  of  South  Carolina 


I)r.  Dale  Groom,  has  been  named  asso- 
ciate dean  of  continuing  education  at  the 
University  of  Oklahoma  School  of  Medi- 
cine. 

He  will  join  the  faculty  in  Oklahoma 
City  as  professor  of  medicine  early  next 
year. 

A member  of  the  Medical  College  of 
South  Carolina  faculty  since  1953,  Dr. 
Groom  serves  as  associate  professor  of 
medicine  and  assistant  dean  for  continu- 
ing education  in  the  School  of  Medicine. 

Dr.  Groom,  who  pioneered  South  Caro- 
lina’s Educational  Television  medical 
broadcast  series,  has  gained  national 
recognition  for  this  work. 

FACULTY  ADVANCEMENTS 

Thirty  members  of  the  Medical  College  faculty 
have  been  promoted,  Dr.  William  M.  McCord  has 
announced. 

Promoted  to  the  rank  of  professor  in  their  respec- 
tive departments  are  Dr.  Richard  H.  Gadsden,  chem- 
istry; Dr.  Bernard  Metz,  physiology:  and  Dr.  Michael 
G.  Weidner,  Jr.,  surgery.  Dr.  Kathleen  A.  Riley  has 
been  promoted  to  the  rank  of  clinical  professor  of 
dermatology. 

Promoted  to  the  rank  of  associate  professor  are 
Dr.  Willis  K.  Mylin,  anatomy;  Dr.  Eugene  Y.  Smith, 
Jr.,  medicine;  Dr.  Walter  M.  Bonner,  Jr.,  medicine; 
Dr.  Stuart  N.  Richardson,  medicine;  Dr.  Hiram  B. 
Curry,  neurology;  Dr.  H.  Oliver  Williamson,  obste- 
trics and  gynecology;  Dr.  Ervin  E.  Bagwell,  phar- 
macology; Dr.  S.  Elliott  Puckette,  Jr.,  radiology; 
Dr.  H.  Biemann  Othersen,  Jr.,  surgery  and  pedia- 
trics; Dr.  Gilbert  B.  Bradham,  surgery;  and  Dr. 
John  F.  Finklea,  preventive  medicine  and  pediatrics. 
Dr.  Frank  H.  Gruber  has  been  promoted  to  the  rank 
of  associate  clinical  professor  of  radiology. 

Promoted  to  the  rank  of  assistant  professor  are 
Dr.  Burness  A.  Barrington,  anatomy;  Dr.  Hilda  S. 
Debacker,  anatomy;  Dr.  Raymond  C.  Pennington, 


anatomy;  Dr.  Brian  N.  Smith,  medicine;  Dr.  Robert 
L.  Galphin,  Jr.,  medicine;  Dr.  Carter  S.  Bagley, 
otorhinolaryngology;  Dr.  Herman  B.  Daniell,  phar- 
macology; Dr.  Jack  K.  Pruett,  pharmacology;  Dr. 
Walter  Newman,  pharmacology;  Dr.  Earl  Godfrey, 
n: urology,  and  Dr.  John  G.  Blackburn,  physiology. 
Promoted  to  the  rank  of  assistant  clinical  professor 
are  Dr.  Eleas  Lawandales,  pediatrics;  Dr.  Julian  T. 
Buxton,  Jr.,  surgery;  and  Dr.  A.  Lawrence  Lemel 
and  Dr.  George  R.  Laub,  otorhinolaryngology. 

FACULTY  APPOINTMENTS 

Dr.  William  M.  McCord  has  announced  25  new 
appointments  bringing  the  total  of  part  and  full 
time  faculty  to  nearly  350. 

New  faculty  members  appointed  to  the  rank  as- 
sociate clinical  professor  are  Dr.  Benjamin  C.  Riggs, 
psychiatry;  Dr.  Samuel  H.  Sandifer,  medicine  and 
preventive  medicine;  and  Dr.  E.  Arthur  Dreskin, 
pathology. 

Appointed  to  the  rank  assistant  professor  are  Dr. 
Darrell  D.  Wheeler,  physiology;  Dr.  Lamar  E. 
Priester,  Jr.,  chemistry;  Dr.  Mary  Velish  Mclndoo, 
psychiatry;  and  Dr.  Arabinda  K.  Sinha,  physiology. 

Receiving  assistant  clinical  professor  appoint- 
ments were  Dr.  Cecil  F.  Jacobs,  preventive  medi- 
cine; Dr.  Donald  G.  Kilgore,  Jr.,  pathology;  and 
Dr.  Donald  H.  Robinson,  preventive  medicine. 

Newly  appointed  associates  are  Dr.  Charles  J. 
Owens,  medicine;  Dr.  William  M.  Davis,  pathology; 
Dr.  Jack  E.  Arrants,  thoracic  surgery;  Dr.  James 
H.  Hardin,  pathology;  Dr.  Broadus  F.  Sowell,  medi- 
cine; Dr.  Robert  W.  Ogilvie,  anatomy;  and.  Dr. 
Patricia  Randals,  psychiatry.  Dr.  H.  Parker  Jones 
has  been  appointed  a clinical  associate  in  preven- 
tive medicine. 

New  instructors  are  Dr.  Margaret  Deanesly,  (Mrs. 
Paul  J.  Biegler,)  medicine;  Dr.  D.  Charles  Dixon, 
pathology;  Dr.  David  W.  Hiott,  pharmacology:  Dr. 
Mario  Kuperminc,  medicine:  and  Dr.  Charles  A. 
Mood,  pediatrics.  Dr.  Joseph  L.  Goodman  has  been 
appointed  a clinical  instructor  in  preventive  medi- 
cine. 

Martha  G.  Flynn,  Hal  S.  Currey,  and  Ulrich  A. 
Hasal  have  been  appointed  assistants  in  occupational 
therapy,  psychiatry,  and  pathology  respectively. 
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MEDICAL  COLLEGE  OF  SOUTH  CAROLINA 


POSTGRADUATE  SEMINAR 

WEDNESDAY — OCTOBER  2,  1968 

12:00  Registration 

1:00  Iron  Metabolism — Dr.  Stuart  Richardson,  Ab- 
sorption transport  and  loss  of  iron  and  the 
synthesis  of  hemoglobin  will  be  discussed  so 
that  the  approach  to  anemias  can  be  better 
understood. 

1:45  Evaluation  and  Management  of  the  Patient 
with  Andemia. — Dr.  Byrd  Stuart  Leavell,  Pro- 
fessor of  Medicine,  University  of  Virginia, 
Charlottesville,  Virginia. 

3:00  * Disability  Evaluation  in  Chronic  Pulmonary 
Disease  — Dr.  Ross  McLean,  Professor  of 
Medicine.  (Section  on  Pulmonary  Diseases), 
Emory  University  School  of  Medicine. 

3:45  Questions  & Answers 

4:00  Cardiology  Seminar  on  Arrhythmias  — Dr. 
Peter  C.  Gazes,  Dr.  Charles  Summerall,  Dr. 
Grady  Hendrix.  Tachycardias  and  heart  block 
will  be  covered.  Techniques  for  detection, 
the  use  of  drugs  and  the  newer  pacing  meth- 
ods will  be  described. 

5:15  Adjournment 

*Sponsored  by  the  S.  C.  Tuberculosis  Association. 

THURSDAY— OCTOBER  3,  1968 

8:30  Registration 

SYMPOSIUM  ON  NEURODIAGNOSTIC  PRO- 
CEDURES PRESENTED  BY  THE  DEPT.  OF 
NEUROLOGY. 


Indigent  Care  Program  eases  is  the  subject  of  “Current  Research  in  Chronic 

Airways  Obstruction”,  a new  400-page  publication  re- 
leased by  the  National  Center  for  Chronic  Disease 
Control. 

The  publication  (Public  Health  Service  Publication 
No.  1717)  contains  30  papers  presented  at  the  9th 
Aspen  Emphysema  Conference. 

A limited  number  of  single  copies  are  available 
from  the  Public  Inquiries  Branch  of  the  Public 
Health  Service,  Washington,  D.C.  The  publication 
may  be  purchased  from  the  Superintendent  of  Docu- 
ments, U.  S.  Government  Printing  Office,  Washing- 
ton, D.  C.  20402,  for  $2.00  each  of  $150  per  hundred. 

Deaths  in  South  Carolina  from  emphysema  and 
chronic  bronchitis  increased  57.7  per  cent  in  the 
period  from  1962-1966. 

Studies  indicate  that  deaths  from  all  respiratory 
diseases  increased  13  per  cent  on  a national  level 
during  this  same  period.  Death  due  to  emphysema 
and  chronic  bronchitis  increased  60  per  cent  na- 
tionally. 


A comprehensive  medical  care  program 
for  indigent  persons  has  begun  limited  op- 
erations at  the  Medical  College  of  South 
Carolina  Hospital,  but  it  is  still  hunting 
for  permanent  headquarters. 

The  program,  financed  by  a $1,106,000 
grant  from  the  Office  of  Economic  Oppor- 
tunity, will  be  initially  limited  to  a patient 
load  of  about  5,000  persons. 

Eventually,  the  program  is  expected  to 
serve  15,000  to  20,000  persons  and  cost 
more  than  $3.2  million  annually. 


Respiratory  Deaths 

Recent  research  into  the  causes  and  progressive 
nature  of  emphysema  and  other  chronic  lung  dis- 


ON  INTERNAL  MEDICINE 

9:00  Electromyography,  Muscle  Biopsy  and  En- 
zyme Studies  in  the  evaluation  of  muscle 
weakness.  Dr.  Earl  Godfrey. 

9:30  The  Electroencephalogram,  The  ECHO — en- 
cephalogram and  the  Radioisotope  Brain 
Scan  in  the  study  of  Brain  Disease. 

Dr.  Rhett  Talbert 
Dr.  Neil  Marshall 

10:45  The  Cerebral  Circulation — Dr.  Hiram  Curry. 
Techniques  for  study  will  be  demonstrated. 

11:00  Panel  Discussion:  Selection  of  Stroke  Patients 
for  Intensive  Diagnostic  Study  and  Possibly 
for  Surgery. 

Dr.  Rhett  Talbert 

11:45  Lunch 

1:00  Cytogenetic  Techniques  in  Diagnosis  — Dr. 
Forde  Mclver,  Department  of  Pathology.  Use 
of  chromosome  studies  in  study  of  inherited 
diseases  will  be  demonstrated. 

1:45  Treatment  in  Chronic  Pulmonary  Emphysema 
— Dr.  Robert  Galphin 

2:45  INH  Prophylaxis  against  Tuberculosis.  Dr. 
Eugene  Smith 

3:15  Panel  Discussion  on  The  Current  Management 
of  Asthma. 

Dr.  Kelly  McKee 
Dr.  Charles  H.  Banov 

Dr.  John  L.  Buerrant  (Professor  of  Medicine, 
University  of  Virginia  School  of  Medicine, 
Charlottesville,  Virginia) 
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It  won’t  do  the  job. 


Neither  will  protection  which  pays  for  only 
a small  portion  of  hospital  and/or  surgical 
costs. 


Blue  Cross  and  Blue  Shield  pre-payment 
plans  are  today’s  best  answer  for  surgical 
and  hospital  protection. 


Blue  Cross  - Blue  Shield, 
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CHIROPRACTIC  STAND  AFFIRMED 

The  House  of  Delegates  of  the  American 
Medical  Association  approved  a resolution 
urging  state  and  county  medical  societies 
to  alert  the  general  public  to  the  health 
hazard  posed  by  the  cult  of  chiropractic. 

The  resolution  further  urged  constituent 
state  medical  associations  and  com- 
ponent medical  societies  to  adopt  formally 
the  AMA  policy  statement  or  some  similar 
expression  on  chiropractic. 

The  policy  statement,  adopted  at  the 
1966  clinical  session,  noted  that:  “It  is  the 
position  of  the  medical  profession  that 
chiropractic  is  an  unscientific  cult  whose 
practitioners  lack  the  necessary  training 
and  background  to  diagnose  and  treat  hu- 
man disease.  Chiropractic  constitutes  a 
hazard  to  rational  health  care  in  the 
United  States  because  of  the  substandard 
and  unscientific  education  of  its  practi- 
tioners and  their  rigid  adherence  to  an 
unscientific  approach  to  disease  causa- 
tion.” 

The  statement  went  on  to  explain  the 
U.  S.  District  Court  decision  and  U.  S. 
Supreme  Court  affirmation  of  a state’s 
constitutional  right  to  refuse  to  license 
chiropractors,  and  to  delineate  the  “harm- 
ful results”  from  the  delay  of  proper  med- 
ical care  caused  by  chiropractors  and  then- 
opposition  to  the  many  scientific  advances 
of  modern  medicine. 

AMA  News 


Hall  Institute  Accreditated 

Accreditation  of  the  William  S.  Hall 
Psychiatric  Institute,  the  training  and  re- 
search unit  of  the  South  Carolina  Depart- 
ment of  Mental  Health,  has  been  an- 
nounced by  C.  M.  Tucker,  Jr.,  chairman  of 
the  South  Carolina  Mental  Health  Com- 
mission. Accreditation  is  for  a three-year 
period. 

In  a letter  to  Dr.  Alexander  G.  Donald, 
director  of  the  Hall  Institute,  Dr.  Porter- 
field, director  of  the  Joint  Commission, 
said:  “The  commission  wishes  to  commend 
you  for  maintaining  standards  deserving 


of  accreditation  and  for  your  constant  ef- 
fort to  improve  the  quality  of  patient  care. 
Please  be  assured  of  our  interest  and  of 
our  willingness  to  be  of  all  possible  help 
to  you.” 

“Those  of  us  in  the  Department  of  Men- 
tal Health  who  have  worked  so  diligently 
on  the  development  of  the  institute  are  ex- 
tremely pleased  that  accreditation  has 
come  so  soon,”  added  Dr.  William  S.  Hall, 
State  Commissioner  for  Mental  Health. 

The  Hall  Institute  was  initially  opened 
as  an  admission-exit  unit  of  the  State  Hos- 
pital in  1963.  In  1965  it  was  set  apart  as 
a research  and  training  center,  separate 
from  the  State  Hospital. 

The  institute  began  accepting  in-pa- 
tients in  September,  1966,  and  made  ap- 
plication for  accreditation  in  November, 
1967.  The  institute  was  inspected  in  April 
and  notification  of  approval  has  now  been 
received. 

“Accreditation  of  the  institute  further 
establishes  South  Carolina  as  a leader  in 
the  field  of  mental  health,”  Dr.  Hall  said ; 
“In  1964  the  State  Hospital  became  the 
first  state  mental  facility  in  the  Southeast 
to  receive  the  stamp  of  approval  by  the 
joint  commisison.  Now  we  are  one  of  only 
two  states  in  the  Southeast  to  have  two 
mental  facilities  so  accredited.” 

In  addition  to  the  psychiatric  training 
program,  the  institute  has  the  only  ap- 
proved psychologist  intern  program  in 
South  Carolina  and  also  offers  an  ac- 
credited clinical  pastoral  education  pro- 
gram and  a pastoral  supervisory  training 
program  for  ordained  clergy. 


Hospital  News 

With  a daily  average  of  97.9  emergency 
room  patients,  Greenville  General  Hospital 
has  made  arrangements  with  four  physi- 
cians to  furnish  full-time,  24-hour  physi- 
cian service  in  the  emergency  room. 

The  four  physicians  are  Dr.  D.  E.  Wal- 
ler, Dr.  Leroy  Howard,  Dr.  J.  H.  Talley 
and  Dr.  J.  A.  Dennis.  Dr.  Waller  will  serve 
as  chief  of  the  emergency  room  service. 
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DEATHS 


I)r.  Franklin  Clayton  Fetter 

Dr.  Franklin  C.  Fetter,  54,  Dean  of  the 
School  of  Medicine  at  the  Medical  College 
of  South  Carolina,  died  July  21  at  a Char- 
leston hospital. 

Dr.  Fetter  was  named  dean  of  the 
School  of  Medicine  in  January,  1966.  In 
November  of  the  same  year  he  was  named 
first  vice  president  of  the  Medical  College. 

He  was  born  in  Park  Place,  Penn. 

He  graduated  from  the  University  of 
Pennsylvania  with  a B.A.  in  1936  and  re- 
ceived his  M.D.  degree  from  Jefferson 
Medical  College  in  1940. 

Dr.  Fetter  interned  at  Philadelphia  Gen- 
eral Hospital  from  1940  to  1942  and  also 
served  his  residency  there  from  1946  to 
1958. 

He  served  as  an  Army  medical  officer 
in  the  Pacific  during  World  War  II  and 
returned  to  Philadelphia  General  Hospital 
where  he  served  as  chief  resident  physi- 
cian and  then  assistant  medical  director 
from  1946  to  1951. 

He  has  also  served  at  the  Albert  Ein- 
stein Medical  Center  and  Presbyterian 
Hospital  in  Philadelphia.  He  was  director 
of  medical  education  from  1963  until  1966 
at  Interhospital  Committee  of  Wilmington, 
Del.,  assuming  responsibility  for  the  ad- 
vanced medical  education  of  interns  and 
residents  in  the  program  there. 

He  also  has  held  a position  as  associate 
professor  at  Temple  University  School  of 
Medicine. 

He  was  a member  of  the  Association  of 
Hospital  Directors  of  Medical  Education, 
the  Association  of  American  Medical  Col- 
leges, the  American  College  of  Hospital 
Administrators,  the  American  Public 
Health  Association  and  the  Alpha  Omega 
Alpha,  an  honorary  medical  society. 


Dr.  Robert  Malcolm 

Dr.  Robert  Malcolm,  81,  of  Sullivan’s 
Island,  former  director  of  the  venereal 
disease  clinic  of  the  Charleston  County 
Health  Dept,  died  August  1. 


Dr.  Malcolm  was  born  in  Jersey  City, 
N.  J.,  on  Sept.  14,  1886.  He  received  his 
medical  degree  from  Bellevue  Medical 
School  of  New  York  University. 

Dr.  Malcolm  practiced  medicine  in  Yon- 
kers, N.  Y.,  prior  to  service  as  a surgeon  in 
the  National  Guard’s  69th  Division  on  the 
Mexican  border  in  1917.  He  attended 
Army  Medical  School  and  later  served  in 
the  Philippines  as  attending  physician  to 
the  governor  general  of  The  Philippines. 

For  three  and  a half  years  Dr.  Malcolm 
was  commanding  officer  of  the  Army  Hos- 
pital at  Fort  Moultrie.  He  retired  from  the 
Army  as  a Major  in  1934  and  became  a 
resident  of  Sullivan’s  Island.  During 
World  War  II  he  was  medical  examiner 
for  the  Selective  Service  board  of  the 
Charleston  district  office.  He  received  the 
Selective  Service  Medal  and  a commenda- 
tion from  President  Truman  for  his  four- 
year  voluntary  service. 

After  World  War  II,  Dr.  Malcolm  re- 
turned to  private  practice  in  the  Mount 
Pleasant  and  Sullivan’s  Island  areas.  In 
1948,  he  was  appointed  clinical  director  of 
venereal  disease  control  for  the  Charleston 
County  Health  Dept. 

Dr.  Malcolm  was  a member  of  the  Fifty 
Year  Club  of  American  Medicine,  the  Medi- 
cal Society  of  S.  C.,  the  S.  C.  Medical  Assn., 
the  Charleston  County  Medical  Society 
and  the  American  Medical  Assn. 


Dr.  John  Charles  Barnett 

Dr.  John  Charles  Barnett,  37,  associate 
director  of  student  health  service  at  Clem- 
son  University,  died  July  13  at  his  home. 

A native  of  Marietta,  Dr.  Barnett  was  a 
graduate  of  Clemson  University  and  com- 
pleted his  medical  training  at  the  Medical 
College  of  South  Carolina.  He  practiced 
medicine  for  a short  time  in  Slater  before 
coming  to  Clemson  in  1959  as  associate  di- 
rector of  student  health  service. 

He  was  a member  of  the  American  Medi- 
cal Association,  the  South  Carolina 
Medical  Association,  the  Anderson  County 
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Medical  Society,  the  American  Academy 
of  General  Practice,  the  National  Ath- 
letic Trainers  Association,  the  American 
College  Health  Association. 


Dr.  Robert  W.  Mance  Jr. 

Dr.  R.  W.  Mance  Jr.,  65,  died  July  9 in 
Upsala,  Sweden  of  a heart  attack.  He  was 
in  Sweden  as  a delegate  to  the  assembly  of 
the  World  Council  of  Churches. 

He  was  born  in  Newbery  and  received 
his  B.A.  and  M.D.  degrees  from  Howard 


University. 

He  received  an  honorary  doctorate 
from  Wilberforce  College  in  Ohio  and  was 
a trustee  there  and  of  the  Interdenomina- 
tional Theological  Seminary  in  Atlanta. 

In  1951  he  received  the  Alexander 
Meiklejohn  award. 

After  receiving  his  medical  degree  he 
practiced  in  Columbia  from  1931  to  1954. 

He  was  a member  of  the  Medico  Chirug- 
ical  Society,  the  National  Medical  Associa- 
tion, Sigma  Pi  Phi  and  Alpha  Phi  Alpha. 


New  Pharmaceutical  Specialties 

by  Paul  De  Haen 


For  detailed  information  regarding  indications, 
dosage,  contraindications,  an  adverse  reactions,  re- 
fer to  the  manufacturer’s  package  insert  or  bro- 
chure. 

Single  Chemicals — Drugs  not  previously  known, 
including  new  salts. 

Duplicate  Single  Products — Drugs  marketed  by 
more  than  one  manufacturer. 

Combination  Products — Drugs  consisting  of  two  or 
more  active  ingredients. 

New  Dosage  Forms — Of  a previously  introduced 
product. 


NEW  SINGLE  CHEMICALS 
RhoGAM 
Biological.  Rx 

Manufacturer:  Ortho  Diagnostics 

Nonproprietary  Name:  Rho<D>  Immune  Globulin 
(Human) 

Indications:  Prevention  of  formation  of  active  an- 
tibodies in  the  Rh  negative  mother  who  has  delivered 
an  Rh  positive  infant. 

Contraindications:  Rho(D)  positive  or  Du  positive 
individual,  Rho(D)  negative  patient  who  has  re- 
ceived an  Rho<D)  positive  blood  transfusion,  exist- 


WINCHESTER 

“CAROLIN AS’  HOUSE  OF  SERVICE ” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year, 
and  invite  your  inquiries. 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921, 
and  advertised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 


ing  immunization  to  the  Rho(D)  blood  factor. 

Dosage:  One  vial,  i.m.,  within  72  hrs.  after  de- 
livery or  miscarriage. 

Supplied:  Vials— packages  of  1. 

VERACILLIN 
Antibiotic-Penicillin.  Rx 

Manufacutrer:  Ayerst  Laboratories 

Nonproprietary  Name:  Sodium  Dicloxacillin  Mono- 
hydrate 

Indications:  Infections  due  to  penicillinase-produc- 
ing staphylococci,  streptococci,  pneumococci,  and 
also  penicill'n-sensitive  staphylococci. 

Contraindications:  Hypersensitivity  to  penicillin. 

Dosage:  Adults — 125  to  500  mg  q6h.  Children — 12.5 
to  50  mg/kg./day  in  divided  doses,  not  to  exceed 
recommended  adult  dosage. 

Supplied:  Capsules— 125  and  250  mg;  bottles  of  20 
and  100. 

DUPLICATE  SINGLE  PRODUCTS 

PATHOCIL 

Antibiotic-Penicillin.  Rx 

Manufacturer:  Wyeth  Laboratories,  Inc. 

Nonproprietary  Name:  Sodium  Dicloxacillin  Mono- 
hydrate 

Indications:  Infections  due  to  penicillinase-pro- 
ducing staphylococci,  streptococci,  pneumococci, 
and  also  penicillin-sensitive  staphylococci. 

Contraindications:  Hypersensitivity  to  penicillin. 

Dosage:  Adults— 125  to  250  mg  q.i.d.  Children— 12.5 
to  25  mg/kg/day  in  divided  doses,  if  body  wt.  more 
than  40  kg  follow  adult  dosage. 

Supplied:  Capsules— 125  and  250  mg;  bottles  of 
25  and  100.  Powder  for  oral  suspension— 62.5  mg/5ml. 

COMBINATION  PRODUCTS 
ALDOCLOR 
Hypotensive.  Rx 

Manufacturer:  Merck  Sharp  & Dohme 
Composition:  Tablets:  150  250 

Methyldopa  250  mg  250  mg 

Chlorothiazide  150  mg  250  mg 

Indications:  Sustained  moderate  to  severe  hyper- 
tension. 

Contraindications:  Active  hepatic  disease,  pheo- 
chromocytoma,  anuria,  and  mild  or  liabile  hyper- 
tension responsive  to  mild  sedation  or  thiazide 
therapy  alone. 

Dosage:  1 tab.  (either  strength)  2 or  3 times  daily, 
during  first  48  hours,  thereafter  to  be  adjusted  in- 
dividually. Do  not  exceed  3 gm  of  methyldopa  or 
1-1.5  gm  of  chlorothiazide. 

Supplied:  Tablets;  bottles  of  100. 

DIALOG  with  Codeine 
Analgesic-Narcotic.  Rx 

Manufacturer:  Ciba  Pharmaceutical  Co. 


Composition:  Tablet: 

No.  2 

No.  3 

Codeine  phosphate 

15  mg 

30  mg 

Allobarbital 

15  mg 

15  mg 

Acetaminophen 

300  mg 

300  mg 

Indications:  Tension  headache,  neuralgia,  more 
severe  pain. 


Contraindications:  None  mentioned. 

Dosage:  As  indicated  by  physician. 

Supplied:  Tablets 

NIFEREX  with  CALCIUM 
Hematinic/Vitamin  Comb,  o-t-c 
Manufacturer:  The  Central  Pharmacal  Co. 
Composition:  Iron  (elemental)  25  mg 

Calcium  carbonate  312  mg 

Ascorbic  acid  (as  sodium 
ascorbate)  125  mg 

Indications:  Mineral  supplement 
Contraindications:  Hemochromatosis  or  hemosi- 
derosis. 

Dosage:  2 tablets  daily. 

Supplied:  Tablets;  bottles  of  100  and  1,000. 
COMBINATIONS  PRODUCTS 
SEAFER 
Hematinic.  o-t-c 

Manufacturer:  S.  F.  Durst  & Co.,  Inc. 

Composition:  Iron  40  mg.  Asorbic  acid  100  mg 
Indications:  Iron  deficiency  anemias.  Need  for 
iron  supplementation  during  pregnancy,  onset  of 
menses,  or  chronic  blood  loss. 

Contraindications:  None  mentioned. 

Dosage:  Adults — 3 or  4 tablets  daily.  Children  over 
6 years— 1 or  2 tablets  daily.  Under  6 years— as  di- 
rected by  physician. 

Supplied:  Tablets;  bottles  of  100  and  1,000. 


HIGH  TIME  TO  KEEP  UP 

If  you  are  a practicing  physician  who  sees  pa- 
tients with  cerebrovascular  disease,  but  feel  you 
can’t  take  time  off  to  keep  up,  the  following  in- 
formation is  for  you! 

The  Bowman  Gray  School  of  Medicine  has  es- 
tablished a program  through  which  internists  and 
generalists  may  take  two-to-six  weeks  of  inten- 
sive training  in  the  prevention  and  treatment  of 
stroke.  The  unique  program  includes  re-orienta- 
tion in  basic  and  clinical  neurology  as  well  as 
cerebrovascular  medicine. 

Physicians  accepted  for  the  program  receive 
$200  per  week. 

For  additional  information  write  to: 

Monroe  Cole,  M.D. 

Department  of  Neurology 
Bowman  Gray  School  of  Medicine 
Winston-Salem,  N.  C.  27103 
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NEW  DOSAGE  FORMS 
DIALOG  Elixir 
Analgesic— Non-Narcotic.  Rx 
Manufacturer:  Ciba  Pharmaceutical  Co. 
Composition:  Each  5 ml  contains:  Allobarbital  7.5 
mg.  Acetaminophen  150  mg. 

Indications:  Relief  of  pain  in  children. 
Contraindications:  None  mentioned. 

Dosage:  As  indicated  by  physician. 

Supplied:  Elixir;  pint  bottles. 

SERAX  Tablets 
Ataraxic  Rx 

Manufacturer:  Wyeth  Laboratories 
Nonproprietary  Name:  Oxazepam 
Indications:  Anxiety,  tension,  agitation,  irritabiilty 
and  related  symptoms. 

Contraindications:  Psychoses,  hypersensitivity  to 
the  drug. 

Dosage:  10  to  30  mg,  3 or  4 times  daily.  Should 
be  individualized. 

Supplied:  Tablets— 15  mg;  bottles  of  100. 

DUPLICATE  SINGLE  PRODUCTS 
PRO-TET 
Biological.  Rx 

Manufacturer:  Lederle  Laboratories 
Non  proprietary  Name:  Tetanus  Immune  Globu 
lin,  Human 

Indications:  Passive  immunization. 
Contraindications:  Not  for  i.v.  inj. 

Dosage:  Adults— 250  units  i.m.  Children— 4 units/ 
Kg.  i.m. 

Supplied:  Vials— 250  units. 

VASAL 

Antispasmodic.  Rx 
Manufacturer:  S.  J.  Tutag  & Co. 

Nonproprietary  Name:  Papaverine  HC1 
Indications:  Cerebral  and  peripheral  ischemia 
associated  with  arterial  spasm,  myocardial  ischemia 
complicated  by  arrhythmias. 

Contrandications:  None  mentioned. 

Dosage:  One  capsule  every  12  hrs.,  may  be  in- 
creased to  two  caps.  ql2h  or  one  cap.  q8h. 
Supplied:  Capsules — 150  mg  (sustained  release) 
COMBINATION  PRODUCTS 
NEBAIR 

Bronchial  Dilator.  Rx 
Manufacturer:  Warner-Chilcott 
Composition:  Isoproterenol  HC1  63  mcg/metered 
spray.  Thonzonium  Bromide?  mcg/metered  spray. 

Indications:  Acute  bronchospasm  in  cases  of  mod- 
erate and  markedly  severe  bronchial  asthma,  em- 
physema, chronic  bronchitis  with  reversible  bron- 
chospastic  components. 

Contraindications:  Preexisting  cardiac  arrhy- 

thmias associated  with  tachycardia;  hypersensitivity 
to  either  ingredient. 

Dosage:  Adults  and  children  over  12  yrs.:  One 
or  two  sprays  q3-4h.  If  two  sprays  are  necessary 


they  should  be  spaced  1 min.  apart.  Not  for  children 
under  12  yrs. 

Supplied:  Aerosol  for  oral  inhalation — 12.6  Gm  of 
solution. 

NORLAC 

Vitamins/Minerals  Comb.-Prenatal.  o-t-c 

Maufacturer:  Rowell  Laboratories 

Composition:  Eleven  vitamins  and  six  minerals. 

Indications:  Nutritional  supplement  in  pregnancy 
and  lactation. 

Contraindications:  None  mentioned. 

Dosage:  One  tablet  daily. 

Supplied:  Tablets— bottles  of  100,  500  and  5,000. 


NEW  MEMBERS  SCMA 
Dr.  John  S.  Floyd,  III 
1268  Orange  Branch  Rd. 
Charleston 
Dr.  Hans  J.  Heller 
V.  A.  Hospital 
Charleston 
Dr.  Albert  B.  Kuritz 
109  Bee  St. 

Charleston 

Dr.  J.  Lorin  Mason 

333  W Palmetto  St. 

Florence 

Dr.  J.  Horton  Smith 
X-Ray  Dept. 

Anderson  Memorial  Hospital 
Anderson 


Malaria  Report 

Prediction  is  that  the  U.  S.  would  record  between 
2,500  and  3,000  malaria  cases  in  1967  apparently  are 
being  borne  out.  The  National  Communicable  Dis- 
ease Center  reports  2,070  cases— 1,981  among  mili- 
tary personnel  and  89  among  civilians — through  mid- 
October. 

NCDC’s  malaria  surveillance  branch  says  all  but 
seven  cases  were  contracted  outside  the  U.  S.  These 
seven  “introduced”  cases  include  two  that  occurred 
at  Ft.  Campbell,  Ky.,  where  two  servicemen  ap- 
parently were  infected  by  mosquitoes  carrying  ma- 
laria parasites  from  soldiers  who  had  served  abroad. 

According  to  Dr.  George  Fisher  of  the  surveil- 
lance branch,  1,899  of  the  military  cases  were  pri- 
mary attacks  this  year  and  82  were  relapses  from 
primary  attacks  in  1966.  NCDC  figures  indicate  that 
the  proportion  of  falciparum  malaria  cases  has  de- 
clined from  32%  of  all  cases  in  1966  to  13%  of  cases 
reported  through  August  1967.  Meanwhile,  the  pro- 
portion of  vivax  malaria  cases  has  risen  from 
60%  to  82%. 


September,  1968 
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Book  Reviews 


HANDBOOK  OF  FRACTURES 

by  Edgar  Lee  Ralston,  B.A., 
M.D.,  F.A.C.S.  C.  V.  Mosby 
Company,  St.  Louis,  Mo., 
1967. Pp.  229.  $10.75. 

The  author  begins  his  book 
with  “Another  book  about 
fractures!”  He  has  found  that 
the  teaching  of  fractures  has 
not  been  given  the  emphasis 
deserved  and  with  curricula  of 
medical  schools  being  further 
compressed,  it  is  doubtful  that 
more  time  can  be  allowed.  He  suggests  approaching 
the  teaching  of  students  by  stressing  the  funda- 
mentals and  broad  general  principles  concerned  in 
the  management  of  fracture  problems.  The  teacher 
should  resist  offering  students  a detailed  and  broad 
picture  of  specific  methods  of  fracture  treatment. 
He  should  omit  and  barely  touch  upon  technical  de- 
tails. The  specific  approach  and  technical  details 
can  wait  until  the  student  interested  in  this  subject 
can  advance  further  in  its  study. 


The  book  of  286  pages,  well  indexed,  offers  such 
a broad  outline  of  fundamentals.  It  is  clearly  writ- 
ten and  well  illustrated.  Treatment  is  dealt  with  to 
a certain  extent.  This  much,  however,  would  be 
completely  necessary  in  any  study  of  fractures. 

The  book  should  serve  the  medical  student  well 
as  a fundamental  survey  of  the  subject. 

B.  L.  Freeman,  Jr.,  M.D. 


ELECTROCARDIOGRAPHIC  NOTEBOOK,  by  M. 

Irene  Ferrer,  M.D.  Third  Edition.  Hoeber  Medical 
Division,  Harper  & Row,  New  York,  1968.  Pp.  144, 
$3.45. 

A packet-sized,  surprisingly  thorough  presentation 
of  clinical  electrocardiography  by  the  director  of 
the  electrocardiographic  laboratory  of  the  Colum- 
hia-Presbyterian  Medical  Center,  New  York.  The 
separation  of  text  and  illustrations  into  the  first  and 
last  portions  of  the  book  would  be  confusing  to  be- 
ginners. This  would  be  a useful  book  for  the  medical 
house-officer  and  resident  to  carry  in  his  pocket,  or 
the  practicing  physician  in  his  bag. 

John  A.  Boone,  M D. 


more  time  can  be 


THE  BRADLEY  CENTER 

An  all  new  homelike  psychiatric  residence  located  on  a lovely  five-acre  tract  inside  the  city, 
providing  a comprehensive  range  of  services,  including  inpatient  (28  beds),  day  care,  and  out- 
patient treatment.  The  therapeutic  setting  is  an  open  community  one  with  no  provisions  for 
locked  wards.  Each  patient  participates  in  an  intensive  treatment  program  consisting  of  indi- 
vidual pyschotherapy,  group  psychotherapy,  topical  small  group  discussions,  occupational  therapy 
and  recreational  therapy,  and  other  group  activities  in  the  Center  as  well  as  in  the  community, 
depending  on  individual  interests  and  needs.  Drugs  are  used  when  appropriate. 

Any  individual  may  be  admitted  who,  in  the  opinion  of  the  staff,  might  benefit  from  the  serv- 
ices provided  in  this  particular  setting.  This  can  best  be  determined  by  a preadmission  consul- 
tation with  the  person  and  a responsible  member  of  his  family. 

Brochures  and  rate  schedules  are  available  on  request. 

Leonard  T.  Maholick,  M.  D. 

Medical  Director 

Maj.  Gen. (Ret.)  Howard  Snyder 

Administrator 


THE  BRADLEY  CENTER,  INC. 

2000  Sixteenth  Avenue 
Columbus,  Georgia  31901 
Area  Code  404  - 324-4882 
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Ilet’s  be  specific  about  Campbell’s  Soups... 


and  cf/c/i 

There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


■ ■ ■ 


THE  RESTLESS  DUODENUM 


DUODENUM-(Conventional  X-ray)  The  restless  duo- 
denum makes  radiographic  diagnosis  difficult,  uncer- 
tain and  often  unproductive.  Is  this  duodenum  normal? 


Pro-Banthine* 

brand  of  III"  I 1 I 

propantheline  bromide 


For  fifteen  years  Pro-Banthine  has  been 
the  most  widely  used  anticholinergic 
agent  in  disorders  of  gastrointestinal 
motility  and  gastric  hypersecretion.  More 
recently  Pro-Banthine  has  reestablished 
its  pharmacologic  effectiveness  in  fa- 
cilitating diagnostic  procedures  using 
intragastric  fibroscopy  and  hypotonic 
roentgenography. 

How  the  X-rays  were  taken 

In  the  hypotonic  duodenograph12  repro- 


duced above,  the  gastrointestinal  trac 
was  relaxed  with  Pro-Banthine.  The  duo 
denum  was  intubated.  Pro-Banthine  ii 
a dose  of  60  mg.  intramuscularly  wa 
used  to  assure  prompt  aperistalsis,  am 
double-contrast  visualization  wa 
achieved  with  ordinary  barium  and  ail 
The  same  pharmacologic  efficienc 
has  proved  of  pronounced  value  in  sue! 
conditions  as:  peptic  ulcer,  pylorospasn 
biliary  dyskinesia,  functional  hypermc  »» 
tility  and  irritable  colon. 


SfF, 


...AT  REST 


SAME  DUODENUM-(Hypotonic  X-ray)  Pro-BanthTne- 
induced  duodenal  calm  permits  full  anatomic  appraisal 
in  the  same  patient.  Duodenal  normality  is  now  evident. 


calms  the  gastrointestinal  tract 


C ntraindications : Glaucoma;severecardiac disease. 
i\ecautions:  Since  varying  degrees  of  urinary  hesi- 
tncy  may  occur  in  elderly  males  with  prostatic 
Ipertrophy,  this  should  be  watched  for  in  such 
;)tients  until  they  have  gained  some  experience 
th  the  drug.  Although  never  reported,  theoreti- 
clly  a curare-like  action  may  occur  with  possible 
His  of  voluntary  muscle  control.  Such  patients 
siould  receive  prompt  and  continuing  artificial  res- 
lation  until  the  drug  effect  has  been  exhausted. 
i\ie  Effects:  The  more  common  side  effects,  in  or- 
cr  of  incidence,  are  xerostomia,  mydriasis,  hesi- 
ticy  of  urination  and  gastric  fullness. 

I'sage:  The  maximal  tolerated  dosage  is  usually 
tj  most  effective.  For  most  adult  patients  this  will 

I four  to  six  15-mg.  tablets  daily  in  divided  doses. 

II  severe  conditions  as  many  as  two  tablets  four  to 
s;times  dailymaybe  required. Pro-Banthlne (brand 


of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 

(1)  Bilbao,  M.  K.;  Frische,  L.  H.;  Rosch,  J.,  and  Dot- 
ter,  C.  T. : Hypotonic  Duodenography,  Scientific 
Exhibit,  Radiological  Society  of  North  America, 
Chicago,  Nov.  27— Dec.  2,  1966. 

(2)  Bilbao,  M.  K.;  Frische,  L.  H.;  Dotter,  C.  T.,  and 
Rosch,  J.:  Hypotonic  Duodenography,  Radiology 
89: 438-443  (Sept.)  1967. 

See  also:  Liotta,  D.:  Pour  le  diagnostic  des  tumeurs 
du  pancreas:  La  duodenographie  hypotonique,  Lyon 
chir.  50:445-460  (May-June)  1955. 
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OMNI-TUSS*  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 

Jsema,  sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome— coughing,  w'heezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-12  years):  */2  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strasenburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester.  N.Y. 
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"Staphylococcus  aureus 


study  I 


Results  of  a 1967  in  vitro— in  vivo 
correlation  study  involving  116  patients  with  Gram-posi- 
tive coccal  infections  in  five  institutions.  All  patients 
were  given  TAO  prior  to  determining  the  susceptibility 
of  the  offending  organism. 


97.0% 

of  the 

organisms  were 
susceptible 
to  oleandomycin1' 


98.0% 

of  the 
patients 

responded 

favorably 
to  TAO(triacetyloleandomycin) 


study  II 


Effect  of  oral  therapy  with 
TAO,  erythromycin,  and  cloxacillin  on  the  survival  time 
of  Rhesus  monkeys  after  intravenous  inoculations  of  le- 
thal doses  of  staphylococci,  phage  type  80/81. 

(8  monkeys  in  each  group) 

conclusion: 


‘Under  the  conditions  of  this  study  and  the  doses  employed, 
it  was  found  that 


was  far  superior  to  erythro- 
mycin, as  was  cloxacillin,  a 
bactericidal  agent,  and  of  par- 
ticular interest, “...bacterio- 
static triacetyloleandomycin 
was  as  effective  or  perhaps 
superior  to  cloxacillin  in 
preventing  lethal  (staphylo- 
coccal, phage  type  80/81) 
infection.” 


(triacetyl- 

oleandomycin) 


‘In  some  cases  more  than  one  pathogenic  organism  was 
isolated  from  the  patient. 


*lt  should  be  pointed  out  that  results  obtained  in  an  exper- 
imental study  of  this  nature  may  not  necessarily  be  di- 
rectly extrapolated  to  the  clinical  situation  as  it  pertains 
to  man. 

TAO  Rx  Information 

INDICATIONS:  Include  streptococci,  staphylococci,  pneumococci  and  gonococci.  Recommended  for  acute,  severe  infections 
where  adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents. 
CONTRAINDICATIONS  AND  PRECAUTIONS:  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatoxicity  of  this  drug  when  therapy 
beyond  ten  days  proves  necessary,  other  less  toxic  agents  should  be  used.  If  clinical  judgement  dictates  continuation  of 
therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the 
first  evidence  of  any  form  of  liver  abnormality.  When  treating  gonorrhea  in  which  lesions  of  primary  or  secondary  syphilis 
are  suspected,  proper  diagnostic  procedures,  including  darkfield  examinations,  should  be  followed.  In  other  cases  in  which 
concomitant  syphilis  is  suspected,  monthly  serological  tests  should  be  made  for  at  least  four  months.  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  hypersensitive  to  the  drug.  Although  reactions  of  an  allergic 
nature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  When  used  in 
streptococcal  infections,  therapy  should  be  continued  for  ten  days  to  prevent  the  development  of  rheumatic  fever  or 
glomerulonephritis.  The  use  of  antibiotics  may  occasionally  permit  overgrowth  of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re-evaluation  of  the  patient’s  therapy.  In  the  event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and  specific  antibacterial  and  supportive  therapy  instituted. 

References:  1.  Isenberg,  H.  D.:  Clinical  Evaluation  of  Laboratory  Guidance  to 
Antibiotic  Therapy;  Health  Laboratory  Science  (July)  1967.  2.  Saslaw,  S.,  Car- 
lisle, H.  N.:  Studies  on  Therapy  of  Staphylococcal  Infections  in  Monkeys. 

1.  Comparison  of  Cloxacillin,  Triacetyloleandomycin  and  Erythromycin.  Proc. 

Soc.  Exp.  Biol.  & Med.:  Vol.  125,  No.  4 (Aug.-Sept.)  1967. 
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In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a fnewl  reason 
for  prescribing  Mellaril 

° (Thioridazine  HCI) 


effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 
Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reactioi 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  th 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  female 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision] 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticari 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride) 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significai] 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrestj 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 


Mellaril* 

(Thioridazine  HCI) 
25  mg.t.i.d. 

for  moderate  to  severe  anxieti 
and  mixed  anxiety- depressio 
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SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J. 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  she’s  getting  better 


Achrocidin* 

Tetracycline  HCI  — Antihistamine  —Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  injection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription  — prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal—  anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial—  bulging  fontanels  in  young  infants. 
Teeth— yellow-brown  staining;  enamel  hypoplasia. 
Blood—  anemia,  thrombocytopenic  purpura,  neutro- 
penia. eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 


349-8 


the  spasm 
reactors 
lyour  practice 
deserve 


each  tablet,  capsule  or 
5 cc.  of  elixir  (23%  alcohol) 

each  Donnatal 
No.  2 

each 

Extentab® 

os  amine  sulfate  0.1037  mg. 

0.1037  mg. 

0.3111  mg. 

r0)ie  sulfate  0.0194  mg. 

0.0194  mg. 

0.0582  mg. 

os  ie  hydrobromide  0.0065  mg. 

0.0065  mg. 

0.0195  mg. 

“marbital  (14  gr.)  16.2  mg.  (Vi 

ng:  may  be  habit  forming) 

gr.)  32.4  mg.  (% 

gr.)  48.6  mg. 

A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 

Brief  summary.  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 

/IH'DOBINS 


TWO  WAYS 
TO  GIVE 

YOUR  PATIENTS 
A MONTH’S 
SUPPLY  OF 
THERAPEUTIC 
VITAMIN  C: 

45  CABBAGES  OR 
30  ALLBEE  WITH  C 


Your  patient  would  have  to  eat  45  cabbages  a month 
(1-1/2  a day)  to  get  as  much  vitamin  C as  is  contained  in 
just  one  bottle  of  30  Allbee  with  C capsules  (taken  one 
capsule  daily).  In  addition,  each  capsule  provides  full 
therapeutic  amounts  of  the  B-complex  vitamins-  For 
example,  as  much  niacin  as  2 pounds  of  sirloin  steak 
Write  30  for  B and  C deficiencies.  This  handy  bottle  of 
30  Allbee  with  C capsules  gives  your  patient  a month's 
supply  at  a very  reasonable  cost  Also  the  economy  size 
of  100  Available  at  pharmacies  on  your  prescription  or 
recommendation 

A H Robins  Company,  Richmond,  Va  23220. 
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Effectiveness:  ACHROMYCIN  Tetra- 
cycline is  a crystalline  broad-spectrum 
antibiotic  which  provides  effective 
therapeutic  activity  against  suscep- 
tible microorganisms. 

Contraindication:  History  of  hyper- 
sensitivity to  tetracycline. 

Warning:  In  renal  impairment,  usual 
doses  may  lead  to  excessive  accumula- 
tion and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are 
indicated  and,  if  therapy  is  prolonged, 
serum  level  determinations  may  be  ad- 
visable. Some  patients  may  develop  a 
photodynamic  reaction  to  natural  or 
artificial  sunlight.  Those  with  a his- 
tory of  photosensitivity  reactions 
should  avoid  direct  exposure  to  sun- 
light while  under  treatment.  Discon- 
tinue  drug  at  first  evidence  of  skin 
discomfort. 

Precautions:  Use  may  result  in  over- 
growth of  nonsusceptible  organisms. 
Constant  observation  is  essential.  If 
new  infections  appear,  take  appropri- 
ate measures.  Use  of  tetracycline 
during  teeth  development  may  cause 
discoloration  of  teeth. 

Side  Effects:  Gastrointestinal  system 
—anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular 
and  erythematous  rashes  (a  case  of 
exfoliative  dermatitis  has  been  re- 


ported); photosensitivity  reaction, 
onycholysis  and  discoloration  of  nails 
(rare).  Kidney— rise  in  BUN,  appar- 
ently dose-related.  Hypersensitivity  re- 
actions—urticaria,  angioneurotic 
edema,  anaphylaxis.  In  young  infants, 
bulging  fontanels  have  been  reported 
following  full  therapeutic  dosage. 
This  symptom  has  disappeared  rapid- 
ly when  drug  is  discontinued.  Teeth— 
dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline 
during  the  latter  half  of  pregnancy, 
and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early 
childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  Blood- 
anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver- 
cholestasis  (rare),  usually  at  high  dos- 
age. Tetracycline  may  form  a stable 
calcium  complex  in  bone-forming  tis- 
sue. If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication 
and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  One  Gm. 

per  day,  in  4 divided  doses  of  250  mg. 
each.  Should  be  given  1 hour  before 
or  2 hours  after  meals,  since  absorp- 
tion is  impaired  by  the  concomitant 
administration  of  high  calcium  con- 
tent drugs,  foods  and  some  dairy  prod- 
ucts. Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


ACHROMYCIN*  V 

TETRACYCLINE  CAPSULES 


ACHROMYCIN*  WORKS  HERE 

TETRACYCLINE 


Actually  ACHROMYCIN  works  wherever  the 
infection  is  due  to  an  organism  your  lab  cultures  have 
shown  to  be  tetracycline-sensitive.  No  other 
tetracycline-or  analogue-can  assure  you  of  quicker  or 
more  effective  antibiotic  action.  After  all,  isn’t  that 
what  you  want  for  your  patient? 

ACHROMYCIN  was  a pioneer  in  tetracycline 
therapy.  Seventeen  years  of  experience  have  shown 
that  when  the  respiratory  system,  the  genitourinary 
system,  or  the  skin  and  soft  tissue  require  treatment 
for  infection  probably  caused  by  any  of  a number  of 
sensitive  strains,  ACHROMYCIN  is  a wise  choice 
for  therapy  while  awaiting  test  results. 

Available  in  31  useful  forms  to  meet  your  situational 
needs. 


The  cost  differential— inconsequential 


LEDERLE  LABORATORIES 

A Division  of 

American  Cyananiid  Company 
Pearl  River,  New  York  10965 
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anticostive* 

hematinic 


PERITINIC 

HematinicwithVitaminsand  Fecal  Softener 

A tablet-a-day  provides: 


• Elemental  Iron  (as  Ferrous  Fumarate)  . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Bs 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

• Bottles  of  60 


anticostive,  adj.  ( anti  opposed  to 
4-  costive  causing  constipation.) 
Against  constipation.  Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic? 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


488-7R— 6062 


Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy  nec- 
essary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

♦Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin ^ . (2%  grains)  162  mg. 

Kaolin  (specially  purified)  . T.  . (85  grains)  5.5  Gin. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


When  eating  fads 
of  teens  or  tots 
Lead  to  a sudden 
case  of  “trots” 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 

s why  we  make  Novahistine’ 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 

Each  Novahistine  LP  tablet  contains  phen- 
ylephrine hydrochloride,  25  mg.,  and  chlor- 
pheniramine maleate,  4 mg. 

Each  Novahistine  Smglet  tablet  contains 
phenylephrine  hydrochloride,  40  mg.;  chlor- 
pheniramine maleate, 8 mg.;  and  acetamin- 
ophen, 500  mg. 

panied  by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Nova- 
histine Singlet,  a total  daily  dose  of  3 or  4 tablets 
will  usually  provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  re- 
tention. Caution  ambulatory  patients  that  drowsi- 
ness may  result. 

PITMAN-M00RE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 


With  Novahistine  LP  tablets  and  Novahistine 
Singlet™  tablets  you  have  the  range  and  flexibility 
of  decongestant  dosage  that  lets  you  prescribe  for 
the  needs  of  the  individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action, 
are  indicated  for  upper  respiratory  infections  accom- 
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TofightTB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

7 (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  act've 
tuberculosis.  Available  in  5’s  and  25’s. 
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When  it’s  time  for  Thorazine  chi<>n>mmazine 


...can  you  depend  on  less? 


constipation;  amenorrhea;  miosis;  mild  fever;  weight  gain; 
hypotensive  effects,  sometimes  severe  with  I.M.  administration; 
epinephrine  effects  may  be  reversed;  dermatological  reactions; 
parkinsonism-like  symptoms  on  high  dosages  (in  rare  instances, 
may  persist);  lactation  and  moderate  breast  engorgement 
(in  females  on  high  dosages);  and  less  frequently,  cholestatic 
jaundice  (use  cautiously  in  patients  with  liver  disease).  Adverse 
reactions  occurring  rarely,  include:  mydriasis;  agranulocytosis; 
skin  pigmentation;  epithelial  keratopathy;  lenticular  and 
corneal  deposits  (after  prolonged  substantial  doses). 

Available:  Tablets,  10  mg.,  25  mg.,  50  mg.,  100  mg.  and  200  mg.; 
Spansule®  capsules,  30  mg.,  75  mg.,  150  mg.,  200  mg.  and  300  mg.; 
Injection,  25  mg./cc.;  Syrup,  10  mg./5  cc.;  Suppositories,  25  mg. 
and  100  mg. 

©1967,  1968  Smith  Kkne  4 French  Laboratories 

Smith  Kline  & French  Laboratories,  Philadelphia 


For  profound  calming  effect  in  moderate  to  severe  mental  and 
emotional  disturbances  of  everyday  practice. 

Before  prescribing,  see  complete  information,  including  adverse 
effects  reported  with  phenothiazines  and  symptoms  and  treatment 
of  overdosage,  in  SK&F  literature  or  PDR.  The  following  is  a 
brief  precautionary  statement. 

Contraindications : Comatose  states  or  the  presence  of  large 
amounts  of  C.N.S.  depressants. 

Precautions:  Potentiation  of  C.N.S.  depressants  may  occur 
(reduce  dosage  of  such  agents  when  used  concomitantly).  Use 
with  caution  in  patients  with  chronic  respiratory  disorders. 
Antiemetic  effect  may  mask  overdosage  of  toxic  drugs  or  obscure 
other  conditions.  Administer  in  pregnancy  only  when  necessary. 
Because  of  possible  drowsiness  use  cautiously  and  warn  patients 
who  operate  vehicles  or  machinery. 

Adverse  Reactions:  Drowsiness;  dry  mouth;  nasal  congestion; 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


N THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
Jterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
ble  on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


( LTR23 I 


Whenever  anxiety  induces  or  intensifies  clinical  symptoms 


Quickly  relieves  anxiety -Helps  improve  response  in 
psychophysiologic  disorders -Seldom  impairs 
mental  acuity  or  physical  coordination, on  proper  dosage  - 
Has  wide  margin  of  safety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows : 

Indications:  Indicated  when  anxiety,  tension 
and  apprehension  are  significant  components 
of  the  clinical  profile. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving) .Though  physi- 
cal and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone  indi- 
viduals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing 


gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  gener- 
ally not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxi- 
ety states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 


Roche 9 

LABORATORIES 
Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  071 10 


and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  butart 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor  men-  i 
strual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  de- 
creased libido— all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may 
appear  during  and  after  treatment;  blood  dys-  i 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  pro- 
tracted therapy. 

Usual  Daily  Dosage:  Individualize  for  maxi 
mum  beneficial  effects.  Oral—  Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HC1) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles  of 
50.  LibritabsT  M'  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg— bottles  of  100.  Will  1 
respect  to  clinical  activity,  capsules  and  tablets 
are  indistinguishable. 


Also  available:  hibritabs  (chlordiazepoxide ) 5 -mg,  10-mg,  2 5 -mg  tabki 
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Each  Pulvule®  corafps 
yphene  hydrochlonlle, 
162  rng.phenacetin,  afid 


Part  of  the  fine  art  of  medicine 


ND-6 


65  mg.  propox; 
227  mg.  aspirin 
32.4  mg.  caffeine 


Additional  information  available  to  the 
medical  profession  upon  request. 

ELI  LILLY  AND  COMPANY 
INDIANAPOLIS,  INDIANA  46206 


DOSAGE:  INJECTABLE  — Average  adult  dose 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 
I.  M.  or  I.  V.  May  be  repeated  every  12  hours. 
Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS -Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 

For  lull  information,  see  Package  Insert 
or  P.D.R. 

Riker  Laboratories 
Northridge,  California  91324 


Norflex 

(orphenadrine  citrate) 


The  muscle  relaxant 
■ that  works 

before  you  write  a prescription 


Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 
Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,  1 tablet  b.i.d. 


CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon^)  concurrently. 


WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 


SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 
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A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 

Psychotherapy,  analytic  or  directive,  individually  or  group,  oriented ; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 


Vi. 


raid  rat€ 


A palatable  chloral  hydrate  syrup 


containing  10  grains  in  each  teas  poo  nfu 


and  'l/-' 


JONES  and  VAUGHAN 


Richmond  26,  Virginia 
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Manuscripts — Manuscripts  should  be  typewritten,  double  spaced,  and  the 
original  and  a carbon  copy  submitted. 

Illustrations — Ordinarily  publication  of  4 small  illustrations  or  the  equiva- 
lent accompanying  an  article  will  be  paid  for  by  The  Journal.  Any  number 
beyond  this  must  be  paid  for  by  the  author  except  under  unusual  condi- 
tions. Illustrations  should  be  sent  as  glossy  prints  or  graphs  in  black  ink 
with  lettering  large  enough  to  show  after  reduction. 

References — Should  conform  to  the  following  order:  surname  and  initials 
of  author,  title  of  article  in  small  letters,  name  of  periodical,  with  volume, 
page,  month,  day  of  the  month  if  weekly,  and  year — e.g.:  Lee,  G.  S.:  The 
heart  rhythm  following  therapy  with  digitalis.  Arch  Int  Med  44:554,  Dec. 
1942.  They  should  be  listed  numerically  in  order  of  appearance  in  the  text. 
Standard  abbreviation  for  journals  should  be  used.  Note  that  periods  are  not 
used  with  these  abbreviations  as  indicated  by  the  Index  Medicus.  Other 
abbreviations  should  also  be  standard — e.g.  mg,  ml,  Gm. 

Reprints — Reprints  will  be  made  for  the  author  at  established  rates. 
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pinworms 
in  this 
school? 


possibly,  because  hygienic  mea- 
sures alone,  however  meticulous, 
may  not  prevent  the  spread  of 
pinworm  infections  which  are 
estimated  to  occur  in  from  Vz  to 
more  than  Vi  of  all  American 
children  from  every  social  level 

REMINDER:  Because  pinworm  infections 
spread  easily  and  quickly  in  families, 
schools,  and  institutions,  multiple  infec- 
tions among  primary  groups  seem  to  be 
the  rule  rather  than  the  exception.  For 
successful  management,  it  is  desirable 
to  check  all  exposed  members  of  the 
family  or  play  group.  The  single-dose 
efficacy  of  POVAN  makes  therapy 
entirely  practical,  convenient,  and 
economical. 

INDICATION:  Pinworm  infection. 
PRECAUTIONS:  Tablets  should  be  swal- 
lowed whole  to  avoid  staining  teeth. 
Pyrvinium  pamoate  will  stain  most 
materials.  Stools  may  be  colored  red. 
ADVERSE  REACTIONS:  Nausea,  vomit- 
ing, cramping,  and  diarrhea  have  been 
reported. 

POVAN  is  available  in  suspension  or 
tablet  form.  The  pleasant-tasting,  straw- 
berry-flavored suspension  contains  the 
pamoate  equivalent  of  1 0 mg.  of 
pyrvinium  base  per  cc.,  in  2-oz.  bottles. 

The  sugar-coated  tablets  each  contain 
the  pamoate  equivalent  of  50  mg.  of 
pyrvinium  base,  bottles  of  25. 

When  examination  reveals  pin- 
worm infection— an  increasing 
number  of  physicians  favor  treat- 
ment with  a single,  well-tolerated 
dose  of— 

■ ■ 

(pyrvinium  pamoate) 

PARKE.  DAVIS  ft  COMPANY.  DETROIT.  MICHIGAN  48232 

| PARKE-DAVIS  | 
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THE  BRADLEY  CENTER 


An  all  new  homelike  psychiatric  residence  located  on  a lovely  five-acre  tract  inside  the  city, 
providing  a comprehensive  range  of  services,  including  inpatient  (28  beds),  day  care,  and  out- 
patient treatment.  The  therapeutic  setting  is  an  open  community  one  with  no  provisions  for 
locked  wards.  Each  patient  participates  in  an  intensive  treatment  program  consisting  of  indi- 
vidual pyschotherapy,  group  psychotherapy,  topical  small  group  discussions,  occupational  therapy 
and  recreational  therapy,  and  other  group  activities  in  the  Center  as  well  as  in  the  community, 
depending  on  individual  interests  and  needs.  Drugs  are  used  when  appropriate. 

Any  individual  may  be  admitted  who,  in  the  opinion  of  the  staff,  might  benefit  from  the  serv- 
ices provided  in  this  particular  setting.  This  can  best  be  determined  by  a preadmission  consul- 
tation with  the  person  and  a responsible  member  of  his  family. 

Brochures  and  rate  schedules  are  available  on  request. 


Leonard  T.  Maholick,  M.  D. 

Medical  Director 

Maj.  Gen. (Ret.)  Howard  Snyder 

Administrator 


THE  BRADLEY  CENTER,  INC. 

2000  Sixteenth  Avenue 
Columbus,  Georgia  31901 
Area  Code  404  - 324-4882 
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To  fight  TB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

7 (Rosenthal) 

? de  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  act've 
tuberculosis.  Available  in  5's  and  25’s. 


After  the  picnic 
even  Gramps 

Was  a victim  of 
intestinal  cramps 


Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 


Full  speed  ahead, 
Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6 to 
8 hours. 


Gotta  make  a 
pit  stop  to  take 
my  cough  syrup. 


Each  Cough  Calmer™  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM*;  Glyceryl  guaiaco- 


. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 
In  elderly  patients  it  is  particularly  important 
to  stop  the  diarrhea  fast.  Parepectolin  helps  you 
control  diarrhea  promptly  and  gain  the  patient’s 
confidence  until  etiology  has  been  determined. 


Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 


warning : may  be  habit  forming 

Pectin (214  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three  times 
daily. 


late,  50  mg..  Dextromethorphan  hydrobromide,  7 5 mg 
A H Robins  Company,  Richmond,  Virginia  23220 
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WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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SUGAR  FREE 
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PROOF  POSITIVE 

Diet-Rite  Cola  ...  America ' s Number  One  low-calorie  cola... 
no  sugar  at  all . . . less  than  one  calorie  per  bottle . . . the 
one  with  the  wonderful  taste  of  cola . . . pH  approximately 
2.6  to  2. 8... same  general  range  acidity  as  other  cola 
beverages  plus  number  of  fruit  juices. 

You  will  like  Diet-Rite  Cola.  So  will  your  patients. 


ROyfll  C31T0'WH©CZ/01Qj  C/O.  Columbus,  Georgia 

"DIET-RITE"  IS  A TRADEMARK  OF  ROYAL  CROWN  COLA  CO.  REG.  U.S.  PAT.  OFF.  © 1967  ROYAL  CROWN  COLA  CO. 


when  cough 
is  not 

the  only  sound 
you  hear  ♦ . ♦ 


OMNI-TUSS*  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome— coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omm-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (I)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-12 years):  Vi  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strascnburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester.  N.Y. 


In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a fnewl  reason 
for  prescribing  Mellaril 

0 (Thioridazine  HC1) 


effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 
Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 


Mellaril 

(Thioridazine  HC1) 

25  mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 


SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  68-1. 
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Eli  Lilly  and  Company 
Indianapolis,  Indiana 


“The  inconvenience  of  a cold” 


nTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

rren  nTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis  — or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  NTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


NTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadil®  (brand  of  thenyldiamine)  HCI 
0. 1 per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 

Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 

Winthrop  Laboratories,  New  York,  N.Y.  10016  _ V/nffirc) 


nTz 
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“All  Registered  Nurses  are  Alike” 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards. 
Therefore,  all  registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no  more  non- 
sensical than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to 
come  up  to  certain  required  standards,  then  all 
aspirin  tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences 
involving  purity,  potency  and  speed  of  tablet  dis- 


integration. These  Bayer®  standards  result  in  sig- 
nificant product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  enables 
Bayer  tablets  to  stay  strong  and  gentle  until  they 
are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn’t  so. 

You  might  also  say  that  all  registered  nurses 
aren’t  alike,  either. 


Summation: 

In  addition  to  its  primary  indications  for  duodenal 
and  gastric  ulcer,  Robinul  Forte  (glycopyrrolate) 
is  indicated  for  other  G-l  conditions  that  may 
benefit  from  anticholinergic  therapy.  Robinul-PH 
Forte  (glycopyrrolate  2 mg.  with  phenobarbital) 
is  indicated  when  these  situations  are  complicated 
by  mild  anxiety  and  tension. 
Contraindications:  Glaucoma,  urinary  blad- 
der neck  obstruction,  pyloric  obstruction,  stenosis 
with  significant  gastric  retention,  prostatic 
hypertrophy,  duodenal  obstruction,  cardiospasm 
(megaesophagus),  and  achalasia  of  the  esophagus, 
and  in  the  case  of  Robinul-PH  Forte,  sensitivity 
to  phenobarbital. 

Precautions:  Administer  with  caution  in  the 
presence  of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side 
effects  associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash. 

Dosage:  Should  be  adjusted  according  to  indi- 
vidual patient  response.  Average  and  maximum 
recommended  dose  is  1 tablet  three  times  a day: 
in  the  a.m.,  early  p.m.,  and  at  bedtime.  See 
product  literature  for  full  prescribing  information. 
Supply:  Robinul  (glycopyrrolate  1 mg.):  Robinul 
Forte  (glycopyrrolate  2 mg.):  Robinul-PH  (glyco- 
pyrrolate I mg.)  with  phenobarbital  16.2  mg. 
(Warning:  may  be  habit  forming):  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  may  be  habit  forming),  in 
bottles  of  100  and  500  tablets.  A.  H.  Robins 
Company,  Richmond,  Va.  23220. 


ii  In  peptic  ulcer  therapy,  wont  you 
ive  Robinul  For  te  a FairTr  ial? 

(glycopyrrolate) 


Six  years  ago  the  A.  H.  Robins 
Company  introduced  glycopyrro- 
late, a unique  anticholinergic  agent 
described  in  the  prescribing  litera- 
ture as  more  closely  approaching  the 
■ ideal  compound  for  controlling 
' gastric  hyperacidity  and  hyper- 
Jf  motility  of  the  G-I  tract.  Although 
glycopyrrolate  (Robinul  Forte) 
d good  acceptance  among  numerous  physicians, 
Y others  just  didn’t  seem  to  want  to  give  it  a try, 
ably  because  the  anticholinergic  they  were  al- 
y using  was  giving  acceptable  results. 

■ 'ever,  we  believe  you’ll  agree  there’s  always 
1 1 for  a better  anticholinergic.  This  is  why  we’re 
Big  you  to  give  Robinul  Forte  a fair  trial.  Robinul 
: exerts  a highly  specific  antisecretory  action  and 
ed  inhibitory  effect  on  intestinal  tone.  We’re  con- 
d you’ll  agree  that  this  is  indeed  an  outstanding 
B when  you  observe  its  outstanding  suppression  of 
symptoms.  Furthermore,  it  is  unique  in  that  it 
es  intestinal  tone,  yet  has  little  or  no  effect  on 
:alsis.  In  addition,  the  incidence  of  the  more 
rsome  peripheral  side  effects  is  low. 

>nger  does  the  physician  have  to  look  for  extreme 
W nouth  as  the  measure  of  his  anticholinergic’s  ef- 
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fectiveness.  The  only  way  we  can  demonstrate  to  you 
firsthand  the  efficacy  of  glycopyrrolate  (Robinul 
Forte)  is  for  you  to  try  it  in  your  practice.  That’s 
why  we’re  asking  you  to  give  it  a Fair  Trial.  Flow  can 
you  give  it  a Fair 
Trial?  You  do  it  this 


• ad- 


way: 

First : When  you  see 
your  very  next  ulcer 
patient,  write  him  a 
script  as  shown . 

Next:  Wait  10  days 
or  until  your  patient  comes  in  for  his  next  appointment 
and  get  his  “verdict”  as  to  how  he  feels.  Examine  all 
the  evidence  and  make  your  evaluation  of  his  condition. 

Finally:  Render  your  ver- 
dict. If  it’s  “significant  im- 
provement and  marked  relief  of 
symptoms,”  then  we  believe 
you’ll  agree  that  Robinul  Forte 
has  proved  its  worth,  and  we 
rest  our  case.  If  not,  consider 
our  case  for  Robinul  Forte 
closed.  That’s  a Fair  Trial, 
Doctor,  and  it’s  all  we  ask. 


Robinul  Forte 

(glycopyrrolate,  2 mg.) 

The  summation  is  an  important 
part  of  every  case.  Y ou’ll  find  ours 
on  the  preceding  page,  Doctor. 
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This  advertisement  for  TAO"'  (tri- 
acetyloleandomycin), published  at 
the  request  of  the  Food  and  Drug 
Administration,  replaces  a recent 
one  which  the  FDA  regards  as  mis- 
leading. 


The  advertisement  headlined 
“new  evidence  for  TAO  . . .”  and 
emphasized  that  the  drug  is  “for  the 
frequently  seen  respiratory  infec- 
tion in  the  office  and  for  a problem 
pathogen"  in  the  hospital.  "Staphy- 
lococcus aureus/' 

We  emphasize  that  triacety lole- 
andomycin  is  to  be  used  only  for 
acute,  severe  bacterial  infections 
where  adequate  sensitivity  testing 
has  demonstrated  susceptibility  to 
this  drug  and  resistance  to  other 
less  toxic  agents.  In  view  of  the  pos- 
sible, but  reversible,  jaundice  and 
hepatotoxicity  of  this  drug,  other 
less  toxic  agents  should  be  used  un- 
less the  organism  is  resistant  to 
those  agents,  or  in  those  cases 
where  hypersensitivity  precludes 
their  use. 

TAO  is  contraindicated  in  pre- 
existing liver  disease  or  dysfunc- 
tion, and  in  individuals  who  have 
shown  hypersensitivity  to  the  drug. 


The  advertisement  emphasized 
that  no  tooth  staining  has  been  re- 
ported after  ten  years  of  use  of  this 
antibiotic-  The  Food  and  Drug  Ad- 
ministration regards  this  claim  as 
an  implied  comparison  suggesting 
that  triacetyloleandomycin  and  tet- 
racycline have  a similar  antibacteri- 
al spectrum  of  effectiveness,  and 
that  TAO  has  less  toxic  potential. 
Any  such  implication  is  not  intend- 
ed and,  of  course,  would  be  invalid. 

The  advertisement  referred  to  a 
research  study  in  which  patients 
were  given  triacetyloleandomycin 
prior  to  determining  the  susceptibil- 
ity of  the  offending  organism.  Any 
suggestion  that  triacetyloleando- 
mycin be  used  clinically  without 
first  determining  susceptibility  of 
the  offending  organism  should  be 
disregarded. 

J.B.ROERIG  DIVISION 

CHAS.  PFIZER  & CO.,  INC. 

235  EAST  42nd  STREET 
NEW  YORK,  N.Y.10017 
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TAC  )®(triacetyloleandomycin) 

Brief  Summary 

INDICATIONS:  Include  streptococci, 
staphylococci,  pneumococci  and  gono- 
cocci. Recommended  for  acute,  severe  in- 
fections where  adequate  sensitivity  test- 
ing has  demonstrated  susceptibility  to 
this  antibiotic  and  resistance  to  less 
toxic  agents. 

CONTRAINDICATIONS:  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction, 
and  in  individuals  hypersensitive  to  the 
drug. 

PRECAUTIONS:  CAUTION:  USE  OF  THIS 
DRUG  MAY  PRODUCE  ALTERATIONS  IN 
LIVER  FUNCTION  TESTS  AND  JAUNDICE.  CLI- 
NICAL EXPERIENCE  AVAILABLE  THUS  FAR 
INDICATES  THAT  THESE  LIVER  CHANGES 
WERE  REVERSIBLE  FOLLOWING  DISCONTIN- 
UATION OF  THE  DRUG. 

Not  recommended  for  prophylaxis  or  in 
the  treatment  of  infectious  processes, 
which  may  require  more  than  ten  days 
continuous  therapy.  In  view  of  the  possi- 
ble hepatotoxicity  of  this  drug  when  ther- 
apy beyond  ten  days  proves  necessary, 
other  less  toxic  agents  should  be  used.  If 
clinical  judgment  dictates  continuation 
of  therapy  for  longer  periods,  serial  moni- 
toring of  liver  profile  is  recommended, 
and  the  drug  should  be  discontinued  at 
the  first  evidence  of  any  form  of  liver 
abnormality.  When  treating  gonorrhea  in 
which  lesions  of  primary  or  secondary 
syphilis  are  suspected,  proper  diagnostic 
procedures,  including  dark-field  examina- 
tions, should  be  followed.  In  other  cases 
in  which  concomitant  syphilis  is  sus- 
pected, monthly  serological  tests  should 
be  made  for  at  least  four  months.  When 
used  in  streptococcal  infections,  therapy 
should  be  continued  for  ten  days  to  pre- 
vent the  development  of  rheumatic  fever 
or  glomerulonephritis.  The  use  of  antibi- 
otics may  occasionally  permit  overgrowth 
of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re- 
evaluation  of  the  patient’s  therapy.  In  the 
event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and 
specific  antibacterial  and  supportive 
therapy  instituted. 

ADVERSE  REACTIONS:  Although  reactions 
of  an  allergic  nature  are  infrequent  and 
seldom  severe,  those  of  the  anaphylac- 
toid type  have  occurred  on  rare  occasions. 

J.B.ROERIG  DIVISION 

CHAS.  PFIZER  & CO..  INC. 
235  EAST  42nd  STREET 
NEW  YORK.  N.Y.  10017 


Q*  How  much  does 

the  anticostive* 
hematinic  cost? 

A • No  more  than 
costive  hematinics 
cost! 


The  anticostive  hematinic  is 

PERITINIC' 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  effect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bn 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid  15  mg 

Bottles  of  60 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing  hematinic? 


(<jg|2gp)  |_EDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Compan' 
Pparl  River.  New  York  10965 


490-7R-6064 
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An  antibiotic 
should  work  well 
in  either  acid 
or  alkaline  urine. 


It  isn't  always  necessary  to  adjust  urinary  pH 
in  treating  G.U.  infections. 

Not  when  the  causative  organism  is  a strain 
sensitive  to  DECLOMYCIN5  Demethylchlor- 
tetracycline,  as  is  often  the  case. 

DECLOMYCIN  remains  stable  and  active  in 
either  acid  or  alkaline  urine.  So  there’s  no  need 
to  acidify  the  urine  to  keep  the  antibiotic  at 
work. 

Why  match  the  urine  to  the  antibiotic... when 
you  can  match  the  antibiotic  to  the  urine ...  by 
prescribing  DECLOMYCIN.  A b.i.d.  dosage 
makes  therapy  convenient  for  your  patient. 

Effectiveness:  DECLOMYCIN  Demethylchlortetra- 
cycline  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections 
caused  by  organisms  sensitive  to  the  tetracyclines. 

Contraindication:  History  of  hypersensitivity  to  de- 
methylchlortetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indi- 
cated, and,  if  therapy  is  prolonged,  serum  level  de- 
terminations may  be  advisable.  A photodynamic 
reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifesta- 
tions. In  a smaller  proportion,  photoallergic  reac- 
tions have  been  reported.  Patients  should  avoid 
direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organ- 
isms may  occur.  Constant  observation  is  essential.  If 
new  infections  appear,  appropriate  measures  should 
be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  en- 
terocolitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  a rare  case  of  exfoliative  der- 
matitis has  been  reported.  Photosensitivity;  ony- 
cholysis and  discoloration  of  the  nails  (rare).  Kidney 
— rise  in  BUN,  apparently  dose-related.  Transient 
increase  in  urinary  output,  sometimes  accompanied 
by  thirst  (rare).  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given 
this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  in- 
stitute appropriate  therapy.  Demethylchlortetracy- 
cline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours 
after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of 
streptococcal  infections  should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


Capsules:  150  mg;  Tablets:  film  coated  — 300  mg, 
150  mg  and  75  mg  of  demethylchlortetracycline  HC1. 

355-8 

DECLOMYCI N 

DEMETHYLCHLOKTEnUCYCLINE 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 


Prescribing  information  — Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg,  Amino- 
phylline,  195  mg  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR. 
Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, stenosing  peptic  ulcer,  pyloroduodenal 
or  bladder  neck  obstruction. 

Precautions:  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy:  Use  in  pregnancy,  nursing 
mothers  and  women  who  might  bear  children  only 
when  potential  benefits  have  been  weighed  against 
possible  hazards. 

A/ofe.The  iodine  in  isopropamide  iodide  may 
alter  PBI  test  results  and  will  suppress  I131 
uptake;  discontinue  ‘Ornade’  one  week  before 
these  tests. 

Adverse  Reactions:  Drowsiness;  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  adverse  reactions 
of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chest,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  incoordination,  tremor, 
difficulty  in  urination.  Thrombocytopenia, 
leukopenia  and  convulsions  have  been  reported. 
Supplied  : Bottles  of  50  capsules. 


a stuffy  nose 
is  no 

laughing  matter 


T rademark 


Ornade 

Each  capsule  contains  8 mg.  of  Teldrin® 
(brand  of  chlorpheniramine  maleate),  50  mg. 
of  phenylpropanolamine  hydrochloride,  and 
2.5  mg.  of  isopropamide,  as  the  iodide. 

Spansule  Capsules 

brand  of  sustained  release  capsules 

each  one  can 
give  him  all-day 
or  all-night  relief 
of  nasal  congestion 


Smith  Kline  & French,  Laboratories 
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TUBERCULOSIS  TODAY  IN 
SOUTH  CAROLINA 


It  is  the  purpose  of  this  paper  to  com- 
ment on  the  status  of  tuberculosis  in  South 
Carolina  at  this  time  and  in  a brief  way  to 
outline  the  present  approach  to  the  prob- 
lem of  control  of  this  disease  now  in  prog- 
ress. 

Taking  a backward  glance,  tuberculosis, 
once  the  leading  cause  of  all  deaths,  drop- 
ped from  this  dominant  position  in  the  late 
teens  of  this  century  and  by  1955  dropped 
from  among  the  top  ten  in  South  Carolina. 
Today  it  is  about  20th  among  the  causes 
of  death  and  perhaps  this  position  is  sus- 
tained only  by  the  present  system  of  cod- 
ing, which  counts  as  a tuberculosis  death 
any  certificate  which  shows  this  disease  to 
be  present,  even  though  unrelated  to  im- 
mediate cause  of  death.  Even  so,  death 
rates  have  continued  to  decrease,  about 
three  per  cent  per  year  from  the  teens  of 
this  century  to  about  1950,  and,  due  to  the 
impact  of  chemotherapy,  rather  rapidly, 
about  10  percent  per  year,  since  then. 
With  a decline  of  from  200  per  100,000  to 
less  than  five,  or  a 98  per  cent  decrease, 
mortality  rates  are  no  longer  a useful  in- 
dex of  the  magnitude  of  the  problems  in 
tuberculosis.  This  is  graphically  illustrated 
in  the  first  chart  which  shows  death  rates 
for  1920,  1940  and  1967  by  age  groups. 
Even  though  the  actual  number  of  deaths 
has  increased  in  the  past  two  years,  1966 
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and  1967,  for  the  reasons  mentioned  they 
are  not  a valid  indicator  of  the  disease. 
Even  with  these  increases  the  rate  remains 
4.7  per  100,000  in  South  Carolina,  com- 
pared with  the  provisional  figure  of  3.9 
for  the  nation  as  a whole. 


AGE  GROUPS 


The  incidence  of  newly  diagnosed  active 
cases  of  tuberculosis  has  also  shown  de- 
creases, but  has  generally  lagged  behind 
the  decline  in  deaths  and,  in  South  Caro- 
lina, has  shown  actual  increases  in  recent 
years.  Excluding  the  artificial  rise  in  new 
case  rates  in  1962,  coincident  to  the  in- 
clusion of  active  primary  cases  for  the 
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first  time  in  that  year,  there  have  been 
two  years  since  1954  with  actual  increases 
in  new  active  cases  of  tuberculosis — 1965 
with  nearly  11  percent  increase  and  1967 
with  3.8  per  cent.  Even  with  the  slight 
increases  the  new  case  rate  for  1967  is 
provisionally  28.7  for  South  Carolina,  com- 
pared with  the  provisional  rate  of  24.5  for 
the  entire  nation  in  1966,  the  latest  na- 
tional figure  available.  It  is  felt  that  even 
these  increases  are  due  more  to  better  case 
finding  techniques,  especially  the  surviel- 
lance  of  all  contacts  of  newly  diagnosed 
cases  of  tuberculosis,  and  thereby  finding 
cases  earlier  rather  than  at  some  later 
date  and  probably  in  a more  advanced, 
contagious  stage. 

Chart  No.  2 shows  graphically  the  rates 
of  new  active  cases  of  tuberculosis  by  age 
group,  by  sex,  and  by  race  for  the  year 
1967  in  South  Carolina.  The  columns  rep- 
resenting age  groups  are  proportionate  to 
the  percentage  of  the  total  population  they 
represent.  It  can  be  seen  that  the  rates  of 
the  0-4  year  olds  have  decreased  so  much 
that,  especially  for  the  whites,  there  is  no 
longer  the  drop  in  the  5-14  age  group 
which  has  been  cited  as  evidence  of  the 
relative  immunity  to  the  disease  during 
this  period.  Only  in  the  Negro  females 
among  this  age  group  is  there  a vestigial 
remnant  of  the  once  sharp  drop  in  this 
category.  In  the  15-24  age  group  there  are 
increases  in  all  categories,  greatest  in  the 
males  of  both  races  and  greater  in  the 
Negro  females  than  the  white  females,  a 
fact  which  continues  to  support  the  rela- 
tive immunity  of  the  5-14  year  old  group. 
In  all  categories  except  the  Negro  males 
there  is  a flattening  trend  in  the  curve  to 
the  25-44  age  group.  The  sharpest  rise  of 
all  was  among  the  Negro  males  in  the  45 
to  64  age  group  with  a somewhat  lesser 
rise  among  white  males.  Even  though 
there  are  increases  in  the  females  in  the 
25-44  age  group  the  greatest  rise  for  fe- 
males of  both  races  occurred  in  the  65- 
and-over  group.  The  white  males  also 
showed  their  highest  rate  in  the  oldest  age 
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group,  while  among  the  Negro  males  there 
was  a slight  drop  from  the  peak  in  the  45 
to  64  year  old  group,  even  though  the  rate 
for  Negro  males  over  65  is  still  much 
greater  than  in  any  other  category. 

As  for  the  methods  now  in  practice  for 
tuberculosis  control,  many  are  the  same 
that  have  been  in  existence  for  nearly  half 
a century,  though  with  marked  change  in 
emphasis : Others  have  been  added  in 
recent  years,  with  the  changes,  for  the 
most  part,  directly  related  to  refined  tech- 
niques and  availability  of  drugs  both  ef- 
fective in  treatment  and  as  a preventive  in 
those  at  high  risk  of  developing  tubercu- 
losis. Adequate  treatment  of  all  known  ac- 
tive cases  of  the  disease  remains  the  first 
priority.  Today  the  emphasis  is  on  effec- 
tive drug  treatment  with  or  without  hos- 
pitalization. The  isolation  in  a hospital 
to  prevent  spread  of  the  disease  to  others 
during  the  once  long  period  of  infectious- 
ness has  becomes  less  of  a necessity  due 
to  the  rapid  conversion  to  non-infectious- 
ness  by  drug  treatment.  Three-fourths  of 
the  adequate  treatment  period  of  tuber- 
culosis can  and  should  be  carried  out  out- 
side the  hospital.  In  1960  only  60  per  cent 
of  the  2,247  known  active  cases  of  tubercu- 
losis were  on  drug  treatment,  due  perhaps 
to  the  concentration  of  treatment  in  hos- 
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pitals;  since  1965,  with  improved  outpa- 
tient clinic  services,  evaluation  of  this 
phase  of  control  continues  to  show  that 
from  85  per  cent  to  90  per  cent  of  all  active 
cases,  now  totaling  1,028,  are  on  drug 
treatment.  Considerably  more  than  half, 
544,  are  under  treatment  outside  the  hos- 
pital. 

In  addition  to  the  treatment  of  those 
with  active  disease  nearly  three  times  as 
many  are  followed  with  sputum  examina- 
tions, x-ray  films,  and  continued  drug 
treatment  as  necessary  until  the  case  is  in- 
active for  at  least  five  years.  On  December 
31,  1967,  there  were  2,958  such  cases  other 
than  active;  2,583  were  inactive,  163 
quiescent,  and  212  with  activity  undeter- 
mined on  last  report. 

Emphasis  has  been  placed  on  bacterio- 
logic  examination  in  diagnostic  studies, 
determination  of  effectiveness  of  drug 
treatment  and  surveillance  of  inactive 
cases.  Bacteriologic  relapse  is  often  the 
first  indication  of  reactivation  and,  of 
course,  an  indication  of  infectiousness  and 
probable  development  of  resistance  to  cur- 
rent drugs  if  still  under  treatment.  Drug 
sensitivity  determinations  are  a necessity 
in  this  instance  to  plan  effective  retreat- 
ment, and,  when  available  on  all  original 
cases,  often  save  months  of  ineffective 
treatment  and  consequently  longer  periods 
of  infectiousness.  This  increasing  depend- 
ence on  sputum  examinations  is  reflected 
by  the  increase  from  5,682  cultures  for 
acid  fast  bacilli  by  the  State  Board  of 
Health  Laboratory  Division  in  1960  to  the 
present  level  of  over  12,000  annually.  It  is 
of  interest,  that  there  were  687  cultures 
positive  for  M.  tbc.  in  1960,  or  12  per 
cent;  in  1967  there  were  only  498  positive, 
only  4 per  cent.  This  is  a hopeful  indica- 
tion that  there  are  fewer  tubercle  bacilli 
in  circulation  to  infect  individuals  in  1967 
than  there  were  in  1960. 

The  old  adage  that  a high  index  of  sus- 
picion is  necessary  if  one  is  to  be  profi- 
cient in  the  diagnosis  of  tuberculosis  is 
nowhere  more  clearly  demonstrated  than 


in  the  results  of  thorough  follow-up  of 
some  1,021  persons  designated  as  “tuber- 
culosis suspects’  on  the  basis  of  abnormal 
x-ray  findings.  One  hundred  eighty-two 
(182)  were  proved  to  have  tuberculosis, 
or  nearly  18  per  cent.  There  were  90,  or 
slightly  less  than  9 per  cent,  in  whom  no 
definite  diagnosis  was  made  within  a six 
month  period.  In  view  of  the  high  yield  in 
this  category  every  effort  is  being  made  to 
complete  diagnostic  studies  and  observa- 
tions necessary  to  make  a definite  diag- 
nosis in  all  suspect  cases  as  early  as  pos- 
sible, certainly  within  a six  month  period. 

Identification  and  examination  of  all  in- 
dividuals living  in  the  home  of  every  newly 
diagnosed  case  of  tuberculosis  and  also 
all  other  close  and  casual,  social,  or  work 
contacts  is  our  highest  priority  in  case 
finding  methods.  In  1967  four  thousand 
fifty-four  (4,054)  contacts  were  identi- 
fied and  3,720  were  examined  by  x-ray, 
tuberculin  test,  or  both.  This  was  nearly 
92  per  cent  of  identified  contacts.  There 
were  81  new  active  cases  of  tuberculosis 
found  among  the  3,720  persons  examined 
for  a case  rate  of  2,177  per  100,000.  This 
is  nearly  eightyfold  the  incidence  in  the 
population  as  a whole.  One  thousand  of 
these  contacts  were  actually  living  in 
households  with  a newly  reported  active 
case,  and  of  the  904  (90.4  per  cent)  of 
these  who  were  examined,  29  were  found 
to  also  have  active  tuberculosis.  This  is  a 
case  rate  of  3,208  per  100,000  or  113  times 
the  rate  for  the  state  as  a whole.  These 
figures  document  the  high  risk  of  tuber- 
culosis in  contacts  and  justify  our  selec- 
tion of  this  group  as  top  priority  for  re- 
ceiving isoniazid  prophylactically  in  an  ef- 
fort to  decrease  development  of  overt  dis- 
ease. Over  one-third  (1,358)  of  the  identi- 
fied contacts  in  1967  were  given  isoniazid, 
and  of  the  904  household  contacts  485, 
over  half  (53.7  percent)  received  prophy- 
lactic treatment  with  isoniazid.  More  will 
follow  about  the  procedure  of  isoniazid 
prophylaxis  itself  further  on. 

Of  course,  no  tuberculosis  control  pro- 
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gram  is  complete  without  screening  case 
finding  activities  and  these  may  generally 
be  divided  into  x-ray  services  and  tuber- 
culin testing.  The  former  we  attempt  to 
direct  to  the  high  risk  individuals  in  the 
following  priorities  : (1)  contacts — house- 
hold and  other,  (2)  general  hospital  ad- 
missions, (3)  medical  and  surgical  clinic 
patients,  (4)  physician  referrals,  (5) 
males  over  45  years  of  age,  (6)  low  socio- 
economic groups  (7)  self  referrals — 
symptomatic  and  (8)  population  in  gen- 
eral over  15  years  of  age.  In  1967  a total 
of  246,907  screening  x-ray  films  were 
made  in  South  Carolina.  By  far  the  ma- 
jority (141,852)  were  made  in  Health 
Department  Chest  Clinics ; most  of  the  re- 
mainder (93,376)  were  made  by  the  two 
State  Board  of  Health  Mobile  x-ray  units, 
with  only  11,479  being  made  as  routine 
admission  films  in  hospitals.  This  last 
category  should  be  vastly  increased.  The 
final  14,966  are  from  a stationary  photo- 
fluorographic  unit  operated  by  the  local 
tuberculosis  association  in  Spartanburg 
County.  Through  the  screening  films  done 
by  the  Health  Department  Clinics,  41  per 
cent  of  the  716  new  active  cases  of  tuber- 
culosis in  1967  were  reported  by  Health 
Department  Clinics.  Physicians  reported 
25  per  cent  and  general  hospitals  20  per 
cent,  with  deaths,  transfers  and  other  in- 
stitutions accounting  for  the  remaining 
14  per  cent. 

The  specificity  of  tuberculin  testing  has 
now  been  further  enhanced  by  the  avail- 
ability of  a purified  protein  derivative 
antigen  prepared  from  the  Battey-M  avian 
strain  of  atypical  mycobacteria.  It  is  now 
possible  by  careful  measurement  of  in- 
duration of  reactions  to  the  standard 
PPD-S  and,  in  the  case  of  doubtful  reac- 
tions of  5 to  9 mm.  by  simultaneous  retest 
with  0.0001  mg  intradermal  injections  of 
PPD-S  and  PPD-B  in  separate  sites,  to 
differentiate  definitely  the  reactions 
caused  by  injection  with  M.  tuberculosis 
and  those  caused  by  the  atypical  mycobac- 
teria.1 Reactions  of  over  10  mm  induration 


to  0.0001  mg  PPD-S  are  felt  to  indicate 
true  tuberculin  sensitivity  in  South  Caro- 
lina. Those  with  reactions  of  5 to  9 mm 
induration,  which  on  simultaneous  retest 
with  PPD-S  and  PPD-B  have  larger  reac- 
tions to  the  former,  are  also  felt  to  repre- 
sent evidence  of  infection  with  tubercle 
bacilli.  In  retest,  where  PPD-B  is  larger 
by  2 mm  or  more  and  the  PPD-S  is  under 
12  mm,  it  is  felt  that  the  reaction  is  non- 
specific due  to  infection  with  some  of  the 
atypical  mycobacteria  and  no  further 
supervision  is  needed  for  tuberculosis  con- 
trol purposes.  With  this  refinement  the 
tuberculin  test  becomes  even  a more  spe- 
cific test  and  is  much  more  useful  in  pin- 
pointing those  in  need  of  follow-up  studies 
who  might  benefit  from  isoniazid  prophy- 
laxis. In  1967,  sixty-three  thousand  four 
hundred  sixty-eight  (63,468)  tuberculin 
tests  were  given  and  read  in  local  health 
departments  or  by  public  health  nurses. 
A total  of  5.6  per  cent  (3,530)  were  over 
10  mm  induration  and  considered  posi- 
tive, 5.2  per  cent  were  doubtful — 5 to  9 
mm  induration  and  89.2  per  cent  were 
negative — 0-4  mm.  There  were  a limited 
number  of  tuberculin  surveys  done  in 
schools  in  South  Carolina  in  1967.  Among 
pre-school  and  first  graders,  11,758  tests 
were  done.  Only  8,755  were  read  and  of 
these  254  or  2.99  per  cent  had  over  10  mm 
induration  and  were  considered  positive. 
Most  of  these  children  were  treated  with 
isoniazid  following  x-ray  examinations. 
Their  household  associates  were  also 
screened  by  tuberculin  test  and  x-ray  and 
several  cases  of  pulmonary  tuberculosis 
have  been  uncovered  in  this  manner.  We 
have  record  of  only  1,348  high  school  chil- 
dren tested  and  102  or  7.91  per  cent  were 
positive  with  over  10  mm  induration.  Of 
393  school  employees  tested,  those  with 
reactions  over  10  mm  increased  to  11.15 
per  cent. 

Isoniazid  prophylaxis  is  being  used  in- 
creasingly in  tuberculosis  control.  Since 
the  United  States  Public  Health  Service 
INH  Prophylaxis  Trials  have  now  proven 
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that  the  risk  of  developing  tuberculosis 
can  be  decreased  in  high  risk  individuals 
by  77  percent  during  the  years  of  medica- 
tion2 and  with  a cumulative  reduction  over 
the  now  ten  years  observation  of  over  50 
per  cent,3  there  can  be  no  reasonable 
doubt  of  its  effectiveness  in  decreasing 
new  cases  of  tuberculosis.  And  as  so  aptly 
stated  by  Ferebee,  “Without  the  use  of 
prophylaxis,  in  conjunction  with  other 
control  measures,  eradication  is  simply  a 
topic  of  conversation,  not  a real  possi- 
bility.” 2 In  addition  to  the  1,358  persons 
placed  on  prophylactic  treatment  with 
isoniazid  because  of  history  of  contact, 
nearly  twice  as  many,  2,612,  were  treated 
for  other  high  risk  indications.  These  in- 


cluded tuberculin  converters  of  an  ages, 
infants  and  children  to  school  entrance 
age  with  positive  tuberculins,  all  males 
with  over  10  mm  induration  to  0.0001  mg 
PPD-S,  all  of  those  with  15  mm  or  larger 
reactions  to  the  same  strength  test  and 
those  with  a positive  tuberculin  and  co- 
existence of  such  predisposing  factors  as 
diabetes  mellitus,  silicosis  and  prolonged 
steroid  therapy.  In  the  hope  of  encourag- 
ing more  widespread  use  of  isoniazid  pro- 
phylaxis the  schedule  for  its  recommended 
use  in  health  department  chest  clinics,  or 
for  all  physicians  who  may  wish  to  join 
in  striking  a blow  for  tuberculosis  control, 
follows  as  an  appropriate  close  of  this  dis- 
course. 
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Infants  and  Children  Under  6 
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PATTERNS  AT  A MILITARY  COLLEGE 


Acute  respiratory  disease  ranks  first 
among  the  causes  of  morbidity  in  the 
United  States  as  a whole  and  in  our  col- 
leges and  universities.12  This  report  de- 
scribes acute  febrile  respiratory  disease 
morbidity  patterns  of  the  last  five  aca- 
demic years  at  The  Citadel,  a military  col- 
lege in  Charleston,  South  Carolina. 

Materials  and  Methods 

Setting  and  population  at  risk:  The  Corps  of  Cadets 
is  composed  of  2,000  able  bodied  young  men  assigned 
to  one  of  17  companies.  Four  or  five  companies  form 
a battalion  and  each  battalion  is  quartered  in  a 
separate  barracks.  Two  cadets  share  a room  in  their 
company  area  of  a barracks.  However,  all  cadets 
eat  in  a common  dining  hall  and  cadets  from  any 
company  may  be  found  in  a single  classroom. 
Although  40  per  cent  of  the  Corps  are  South  Caro- 
linians, cadets  originate  from  45  states  and  five 
foreign  countries.  Freshman  cadets  enter  as  a class 
each  September;  consequently,  there  is  little  input 
of  new  cadets  at  any  other  time. 

Record  survey:  Hospital  admissions  during  the 
academic  years  1962-63  through  1966-67  were  searched 
and  respiratory  cases  tallied.  In  addition,  admis- 
sions for  the  years  1965-66  and  1966-67  were  parti- 
tioned into  respiratory  or  non-respiratory  categories. 
The  Citadel  Hospital  provides  all  primary  medical 
care  for  cadets  during  the  school  year.  Moreover, 
school  policy  requires  hospitalization  of  any  cadet 
with  an  oral  temperature  of  lOO^F  or  more  at  early 
morning  sick  call  or  101°F  or  more  later  in  the  day. 

*This  work  was  supported  in  part  by  an  allocation 
from  the  Medical  College  of  South  Carolina’s  Na- 
tional Institutes  of  Health  General  Research  Support 
Grant  <5  SOI  FRO  5420-05). 
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Clinical  studies:  During  two  typical 
periods  of  endemic  respiratory  illness, 
February  through  April,  1967  and  Sep- 
tember-October,  1967,  the  authors  studied 
and  cared  for  130  Citadel  hospital  patients 
admitted  because  of  febrile  respiratory 
illness.  Clinical  diagnosis  of  these  cases 
was  assigned  on  the  basis  of  predeter- 
mined criteria  by  consulting  medical  his- 
tory and  physical  examination  data.3 

Laboratory:  Admission  throat  swabs 
were  immediately  streaked  onto  sheep 
blood  agar  plates  which  were  inspected 
after  24  and  48  hours  incubation  for 
streptococcal-like  beta  hemolytic  colonies. 
Streptococcal  grouping  was  then  at- 
tempted by  a direct  fluorescent  antibody 
technique.4 


1962-63  1963-64  1964-65  1965-66  1966-67 

SCHOOL  YEAR 

Figure  I 

Admission  throat  washings  of  trypti- 
case  soy  broth  containing  0.4  per  cent  hu- 
man albumin  were  preserved  at — 70°C. 
A score  of  selected  washings  were  inocu- 
lated into  chick  embryos  or  onto  tissue  cul- 
ture mono-layers.  The  cell  lines  inoculated 
were  Hep2,  WI38  and  primary  monkey 
kidney. 

Acute  and  convalescent  sera  were  col- 
lected and  stored  at  4°C.  All  paired  sera 
from  February-April,  1967,  have  been 
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titered  against  influenza  A and  B,  parain- 
fluenza 1 and  2,  adenovirus  group  anti- 
gen, and  respiratory  syneitial  virus  by 
complement  fixation.5  Antigens  were  ob- 
tained from  the  National  Communicable 
Disease  Center  or  from  commercial  sour- 
ces. 

Table  1 

Total  and  Respiratory  Admissions  to  The 
Citadel  Hospital  During  1965-1966 
and  1966-67 
Admissions 

Total  Respiratory 


School 

Year 

No. 

Rate/ 

100/ 

Month* 

No. 

Rate/  Percentage 
100/  of  Total 
Month  Admissions 

1965-66 

882 

5.6 

259 

1.6 

29.4 

1966-67 

855 

5.5 

256 

1.6 

29.9 

Both 

Years 

1737 

5.6 

515 

1.6 

29.6 

*Adjusted  to  compensate  for  holidays,  months  of 
more  or  less  than  30  days,  and  changes  in  size  of 
the  Cadet  Corps. 


Results 

Total  admissions  and  respiratory  admis- 
sions: Just  over  850  total  admissions  and 
250  respiratory  admissions  were  tallied 
in  each  of  two  non-influenza  years,  as 
shown  in  Table  1.  The  total  monthly  ad- 
mission rate  was  5.6  per  100  while  the 
monthly  respiratory  admission  rate  was 
1.6  per  100.  Thus  respiratory  admissions 
accounted  for  30  per  cent  of  the  total. 

Temporal  pattern:  Adjusted*  monthly 
respiratory  admission  rates  during  a five 
academic-year  period  are  plotted  in  the 
histogram  of  figure  1.  The  1964-65  school 
year  has  higher  admission  rates  than  the 
other  four  years  which  appear  similar  to 
each  other.  No  clear  seasonal  pattern 
emerges  from  any  one  year. 

Adjusted  mean  monthly  respiratory  ad- 
mission rates  for  the  five  year  period  are 
plotted  in  figure  2.  The  rates  of  January 
and  May  appear  to  be  much  lower  than 
any  others.  Late  winter  and  early  spring 
rates  appear  to  be  somewhat  higher  than 


* Adjusted  for  holiday  periods  and  change  in  size 
of  Cadet  Corps. 


do  rates  of  fall  and  early  winter  but  again 
there  is  no  definite  seasonal  pattern. 


Figure  II 


During  four  of  the  five  last  school  years 
respiratory  illness  experience  did  not  sig- 
nificantly differ  over  the  four  barracks. 
However  in  1964-65,  an  influenza  year, 
respiratory  illness  did  differ  significantly 
(.02  > p > .01)  over  the  four  barracks, 
as  shown  in  Table  2.  About  100  excess 
respiratory  illnesses  occurred  during  this 
influenza  year. 

Examining  respiratory  illness  experi- 
ence by  barracks  over  an  entire  year  might 
hide  differences  observable  in  small  out- 
breaks. When  such  experience  for  an  en- 
demic period  of  illness,  February  through 
March  1967,  was  analyzed,  no  significant 
difference  was  noted.  However,  during 
September-October  1967,  definite  differ- 
ences in  respiratory  illness  rates  were  ap- 
parent with  two  barracks  having  mild  out- 
breaks. 

Class  patterns:  It  has  long  been  postu- 
lated that  “seasoning  effect”,  i.e.  more 
illness  among  recent  arrivals,  which  is  ob- 
served among  recruits  and  in  children’s 
institutions,  might  also  be  a factor  in  the 
illness  experience  of  colleges  and  univer- 
sities.Respiratory  illness  experience  by 
class  standing  late  in  the  1966-67  aca- 
demic year  is  examined  in  Table  3.  Classes 
did  not  differ  significantly  in  respiratory 
illness  experience.  However,  that  observa- 
tion period  might  occur  after  seasoning 
had  taken  place ; therefore,  respiratory  ill- 
ness experience  during  the  initial  months 
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Table  2 

Acute  Respiratory  Hospital 
Admissions  at  The  Citadel,  1962-63  through  1966-67 
Distributed  by  Academic  Year  and  Barracks 

Hospital  Admissions  by  Year 

1962-G3  1963-64  1964-65  1965-66  1966-67 


Attack 

Attack 

Attack 

Attack 

Attack 

Barracks 

No. 

Rate/100 

No. 

Rate/100 

No. 

Rate/100 

No. 

Rate/100 

No. 

Rate/100 

First  battalion 

64 

12.0 

66 

13.4 

74 

15.0 

59 

11.9 

62 

12.6 

Second  battalion 

57 

9.2 

76 

12.2 

124 

19.9 

67 

10.8 

65 

10.5 

Third  battalion 

58 

11.7 

61 

12.3 

91 

18.4 

66 

13.4 

69 

14.0 

Fourth  battalion 

56 

11.3 

52 

10.5 

66 

13.4 

68 

13.8 

60 

12.1 

Total  Corps 

235 

11.2 

255 

12.1 

355 

16.9 

260 

12.4 

256 

12.2 

of  the  1966-67  year  was  similarly  analyzed 
in  Table  4.  Again  there  is  no  increase  in 
illness  among  freshmen  and  thus  no  evi- 
dence of  a seasoning  effect. 

Clinical  patterns:  As  shown  in  Table  5, 
upper  respiratory  illness,  i.e.  coryza, 
pharyngitis,  and  sinusitis  accounted  for 
three-fifths  of  all  admissions.  Lower  res- 
piratory illness,  pneumonia  and  bronchitis, 
contributed  one-tenth.  Almost  one-quarter 
of  all  cases  presented  the  picture  of  acute 
undifferentiated  respiratory  illness  with 
a predominance  of  constitutional  symp- 
toms and  definite,  though  not  striking, 
respiratory  signs  and  symptoms.  Infec- 
tious mononucleosis  account  for  the  re- 
maining six  per  cent. 

Table  3 

Acute  Respiratory  Hospital  Admissions 
at  The  Citadel,  February  through  April  1967, 
Distributed  by  Class 


Population 

Admissions 

Class 

at  Risk 

Number  Attack 

Rate/100 

Freshman 

545 

21 

3.9 

Sophomore 

584 

15 

2.6 

Junior 

448 

15 

3.3 

Senior 

381 

12 

3.1 

Total  Corps 

1,958 

63 

3.2 

Laboratory:  Serodiagnosis  and  isola- 
tion efforts  in  the  first  63  cases  were 
disappointing.  No  viral  agents  were  re- 
covered. Fourfold  or  greater  rises  in  com- 
plement fixation  antibody  titer  were  found 
in  twelve  cases,  five  against  parainfluenza 
2,  three  against  adenovirus  group  antigen, 
two  against  influenza  A2  and  two  against 
respiratory  syncitial  virus.  Two  patients 
had  positive  heterophil  tests  and  no  group 


A beta  hemolytic  streptococci  were  iso- 
lated. Thus  only  22  per  cent  of  these  first 
63  illnesses  could  be  etiologically  classi- 
fied. 

Discussion 

Temporal  patterns  in  febrile  respiratory 
illness  at  The  Citadel  differed  from  those 
described  in  the  National  Health  Survey 
or  in  other  University  studies.  1>2>7’8  Except 
for  1964-65,  when  influenza  A2  was  pres- 
ent in  the  community,  febrile  respiratory 
illness  exhibited  little  year  to  year  varia- 
tion. Community  outbreaks  of  influenza 
A 2 in  1962-63  and  influenza  B in  1965-66 
did  not  seem  to  affect  the  Cadet  popula- 
tion. This  might  be  explained  by  influenza 
vaccine  which  is  administered  to  the  Corps 
each  fall.  One  may  conjecture  that  the 
1964-65  vaccine  program  was  not  as  ef- 

Table  4 


Acute  Respiratory  Hospital  Admissions 
at  The  Citadel,  September  and  October  1967 


Distributed 

by  Class 

Population 

Admissions 

Class 

at  Risk 

Number  Attack 

Rate/100 

Freshman 

571 

27 

4.7 

Sophomore 

566 

11 

1.9 

Junior 

473 

13 

3.8 

Senior 

386 

16 

4.1 

Total  Corps 

1996 

72 

3.6 

fective  as  in  other  years.  Both  the  mean 
yearly  respiratory  admission  rate  of  13.0 
per  100  Cadets  and  the  respiratory  con- 
tribution to  total  hospital  admissions  were 
remarkably  similar  to  those  observed  by 
Evans  at  the  University  of  Wisconsin.7 

Seasonal  variations  in  respiratory  at- 
tack rates  were  dampened  much  more  than 
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expected.  One  might  expect  that  cadets 
would  return  from  Christmas  vacation 
with  a variety  of  new  respiratory  agents 
and  thus  that  January  attack  rates  would 
soar.  In  fact,  the  opposite  occurred.  Respi- 
ratory attack  rates  were  significantly 
lower  during  each  January.  Two  factors 
might  explain  this.  First,  vacation  may 
interrupt  transmission  cycles  of  a variety 
of  agents  already  endemic  at  the  school. 

Table  5 

Acute  Respiratory  Disease  Hospital  Admissions 
at  The  Citadel,  February  through  April  and 
September-October,  1967 
Distributed  by  Clinical  Diagnosis 


Diagnosis 

Admissions 

Per  Cent  of 

Number  Total  Diagnoses 

Coryza 

24 

18.5 

Pha.yngitis 

45 

34.6 

Acute  Undifferentiated 
Respiratory  Disease 

29 

22.3 

Bronchitis 

6 

4.6 

Pneumonitis 

6 

4.6 

Purulent  Sinusitis 

12 

9.2 

Infectious  Mononucleosis 

8 

6.2 

All  Diagnoses 

130 

100.0 

Second,  examinations  occur  in 

January 

and  the  decreased 

rate  may  be 

in  part 

artifact,  as  cadets 

might  avoid 

sick  call 

so  that  hospitalization  would  not  inter- 
fere with  examinations.  The  other  month 
with  a low  admission  rate  is  May.  Respira- 
tory illness  usually  decreases  in  late  spring 
so  that  this  finding  might  be  anticipated. 
However,  May  is  also  an  examination 
month  and  the  May  rate,  like  that  of  Jan- 
uary, could  be  depressed  by  avoidance  of 
medical  care. 

Homogeneity  of  attack  rates  for  dif- 
ferent barracks  over  four  of  the  five  years 
was  not  unexpected  as  all  units  inter- 
mingle in  classes,  sports,  and  extracurricu- 
lar activity.  Lack  of  homogeneity  of  bar- 
racks attack  rates  during  1964-65,  might 
well  be  explained  by  differential  influenza 
morbidity  in  a population  with  partial  im- 
munity. Excess  respiratory  admissions 
in  that  year  totaled  about  100  cases  or  five 
per  cent  of  the  total  corps.  This  excess 


was  actually  greater  as  several  score  of 
influenza  cases  were  treated  in  quarters 
rather  than  in  the  hospital.  When  bar- 
racks attack  rates  are  viewed  over  shorter 
periods  of  time,  two  patterns  emerged ; 
cases  either  were  uniformly  distributed 
or  sharp  outbreaks  were  observed  in  one 
or  two  barracks  and  little  illness  in  the 
others.  These  later  sharp  outbreaks  could 
then  die  out  without  affecting  other  units, 
smoulder  through  the  entire  Corps,  or 
erupt  explosively. 

An  increased  respiratory  morbidity 
among  freshmen,  the  seasoning  effect, 
was  not  observed  early  or  late  in  the  school 
year.  This  observation  probably  means 
that  respiratory  flora  of  The  Citadel  re- 
sembles that  of  the  open  population.  Thus 
cadets  are  seasoned  before  matriculation. 

The  clinical  diagnosis  pattern  was  simi- 
lar to  those  of  the  National  Health  Survey 
and  other  university  studies.  Of  the  upper 
respiratory  cases,  purulent  sinusitis  oc- 
curred only  as  a complication  of  a prev- 
ious non-febrile  coryzal  illness.  Acute  un- 
differentiated respiratory  disease  was  ob- 
served more  often  than  would  be  expected 
in  the  general  population  but  less  often 
than  in  recruit  populations.9'10 

Only  about  one-quarter  of  all  illnesses 
could  be  etiologically  classified.  Since  sero- 
diagnosis  of  rhinovirus  infection  rests 
upon  type  specific  neutralization  testing, 
the  portion  of  identified  illness  would 
probably  have  been  increased  if  rhinovirus 
isolation  could  have  been  attempted  on  all 
throat  washings  and  one  or  two  such 
agents  identified  to  furnish  appropriate 
virus  for  neutralization  testing.  Serodiag- 
nosis  of  scattered  cases  of  adenovirus, 
parainfluenza,  and  respiratory  syncitial 
infection  are  a common  finding.11  Sero- 
diagnosis  by  complement  fixation  of  two 
cases  of  influenza  A without  isolation  of 
the  virus  must  be  viewed  with  caution  as 
non-specific  rises  in  titer  can  occur.  Group 
A beta  hemolytic  streptococcal  illness  did 
not  occur  during  the  1966-67  observation 
period  but  three  such  cases  have  been  ob- 
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served  early  in  the  1967-68  academic  year. 
Nevertheless,  the  relative  infrequency  of 
streptococcal  illness  was  surprising  since 
streptococcal  illness  is  an  important  cause 
of  morbidity  in  other  universities.2  Infec- 
tious mononucleosis  appeared  to  be  a 
sporadic  disease  within  the  Corps. 

Summary 

Acute  febrile  respiratory  morbidity  pat- 
terns were  studied  at  The  Citadel  for  a 
five  year  period  and  clinical-laboratory  ob- 
servations were  made  for  five  months. 
Respiratory  illness  with  a mean  yearly 
incidence  rate  of  13  per  100  Cadets,  ac- 


counted for  30  per  cent  of  all  Citadel  Hos- 
pital admissions  and  appeared  to  vary  lit- 
tle from  year  to  year.  Of  three  community 
influenza  epidemics,  only  that  of  1964-65 
visibly  affected  the  Cadet  Corps  mor- 
bidity. There  was  little  seasonal  variation 
in  febrile  respiraotry  illness  except  for 
decreased  rates  in  January  and  May.  Evi- 
dence of  illness  outbreaks  in  single  units 
of  the  Corps  was  detected  in  one  influenza 
year,  1964-65,  and  in  one  of  the  two 
periods  of  intensive  clinical  observation. 
No  freshman  “seasoning  effect”  was  de- 
tected. 
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Outpatient  Herniorrhaphy  for  Infants — H B.  Other- 

sen,  Jr.,  and  H.  W.  Clatworthy,  Jr.  Amer  J Dis 

Child  116:78-80  (July)  1968 

Since  1957  an  increasing  number  of  patients  under 
the  age  of  18  months  who  have  adequate  homes, 
stable  parents,  and  suitable  insurance  programs 
were  successfully  handled  by  outpatient  inguinal 
herniorrhaphy.  The  outpatient  treatment  has  been 
identical  to  that  of  inpatient  management  except 
that  they  are  cared  for  in  the  emergency  room  and 
discharged  within  two  hours  of  the  completion  of 
surgery.  Advantages  of  this  procedure  are  the  follow- 
ing: reduction  in  exposure  of  the  infant  to  hospital 
personnel  and  the  consequent  decrease  in  noso- 
comial contamination  and  cross-illness:  reduction 
in  disruption  of  the  family  unit  with  minimal  separa- 
tion of  child  from  the  mother:  reduction  in  hospital 
cost;  reduction  in  hospital  bed  use;  increase  in  use 
of  emergency  room  facilities  during  the  morning 
“slump  period.” 
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STATUS  QUO. 


KENNETH  M.  LYNCH,  M.D.,  D.Sc., 
LL.D. 

Charleston,  S.  C. 


In  relating  the  story  of  “Medical  School- 
ing in  South  Carolina”  as  published  by  the 
Journal  of  the  South  Carolina  Medical  As- 
sociation1  in  separate  articles,  the  impel- 
ling idea  lay  not  merely  in  recording  se- 
quentially the  course  of  the  Medical  Col- 
lege of  South  Carolina  from  1823  to  the 
1960’s,  but  in  “taking  it  out  of  the  pomp 
of  history  and  making  it  the  property  of 
the  affections.”  Although  that  purpose  has 
been  adhered  to,  the  first  article  of  the 
series  was  consciously  thrown  somewhat 
out  of  chronological  order  by  exigency. 

The  particular  occasion  which  timed 
that  article  for  publication  in  September 
1962  was  revival  of  the  move  to  establish 
a medical  school  in  Columbia  at  the  Uni- 
versity of  South  Carolina.  Although  that 
effort  failed  soon  afterward,  it  really  just 
went  underground.  It  has  again  (1967-68) 
come  into  open  consideration — and  with 
more  strength  than  in  the  several  previous 
attempts,  in  1821-23,  1865-73,  1911-13 
and  1944-47. 

The  conditions  of  the  present  era  feed 
the  near-hysterical  demand  for  the  crea- 
tion of  more  medical  school  centers  and  ex- 
pansion of  those  already  in  existence. 
There  is  even  the  beginning  of  talk  about 
establishing  a federal  medical  school,  a 
West  Point  for  Doctors,  to  ease  the  drain 
of  medical  personnel  by  the  enormous  mili- 
tary services  as  well  as  other  federal  op- 
erations. That  voice  is  now  low ; it  prom- 
ises to  become  louder.  As  was  said  in  that 
September  1962  article,  “Why  not?” 

The  population  explosion,  in  which  must 
be  included  the  old  as  well  as  the  young, 

* Accepted  for  publication  July  1968. 


both  classes  of  whom  have  been  increased 
by  improved  health  and  medical  services, 
imposed  upon  an  already  short  supply  of 
medical  personnel,  has  produced  nation- 
wide alarm  over  shortage  of  physicians, 
dentists,  nurses  and  medical  technicians. 
That  condition  cannot  be  sensibly  cured 
in  any  short  period  of  time  or  by  any  crash 
program. 

This  general  shortage  in  the  health  and 
medical  service  fields  has  been  accen- 
tuated by  a number  of  other  factors.  The 
explosive  advances  in  the  sciences  and 
their  application  to  medical  services  have 
forced  rapid  changes  in  practice  and  in 
medical  education.  The  social  upheaval  has 
brought  with  it  the  introduction  of  social- 
ized (federal)  medicine  and  the  expansion 
of  federal  subsidization  of  research,  educa- 
tion and  service  to  unbelievable  propor- 
tions. The  related  racial  problem  and  its 
attending  confusion  and  conflict  will  re- 
main an  unresolvable  enigma  under  pres- 
ent dogma.  These  problems  and  conditions 
accompanied  by  fantastic  growth  and  in- 
flation of  the  economy — and  by  WAR  and 
rumors  of  war — create  an  atmosphere  in 
which  personal  desire  appears  to  be  para- 
mount in  ordinary  life. 

While  it  cannot  be  said  that  the  proposi- 
tion of  establishing  a second  state  medical 
school,  in  Columbia,  has  made  fast 
progress,  there  are  indications  that  the 
pressures  of  the  present  might  lead  to 
hasty  decisions.  In  the  first  article  (1962) 
of  this  series,  previously  referred  to,  the 
present  narrator  discussed — belabored, 
really — the  many  factors  involved,  all  still 
relevant.  It  was,  and  is,  acknowledged  that 
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a medical  educational  complex  should 
have  the  “protective  shelter”  and  the  ad- 
vantages of  university  connection.  Tt  was 
also  stated  as  an  “open  secret”  that  in 
1947  an  offer  was  made  to  join  the  “go  to 
Columbia”  move  provided  the  State  would 
furnish  the  money  to  build  from  scratch 
the  medical  educational,  service  and  re- 
search center  as  even  then  envisioned.  It  is 
also  a secret — but  open  to  only  one  other 
person — that  in  1960  an  understanding 
was  reached  that  the  Medical  College  of 
South  Carolina  should,  and  could,  become 
the  medical  college,  branch  or  center  of  the 
University  of  South  Carolina,  but  that  the 
proposal  should  come  from  the  Medical 
College.  That  was  after  its  Expansion  Pro- 
gram had  been  successfully  launched  and 
the  immediate  building  program  matured. 
As  was  also  said2  in  recording  the  aborted 
effort  of  1952,  which  was  designed  to 
bring  about  a coordinated  university  sys- 
tem in  South  Carolina,  the  1960  “concep- 
tion produced  a stillbirth.”  The  invest- 
ment of  many  millions  of  dollars  by  the 
Medical  College  as  the  hub  of  the  Medical 
Center  complex  in  Charleston  and  by  the 
other  institutions  gathered  around  it, 
made  the  idea  of  moving  to  Columbia  im- 
practicable. Hence  the  switch  to  the  con- 
cept there  of  a second  state  medical  center 
connected  with  the  University  at  Colum- 
bia, at  first  (1962)  posed  as  a two-year 
(basic  science)  school. 

When  the  unsoundness  of  the  two-year 
school  proposition,  as  publicized,  was 
pointed  out,  and  a full  presentation  pub- 
lished, spelling  out  the  true  situation  as  it 
then  stood,  the  real  objective  was  un- 
masked— a full-fledged  medical  school. 

Since  the  major  and  popular  interest  in 
that  proposition  was  in  the  production  of 
more  physicians,  nurses  and  dentists,  it 
provided  the  Medical  College,  now  under  a 
new  administration,  an  opportunity  to 
launch  the  next  phase  of  the  Expansion 
Program — replacement  of  the  outmoded 
basic  science,  administrative  and  library 
quarters,  and  establishment  of  the  School 


of  Dentistry  which  had  been  authorized 
by  the  Legislature  since  1953. 

Under  the  pressure  of  popular  demand, 
announcement  was  made  in  1962  of  pros- 
pective increase  of  the  medical  class  size 
by  another  50%,  from  80  to  120.  It  had  al- 
ready been  increased  100%  by  1953,  from 
40  to  80,  as  a desirable  goal  of  the  Ex- 
pansion Program.  Under  still  another  ad- 
ministration, presently  it  has  been  an- 
nounced that  in  September  1969  the  School 
of  Medicine  will  begin  admitting  first-year 
classes  of  102  members  instead  of  120. 
This  reduced  number  is  certainly  a maxi- 
mum under  any  economic  prospect  here — 
and  perhaps  even  beyond  the  desirable 
for  personalized  teaching  and  training 
in  a medical  curriculum,  at  least  here. 

Moreover,  under  federal  law  forbidding 
racial  discrimination  and  federal  court 
mandate  of  actual  racial  integration,  the 
Medical  College  has  begun  accepting 
Negro  students.  Also  under  pressure,  but 
not  governmental  nor  from  South  Caro- 
lina, the  1964-65  catalog  of  the  school  an- 
nounced the  acceptance  of  out-of-state  ap- 
plications, and  for  the  last  several  years 
has  enrolled  some  medical  students  who 
were  not  residents  of  the  State.  Lown  and 
Jervey,3  reporting  on  the  demography  of 
the  medical  classes  enrolled  here,  state 
that  “out-of-state  applications  were  not 
accepted  for  processing  until  1964-65.” 

Within  the  knowledge  of  the  present 
narrator  from  personal  participation  from 
1913  to  1960,  and  from  any  known  record 
during  the  entire  existence  of  the  school, 
there  has  never  been  any  action,  rule  or 
law  restricting  enrollment  of  students  to 
resdents  of  South  Carolina — nor,  for  that 
matter,  has  there  ever  been  any  rule  of 
admission  forbidding  the  consideration  of 
applications  on  the  basis  of  race,  color, 
creed  or  nationality.  So  far  as  place  of 
residence  is  concerned,  from  the  very  first 
class  (1824),  until  after  World  War  II, 
more  often  than  not  students  from  other 
states  were  enrolled  here.  It  is  true  that 
consonant  with  the  ending  of  World  War 
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II  and  the  launching  of  the  Medical  Col- 
lege Expansion  Program  there  was  born 
an  unspoken,  unwritten,  unrecorded,  un- 
announced and  informal  policy  that  so 
long  as  there  were  a sufficient  number  of 
acceptable  and  qualified  South  Carolina 
applicants  to  fill  the  limited  enrollment, 
non-residents  should  not  be  accepted.  With 
the  return  of  young  people  to  the  ways 
of  civilian  life  and  with  the  attractiveness 
of  the  new  Medical  College  Program  to 
those  who  wished  to  study  medicine,  the 
institution  found  itself  faced  with  many 
more  worthy  applicants  from  the  state 
that  supports  it  than  the  strictly  limited 
number  per  class  that  it  could  accom- 
modate. At  a time  when  there  was  re- 
ported to  be  a general  shortage  of  accept- 
able medical  school  applicants,  South 
Carolina  had  a surplus,  but  while  other 
medical  schools  reported  their  total  num- 
ber of  applications  (many  of  which  went 
to  several  schools),  South  Carolina  gave 
out  only  the  number  that  it  “processed.” 
At  the  present  it  is  not  foreseeable  that 
any  more  than  what  might  be  considered 
a token  of  admission  of  Negro  students 
will  be  accepted,  unless  some  form  of  ratio 
integration  may  be  federally  forced.  That 
is  not  to  say  that  there  is,  or  would  be, 
faculty  resistance ; no  true  medical  teacher 
harbors  racial  prejudice  in  his  relations 
with  students.  However,  present  “efforts 
to  recruit,  admit  and  graduate  members 
of  racial  minority  groups”  (RMG),  as  re- 
cited— and  apparently  promoted — in  the 
Association  of  American  Colleges  news 
release  of  June  26,  1968,  might  well  raise 
basic  questions.  Does  our  racial  problem 
justify  special  (and  therefore  discrimina- 
tion in  reverse)  supplementary  programs 
of  preparation  and  attention ; does  our 
medical  situation  require  such  crash  pro- 
grams— which  always  cause  disruption 
and  invite  lowering  of  standards?  It  is  a 
relief  from  some  statements  and  implica- 
tions in  that  release  that  at  “most  schools 
. . . RMG  students  land  presumably  ap- 
plicants! get  individual  attention  in  the 


same  sense  that  all  students  receive  indi- 
vidual attention.” 

Admissions,  of  course,  govern  produc- 
tion, and  production  of  physicians,  nurses 
and  dentists  is  the  harvest  expected  by  the 
investors  in  public  medical  school  opera- 
tion— the  people.  As  has  been  previously 
expressed  in  these  articles,  the  promise  of 
more  doctors  holds  the  purse  strings  of 
opportunity.  Now,  while  the  over-all  op- 
erations conducted  within  a present-day 
medical  educational  complex  compare  eco- 
nomically with  those  of  a large  industry 
(it  is  the  largest  within  the  boundaries  of 
the  City  of  Charleston),  it  is  somewhat 
galling  to  have  the  importance  of  it 
labeled  editorially  simply  as  a creator  of 
jobs.  Unfortunately  that  has  too  often 
been  the  most  significant  interest  of  a 
community  in  seeking  for  itself  the  loca- 
tion of  a medical  school — or  a university. 

As  for  out-of-state  medical  students,  it 
may  also  be  said  that  while  applications 
will  be  processed,  acceptance  will  also  be 
no  more  than  a token — unless  there  shall 
come  another  federal  intervention  based 
on  financial  subsidization.  In  fact  the  cur- 
rent catalog  of  the  School  of  Medicine 
states  that  “preference  is  given  to  resi- 
dents of  South  Carolina.”  Another  deter- 
rent to  non-resident  applicants  is  also  con- 
tinued, since  1963-64  their  tuition  fee  has 
been  $1,000,  as  against  $500  for  residents 
of  the  State.  For  the  previous  twelve  years 
(1951-1963)  it  had  been  $1,500  as  com- 
pared to  $500.  For  the  record,  that  fee  was 
raised  from  $600  in  1944-45  through  1950- 
51  as  compared  to  $400  for  residents  dur- 
ing that  period;  and  previous  to  1944  it 
was  $400  against  $250. 

The  General  Assembly  of  1967  created 
a South  Carolina  Commission  on  Higher 
Education,  designed  according  to  a news- 
paper article5  as  a “powerful  new  state 
commission  ...  to  supervise  and  guide 
state-supported  colleges  and  universities,” 
but  actually  only  empowered  as  a study 
commission  and  advisor  to  state  govern- 
ment on  what  has  always  been  politically 
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and  hopefully  called  a “State  University 
System.”  More  than  once  in  these  articles 
on  “Medical  Schooling  in  South  Carolina” 
it  has  been  pointed  out  that  there  is  no 
such  “System”  but  just  six  separate  col- 
leges, uncorrelated  and  more  or  less  com- 
petitive. While  it  might  appear  that  our  ef- 
fort of  1952,  as  recorded  in  this  series  of 
articles,2  had  been  effective  in  the  estab- 
lishment of  the  Commission,  interpreta- 
tion into  law  takes  control  away  from  ed- 
ucators. The  activities  of  the  Commission 
thus  far  have  been  more  provocative  of 
debate  than  productive  of  correlative 
progress. 

Surveys  by  experts  in  executive  organi- 
zation have  been  employed,  and,  in  refer- 
ence to  medical  education  still  another 
survey  by  a team  of  administrators  in  that 
field  is  said  to  have  recommended  the  es- 
tablishment of  a second  state  medical 
school,  at  the  University  of  South  Caro- 
lina. Paraphrasing  a comment  recently 
made  by  a member  of  the  U.  S.  Congress 
about  the  futility  of  Congressional  pro- 
cedure, the  Medical  College  of  South  Caro- 
lina is  being  studied  to  death.  Since  1960 
there  has  been  survey  after  investigation 
after  survey,  whereas  between  that  year 
and  1944  the  continuous  and  cooperative 
but  informal  study  by  top-level  medical 
educators  and  authorities  of  the  nation, 
invited  by  the  institution  itself,  had  pro- 
duced unqualified  endorsement  of  the  Ex- 
pansion Program  we  were  launching  dur- 
ing that  time,  together  with  unimpeach- 
able harmony  of  administrative  and  teach- 
ing staffs  in  developing  it. 

Consonant  with  the  demand  of  the  pub- 
lic and  government  for  the  production  of 
more  and  more  medical  service  personnel 
and  the  kindred  outcry  for  higher  educa- 
tion at  college  level  for  everyone  who  can 
and  will  absorb  it,  an  expanded  concept 
in  the  whole  field  of  education  has  now 
broadened  the  problem.  At  the  same  time 
the  economy  of  the  nation  has  suffered  by 
free  spending  beyond  government  intake 
so  as  to  bring  about  a serious  threat  to 


balance  between  demand  and  supply.  “Too 
far  too  fast”  has  brought  perplexity  which 
requires  wise  decision  to  ensure  that  first 
things  shall  come  first. 

One  of  the  ironic  factors  now  precipi- 
tated into  the  educational  dilemma  affect- 
ing the  medical  school  problem  as  well  as 
the  whole  field  of  higher  education  in 
South  Carolina  is  the  situation  of  the  Col- 
lege of  Charleston.  As  was  recorded4  that 
institution  was  approached  in  1822  by  the 
group  of  Charleston  physicians  who  were 
making  their  first  attempt  at  establishing 
a medical  school  here,  but  the  College  de- 
clined to  add  a medical  faculty.  Now  under 
duress,  it  has  been  considered,  by  at  least 
one  of  the  factions  in  the  current  con- 
fused bid  for  the  establishment  of  a state 
university  in  Charleston,  as  the  seeker 
of  attachment  to  the  Medical  College. 

The  College  of  Charleston  was  the  first 
municipal  college  to  be  established  in 
North  America.  Although  highly  regarded 
in  academic  ranks,  it  never  expanded  be- 
yond a strict  baccalaureate  curriculum.  As 
a municipally  supported  college,  it  of 
course  ran  afoul  of  the  United  States  Su- 
preme Court’s  ruling  of  1954  and  the 
Civil  Rights  Act  of  1964  against  discrimi- 
nation in  its  student  admissions  on  a racial 
basis,  and  the  enforcing  order  of  integra- 
tion— meaning  requirement  of  admission 
of  Negro  students  on  the  same  qualifica- 
tions as  other  applicants.  Whereupon,  fi- 
nancial connections  between  the  College 
and  the  City  of  Charleston  were  severed, 
and  in  1949  the  institution  became  a pri- 
vate college,  dependent  upon  student  fees 
and  such  private  contributions  and  endow- 
ments as  were  available  to  it. 

South  Carolina  has  now  joined  the  trend 
throughout  the  United  States  of  multi- 
plication of  publicly  supported  educational 
opportunity  — prmary,  secondary,  colleg- 
iate, technical,  professional  and  graduate. 
This  movement  is  being  carried  on  not 
merely  by  local  improvement  and  expan- 
sion, but  also  by  establishing  additional 
institutions  of  higher  education  particu- 
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larly,  regionally  dispersed  within  the  sup- 
porting state’s  boundaries.  Connected  with 
it  in  South  Carolina — and  adding  force  to 
the  current — has  come  revival  of  the 
proposition  of  a second  state  medical 
school,  and  more.  It  has  become  (1967-68) 
a flood  involving  the  two  state  institutions 
located  here,  the  Medical  College  of  South 
Carolina  and  the  Military  College  of  South 
Carolina  (The  Citadel),  the  College  of 
Charleston  and  other  interests — education- 
al, medical,  municipal,  political  and  per- 
sonal— in  the  promotion  of  the  idea  of 
establishing  a state  uinversity  in  Charles- 
ton. One  of  the  hopeful  interests  has  even 
proposed  a name  for  it,  “Carolina  South- 
ern University.” 

Consonant  with  the  announcement  of 
its  plans  to  resume  the  construction  pro- 
gram contemplated  in  the  Master  Plan  of 
the  1940’s,  but  which  had  lagged  since 
1960,  and  for  which  the  General  Assembly 
of  1965  had  provided  some  $6,000,000,  to 
be  joined  with  about  $8,000,000  in  federal 
matching,  it  was  revealed  that  the  organi- 
zation of  a school  of  liberal  arts  had  al- 
ready been  started.  In  the  meantime  the 
training  courses  in  medical  technology 
which  had  been  in  operation  for  many 
years  were  translated  into  a school,  with 
a dean.  Also,  the  graduate  courses  which 
were  initiated  in  1949  as  a “section”  quali- 
fied to  offer  graduate  work  and  degrees 
in  the  courses  of  the  basic  sciences  of  the 
medical  curriculum  were  titled  a school, 
with  a dean  instead  of  a chairman. 

Thus,  with  schools  of  medicine,  phar- 
macy, nursing,  dentistry,  graduate  studies, 
paramedical  sciences  (technology)),  as 
well  as  the  proposed  school  of  liberal  arts, 
and  a large  increase  of  administrative  per- 
sonnel, the  Medical  College  launched  its 
campaign  for  “university  status”  on  De- 
cember 9,  1967.  As  a matter  of  record,  in 
the  Annual  Report  of  the  President  for  the 
year  1960,  as  well  as  in  an  article  of  this 
series  on  “Medical  Schooling,”2  the  present 
narrator  chose  to  call  to  attention  that  the 
Medical  College  had  developed  an  organi- 


zation, an  administration  and  an  operation 
of  “univeristy  type,”  with  a president, 
vice-president  and  deans  of  all  of  the 
schools  mentioned  that  had  then  been  de- 
veloped to  the  proportions  and  dignity 
justifying  that  academic  status.  There 
were  then,  in  reality,  the  same  schools  as 
now,  except  in  dentistry — which  had  been 
authorized  (1953)  but  was  awaiting  con- 
struction appropriations.  The  only  other 
school  contemplated  in  the  “Master  Plan 
of  the  Expansion  Program”  was  a school 
of  public  health  ; that  promising  and  need- 
ed medical  and  health  educational  service 
has  been  missing  from  recent  attention. 

The  use  of  the  phrase  “university  type” 
in  connection  with  the  organization  and 
development  of  the  Medical  College  of 
South  Carolina  carried  no  thought  of  any- 
thing more  than  descriptive.  The  present 
narrator  is  also  on  record  in  these  articles 
as  well  as  elsewhere  that  it  should  be  the 
medical  and  health  unit — whatever  title 
might  be  used,  College,  Branch,  Center — 
of  the  University  of  South  Carolina. 

The  heavily  publicized  bid  of  the  Medi- 
cal College  for  legislated  university  status, 
particularly  in  the  local  press,  carrying 
with  it  the  creation  of  the  keystone  of  any 
university  concept  (by  comprehensive  defi- 
nition) the  basic  school  of  arts  and  scien- 
ces, soon  brought  about  such  a confused 
and  controversial  situation  that  the  Gen- 
eral Assembly  of  1968  adjourned  without 
taking  action  to  implement  any  solution. 
Connected  by  some  interests  in  the  over- 
all university  proposition — and  discon- 
nected by  others — the  College  of  Charles- 
ton individually  sought  to  be  taken  over  as 
a state  owned  and  operated  four-year  col- 
lege. As  the  matter  now  stands  (July 
1968),  the  Administration  of  the  Citadel 
has  been  given  what  seems  to  amount  to 
temporary  advisory  charge  over  the  man- 
agement of  the  College,  while  the  Medical 
College  failed  to  secure  authorization  or 
related  appropriations  for  university  sta- 
tus as  well  as  for  its  proposed  liberal  arts 
college.  Local  sentiment,  publicity  and 
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political  pressures  seem  to  have  centered 
more  in  rescuing  the  College  of  Charleston, 
and  the  whole  situation  involving  the  ques- 
tion of  a state  university  for  the  “Low 
Country”  and  a second  medical  college  in 
the  “Up  Country”  is  left  unresolved — for 
further  study,  and  promised  solution  “in 
1969.” 

For  the  time  being  at  least,  a cut-off 
point  to  these  writings  appears  to  present 
itself.  The  over-all  “Master  Plan  of  Ex- 
pansion developed  during  his  administra- 
tion and  coming  to  fruition  which  we  see 
today  in  the  medical  complex  of  the  Medi- 
cal College  of  South  Carolina,”  according 
to  Resolutions  of  the  Board  of  Trustees 
passed  October  13,  1967,  and  presented 
as  a parchment  scroll  to  the  present  nar- 
rator at  the  Annual  meeting  of  the  Alumni 
Association,  May  14,  1968,  has  become  a 
fait  accompli. 

As  the  next  phase  of  the  now  open 
propositions  for  the  establishment  of 
another  state  university  and  of  a second 
state  medical  school  is  awaited  in  uncer- 
tainty— and  with  some  trepidation — the 
Medical  College  is  moving  ahead  on  the 
construction  of  new7  buildings  to  replace 
the  inadequate  old  quarters  of  the  adminis- 
trative corps,  the  library,  the  basic  science 
departments  and  student  activities,  as  well 
as  to  provide  for  the  new  School  of  Dentis- 
try. The  grounds  preparation  is  in  prog- 
ress on  the  recently  acquired  Porter  Aca- 
demy property  directly  in  front  of  the 
Medical  College  Hospital.  Preserved  on 
those  grounds  will  be  two  historic  struc- 
tures, St.  Timothy’s  Chapel,  re-dedicated 
as  St.  Luke’s  Chapel,  and  a little  antique 
building  named  Hoffman  Library,  which 
will  house  the  priceless  old  medical  books, 
on  permanent  loan  from  the  Medical  So- 
ciety of  South  Carolina,  and  other  historic 
materials.  Unfortunately  the  high  brick 
wall  surrounding  these  grounds  had  to  be 
demolished  along  Doughty  Street  for  the 
sake  of  continuity,  while  the  Street  itself 
has  been  closed  from  Ashley  Avenue  to 
President  Street.  The  Medical  Center  is 


again  “fresh  out  of  ground,”  but  good  for- 
tune and  superimposed  foresight  have 
produced  an  intact  campus  of  near-rectan- 
gular shape  bounded  by  four  city  streets 
for  a total  distance  of  some  two  miles. 
Even  the  institutions  and  new  establish- 
ments across  the  boundary  streets  are  re- 
lated in  purpose  or  service — a large  pri- 
vate hospital,  nursing  homes,  rehabilita- 
tion institutes,  medical  office  and  apart- 
ment buildings,  motor  hotels,  service  sta- 
tions and  even  a bank.  The  over-all  outlay 
comprises  the  most  impressive  and  com- 
prehensive community  within  Charleston; 
about  150  acres  in  ground  area  now  com- 
pletely occupied  by  related,  associated  and 
affiliated  institutions,  of  which  the  Medi- 
cal College  of  South  Carolina  is  the  vital 
nucleus,  “the  HUB.”  Even  if  comparable 
opportunity  could  be  found  in  one  advan- 
tageous location  within  a populous  com- 
munity, a comparable  medical  center  could 
not  be  accomplished  at  less  cost  than 
around  the  $150,000,000  level,  or  in  less 
than  10-15  years’  time.  Bearing  in  mind 
that  the  section  of  the  City  in  which  this 
has  been  done  was,  in  the  early  1940’s 
when  the  whole  Plan  was  concocted,  most- 
ly an  area  of  water,  mud  and  marsh — the 
Ashley  River’s  tidal  reaches — and  that  the 
only  buildings  of  consequence  on  the  ir- 
regular fringe  of  dry  land  were  the  incom- 
plete old  Medical  College  quadrangle  and 
the  old  Roper  Hospital  (now  demolished), 
the  present  Medical  Center  laid  out  to  view 
as  one  crosses  the  incoming  Ashley  River 
bridge,  is  almost  unbelievable. 

While  ‘“bigger  is  not  better”  (Stewart 
L.  Udall),  it  is  positive  that  the  medical 
school  complex  of  the  present  had  to  be- 
come much  bigger  than  its  forerunner  of 
even  twenty  years  ago  in  order  to  become 
better.  That  is  not  to  say,  however,  that 
relatively — comparing  all  circumstances, 
conditions  and  relations  of  the  two  eras — 
the  Medical  College  of  South  Carolina  of 
today  is  better  than  in  its  first  period  of 
prosperity,  say  1832-1860,  when  it  was  a 
leader.  Nor  is  it  to  say  that  by  the  same 
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Medical  Center,  Medical  College  of  South  Carolina,  from  Ashley  River  Bridge,  July  25,  1968. 


order  of  comparison  the  faculty  of  to- 
day— some  fifty,  or  more,  times  bigger — 
is  better  than  that  of  the  early  period, 
members  of  which  were  included  in  Davis’ 
“brightest  galaxy”  of  1851.  The  stature  of 
a medical  school  is  measured  in  terms  of 
the  caliber  of  its  faculty.  Such  comparisons 
are,  of  course,  as  odious  as  any  that  might 
be  drawn  between  physical  facilities — 
the  single  little  gem  of  a building  of  1827 
at  Queen  and  Franklin  Streets  versus 
the  multimillion  dollar  medical  center  of 
the  present,  each  appropriate  to  its  time. 
Or  in  the  budgets — a few  thousand  dol- 
lars then,  against  the  many  millions  of  to- 
day. “If  we  open  a quarrel  between  the 


past  and  the  present,  we  shall  find  that 
we  have  lost  the  future.”  (Winston 
Churchill) 

This  is  an  age  of  experimentalism,  in 
medical  education  as  well  as  virtually  all 
other  processes  and  activities  of  life.  In 
experimenting  with  the  medical  curricu- 
lum, the  faculty  must  be  supreme.  In  ad- 
ministration there  must  be  subservience 
to  the  demonstrable  needs  of  the  depart- 
ments in  producing  a wisely  balanced  pro- 
gram of  education,  service  and  research — 
in  that  order  of  priority.  In  internal  rela- 
tions, breaking  up  of  administration  into 
endlessly  fractionating  units  brings  dis- 
persion of  responsibility. 
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The  title  of  my  talk  to  you  today  . . . 
“Moral  Considerations  in  Prolongation  of 
Life”  . . . may  be  somewhat  misleading. 
Treating  the  subject  comprehensively 
would  entail  consideration  of  a physician’s 
complete  duty  to  his  patient.  What  we  are 
here  to  discuss  is  the  decisions  he  must 
make  when  caring  for  patients  with  termi- 
nal illness,  that  is,  those  who  seemingly 
are  at  the  point  of  death  or  who  are  rapid- 
ly approaching  that  point.  These  are  al- 
most literally  life  and  death  decisions. 
Each  generation  seems  to  have  the  prob- 
lems compounded  by  the  ever  enlarging 
body  of  knowledge  and  skills  at  our  dis- 
posal to  prolong  life  a little  longer.  What 
we  consider  artificial  and  extraordinary 
measures  today  may  be  commonly  ac- 
cepted practice  tomorrow. 

Terminal  illness  probably  means  dif- 
ferent things  to  different  people.  I find 
the  term  difficult  to  deal  with  because  it 
implies  that  a judgment  has  been  made 
that  a patient  is  suffering  from  a physical 
disorder  from  which  he  cannot  possibly 
recover.  Experience  usually,  but  not  al- 
ways, proves  us  right  in  these  private  ver- 
dicts. But  the  rare  exception  in  which  a 
doomed  patient  makes  an  unexpected  re- 
covery should  make  us  cautious  in  render- 
ing such  verdicts  even  to  ourselves.  In  the 
first  place  the  whole  medical  team — house 
staff,  nurses,  and  all  who  participate  in 
the  patient’s  care — are  very  likely  to  take 
their  cues  from  the  attitude  assumed, 
often  quite  unconsciously,  by  the  patient’s 
physician.  In  the  second  place,  the  patient 
himself  may  sense  that  the  physician  has 
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given  up.  Deprived  of  the  thin  thread  of 
hope  that  a confident,  interested  medical 
team  may  give  when  it  is  actively  adminis- 
tering treatment  which  gives  some 
promise  of  improvement,  the  patient  him- 
self may  lose  the  will  to  live.  Hence  when 
dealing  with  morbid  conditions  which 
common  sense  tells  us  almost  certainly 
will  end  fatally,  we  must  make  the  effort 
to  maintain  in  ourselves  the  attitude  of 
optimism  which  we  hope  to  transmit  to 
the  patient  and  his  family.  To  do  this,  and, 
at  the  same  time,  behave  rationally  and 
realistically  in  each  given  situation,  re- 
quires resources  that  go  beyond  mere  pro- 
fessional competence.  To  illustrate,  let  us 
consider  some  of  the  situations  that  the 
modern  physician  must  face. 

The  Cardio -Pulmonary  Resuscitation 

Team 

Nearly  every  modern  hospital  now  has 
a resuscitation  team — analagous  to  the 
pulmotor  squad  of  the  fire  or  police  de- 
partment— to  be  on  call  day  or  night  for 
situations  in  which  a patient  is  found  sud- 
denly to  have  stopped  breathing  and  the 
heart  beat  is  either  extremely  weak  or  not 
detectable  at  all.  When  a patient  is 
brought  to  the  hospital  in  an  ambulance 
in  this  condition,  or  an  attendant  on  one 
of  the  hospital  floors  finds  a patient  ap- 
parently dying,  a signal  goes  out  for  the 
life-saving  team  to  go  into  action.  In  our 
hospital,  the  loud  speaker  blares  forth  . . . 
“CALL  FOR  DR.  A.  SYSTOLE”  (the 
medical  term  for  cessation  of  the  heart 
beat).  Physicians  from  the  Anesthesia  De- 
partment, the  Heart  Station,  and  all  house 
staff  and  attending  physicians  available 
are  instructed  to  go  to  the  place  directed 
by  the  signal.  One  person  starts  mouth  to 
mouth  breathing,  another  begins  external 
cardiac  massage.  An  oxygenator  is 
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trundled  in  to  administer  artifical  respira- 
tion after  a tube  has  been  inserted  into  the 
trachea.  An  electrocardiograph  is  attached 
to  determine  whether  the  impulses  to  make 
the  heart  beat  are  present  and  what  kind 
of  irregularity  of  rhythm  has  supervened. 
Sometimes  the  defibrillator  must  be  used, 
to  be  followed  by  the  electric  pacemaker 
to  keep  the  heart  beating  rhythmically  un- 
til it  assumes  its  automatic  rhythm  again. 

In  the  midst  of  this  flurry  of  feverish 
activities,  on  the  part  of  possibly  six  to 
eight  persons,  some  one  must  take  charge 
and  make  some  decisions.  It  usually  falls 
to  the  lot  of  the  patient’s  physician — per- 
haps in  consultation  with  the  representa- 
tives of  Anesthesia  and  the  Heart  Station. 

The  first  decision — unless  it  has  been 
taken  out  of  his  hands  by  an  intern  or 
resident  who  got  to  the  patient  first — 
must  be  whether  to  initiate  all  these  steps 
to  restore  life.  In  the  case  of  an  aged  per- 
son with  advanced  cerebral  arteriosclero- 
sis, heart  disease,  or  cancer  from  which 
there  is  no  reasonable  hope  of  recovery, 
the  decision  usually  is  not  to  undertake 
these  last-ditch  measures.  I shall  not  be- 
labor this  issue,  but  merely  state  that 
nearly  all  physicians  and  nearly  all  moral- 
ists agree  with  this  decision. 

The  second,  and  more  difficult  decision, 
is  once  respiration  has  been  taken  over  by 
the  positive  pressure  machine  and  the 
electrocardiogram  reveals  some  heart  ac- 
tivity, which  may  be  prolonged  for  hours 
after  the  heart  has  ceased  to  function  on 
its  own,  when  shall  the  efforts  at  resusci- 
tation be  stopped?  If  the  apparent  de- 
mise has  been  sudden  . . . such  as  might 
occur  in  drowning,  electric  shock,  anes- 
thesia accidents,  allergic  shock,  asphyxia 
(as  for  example,  a child  shut  in  a re- 
frigerator, and  the  like)  . . . there  can  be 
little  question  that  all  possible  efforts  to 
restore  respiration  and  heart  function 
must  be  made,  particularly  if  the  individ- 
ual is  young  and  vigorous.  Fortunately, 
many  lives  have  been  saved  by  these  pro- 
cedures, even  though  the  initial  response 


was  slow  in  appearing.  On  the  other  hand, 
abundant  evidence  has  shown  that  if  res- 
piration and  heart  action  have  stopped  for 
longer  than  four  to  six  minutes  before 
they  are  restarted  there  is  much  more 
than  an  even  chance  that  irreparable 
damage  will  have  been  done  to  the  higher 
centers  in  the  brain.  Thus,  a person  may 
be  revived  to  lead  a vegetable  existence  for 
weeks  or  even  months  in  which  the  think- 
ing process  is  gone  permanently.  This  time 
limit  of  four  minutes  between  cessation 
and  restoration  of  the  heart  beat  is  very 
important.  More  often  than  not,  no  one 
has  thought  to  record  the  exact  moment 
at  which  resuscitation  efforts  are  started 
and  when  the  first  heart  beat  is  detected, 
so  the  physician  may  be  forced  to  make 
a decision  without  this  knowledge. 

There  is  no  formal  agreement  on  all  the 
evidence  which  must  be  present  in  such 
a situation  to  determine  the  exact  moment 
of  death.  A fairly  accurate  estimation  be- 
comes of  critical  importance  in  deciding 
when  to  turn  off  the  switch  of  the  artifi- 
cial respirator  and  stop  cardiac  massage. 
In  larger  medical  centers  where  an  organ 
transplant  team  is  waiting  for  an  oppor- 
tunity to  transfer  a cadaver  organ  to  a 
patient  whose  life  depends  on  the  trans- 
plant, the  decision  is  even  more  critical. 
This  is  particularly  vital  if  a non-paired 
organ  such  as  the  heart  or  liver  is  to  be 
removed. 

A distinguished  group  of  surgeons, 
jurists  and  clergymen  met  in  a conference 
in  London  in  1966  to  debate  seriously  the 
ethical  considerations  of  these  new  sur- 
gical procedures.  Dr.  G.  P.  J.  Alexandre  cf 
Belgium  proposed  the  following  criteria 
for  death  when  considering  as  potential 
donors  of  healthy  kidneys,  persons  who 
had  suffered  severe  injuries  to  the  cran- 
ium and  brain  . . .1)  Complete  dilation  of 
the  pupils  with  no  reflex  response  to  light; 
2)  Complete  absence  of  muscle  and  tendon 
reflexes  to  the  usual  stimuli,  including  pro- 
found pain;  3)  Complete  absence  of  spon- 
taneous respiration  after  the  mechanical 
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respirator  had  been  stopped  for  five  minu- 
tes; 4)  Constantly  falling  blood  pressure 
even  after  administering  large  doses  of 
drugs  that  usually  restore  the  pressure; 
5)  An  electro-encephalogram  tracing 
which  has  remained  flat  for  several  min- 
utes.1 Another  physician  suggested  that 
visualization  of  the  blood  flow*  to  the  brain 
by  injecting  a dye,  recognizable  by  x-ray, 
into  the  carotid  artery  should  be  tried  as 
a sixth  criterion.  It  is  noteworthy  that 
these  physicians  did  not  require  complete 
cessation  of  the  heart  beat  as  determined 
by  electrocardiography  as  evidence  for 
death  ; their  judgment  being  influenced,  of 
course,  by  the  fact  that  the  prospects  of  a 
successful  graft  of  the  subject’s  kidney  to 
the  prospective  recipient  depended  on  hav- 
ing the  blood  supply  to  it  intact  as  long  as 
possible.  Others  were  sympathetic  with 
this  point  and  agreed  that  none  of  Dr. 
Alexandre’s  cadaver  donors  had  any  real 
chance  of  surviving.  Yet  some  of  the  phy- 
sicians felt  that  complete  cessation  of  the 
heart  beat  should  be  required  to  make  re- 
moval of  the  kidney  a defensible  procedure 
since  the  donor  had  had  no  opportunity  to 
give  his  consent. 

Thus  no  set  of  objective  criteria  has 
yet  been  proposed  which  allows  the  physi- 
cians in  charge  to  escape  some  value  judg- 
ments that  he  and  he  alone  must  make. 
He  may  be  deeply  aware  of  the  feelings 
of  his  younger  colleagues  who  often  believe 
that  a physician’s  duty  is  to  keep  his  pa- 
tient alive  as  long  as  he  can,  regardless  of 
any  other  consideration.  Also  he  is  cogni- 
zaznt  of  the  anguish  of  the  patient’s  fam- 
ily, which  s hoping  desperately  that  some 
miracle  will  happen  if  the  respirator  keeps 
up  its  job  a little  longer. 

Lawyers  point  out  that  acting  to  termi- 
nate life  is  usually  considered  first  degree 
murder  regardless  of  the  motives  of  the 
one  who  performs  the  act.  As  a matter  of 
practice,  however,  there  seems  to  be  no 
case  in  the  Anglo-American  tradition  in 
which  a doctor  was  convicted  of  first  de- 
gree murder  when  it  was  shown  that  his 


purpose  clearly  was  to  relieve  his  patient 
of  suffering.-  At  the  same  time  they  point 
out  that  such  action  is  not  to  be  condoned. 
Failure  to  act  to  preserve  life  when  the 
physician  is  convinced  that  such  omission 
is  in  the  patient’s  best  interests  is  regard- 
ed in  a different  way.  George  P.  Fletcher, 
of  the  faculty  of  the  Law  School,  Univer- 
sity of  Washington,  points  out  that  using 
the  label  “omission”  does  not  mean  that 
the  physician  is  free  to  do  what  he  chooses. 
However,  the  special  relationship  of  pa- 
tient and  physician  does  permit  some  flexi- 
bility. The  physician  not  only  knows — or 
should  know — the  clinical  prospects  for 
survival  in  his  patient,  but  usually  knows 
something  of  the  patient’s  religious  back- 
ground; and  often  he  is  aware  of  the 
views  expressed  by  the  patient  himself 
regarding  what  he  wants  done  if  death 
seems  imminent.  As  a matter  of  practice 
the  doctor  is  expected  to  exercise  humane 
consideration  for  the  total  situation,  in- 
cluding the  views  of  the  next  of  kin,  then 
do  what  his  conscience  dictates.  Almost 
without  exception,  the  clergymen  who 
have  examined  the  question  seriously  have 
come  to  the  same  view.3 

Thus,  though  the  decision  to  turn  off 
the  respirator  is  one  from  which  we  long 
to  be  spared,  some  one  must  make  it.  All 
we  can  do  is  accept  the  responsibility  and 
pray  for  enough  wisdom  to  do  the  right 
thing. 

Organ  Transplants 

The  possibility  of  organ  transplants  has 
captured  the  imagination  of  surgeons  for 
many  years.  Yet  we  are  only  at  the  begin- 
ning of  this  type  of  traffic  in  human  flesh. 
The  technical  skills  required  have  been 
quickly  mastered.  Overcoming  the  host’s 
inborn  defenses  which  make  his  tissues 
reject  the  tissues  of  another  individual 
presents  a much  more  difficult  problem. 
Up  to  now,  no  method  of  suppression  of 
these  immune  mechanisms  has  been  de- 
vised which  will  guarantee  permanent 
viability  of  transplanted  organs,  except 
when  the  donor  is  an  identical  twin. 
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However,  more  experience  with  im- 
muno-suppressive  agents  has  already  im- 
proved the  outlook  for  survival  of  the 
recipients.  The  University  of  Colorado 
Medical  School  Group13  reports  that  when 
blood  relatives  (excluding  identical  twins) 
were  used  as  donors  their  two-year  sur- 
vival rate  was  65  per  cent.  When  unre- 
lated persons  were  the  donors,  the  two- 
year  survival  was  22  per  cent,  the  mean 
being  53  per  cent.  Many  persons  receiving 
the  kidney  transplants  have  now  lived 
more  than  four  years. 

Increasing  precision  in  the  prediction 
of  duration  of  life  for  patients  apparently 
doomed  to  die  without  the  benefit  of  new, 
healthy  kidneys,  and  improving  technics 
to  prevent  rejection  of  the  transplants 
have  partially  resolved  some  of  the  ethical 
problems.  The  procedure,  if  performed  oy 
an  experienced  team,  can  no  longer  be  re- 
garded as  purely  experimental.  Demon- 
stration of  the  feasibility  of  using  cadaver 
kidneys,  if  they  are  obtained  promptly, 
has  greatly  enlarged  the  pool  of  potential 
donors. 

Even  so,  compelling  ethical  problems 
persist.  Is  it,  for  instance,  defensible  to 
allow  an  identical  twin  who  is  a minor, 
and  thus  unable  to  give  legal  consent,  to 
be  a donor?  Most  physicians  and  most 
jurists  are  firm  in  disallowing  such  a 
procedure,  even  if  the  parents  urge  that 
it  be  done.  In  many  cases  prisoners  have 
been  used  as  donors.  Without  going  into  a 
long  discussion  of  this  practice,  I shall 
merely  say  that  this  now  is  frowned  upon, 
since  some  element  of  coercion  or  implied 
possible  gain  in  the  way  of  lightening  of 
prison  sentence  is  almost  unavoidable. 

Should  we  or  should  we  not  allow  a 
healthy  young  father,  with  a growing  fam- 
ily to  raise,  to  donate  a kidney  to  an  iden- 
tical twin  brother  in  far  advanced  uremia 
from  glomerulonephritis?  Or  what  shall 
we  tell  the  young  mother  with  several 
small  children  to  care  for  when  she  wants 
to  donate  a kidney  to  one  of  her  brood  who 


is  approaching  death  from  bilateral  poly- 
cystic kidney  disease? 

The  imponderables  are  even  more  dif- 
ficult in  the  case  of  transplants  of  single 
organs  such  as  the  heart  or  liver.  In  the 
first  place,  should  the  new  organ  replace- 
ment not  survive,  the  patient  is  doomed. 
If  he  is  in  such  critical  condition  that  he 
is  unlikely  to  survive  without  the  new  part 
he  is  anything  but  a good  surgical  risk. 
In  the  same  way  the  donor,  if  not  dead  be- 
fore his  heart  is  removed,  will  surely  be 
dead  afterward.  But  the  chances  of  the 
survival  of  the  transplanted  organ  are 
much  greater  if  the  transfer  of  the  donat- 
ed organ  is  made  while  it  is  still  being 
actively  perfused  with  oxygenated  blood. 
Thus  ideally  the  transaction  should  be 
made  between  a donor  physiologically  and 
irretrievably  dead  as  far  as  his  brain  is 
concerned  but  still  alive  in  his  lungs  and 
heart,  and  a recipient  whose  heart  is  so 
badly  diseased  that  he  will  with  certainty 
die  within  days  or  weeks  without  the  new 
organ.  Decisions  in  these  cases  are  so  cri- 
tical that  we  are  not  prepared  for  them. 

I heard  Dr.  Barnard’s  account  of  his 
successful  heart  transplant  and  saw  his 
pictures  of  the  hearts  of  this  patient  and 
the  one  who  did  not  survive.  One  must 
agree  that  the  team  of  physicians  which 
evaluated  the  recipients  correctly  pre- 
dicted that  the  diseased  hearts  which  were 
replaced  had  far  advanced  pathologic 
changes.  The  patients  were  so  severely 
handicapped  that  they  would  soon  have 
died  of  heart  failure.  Yet,  neither  the 
physicians  who  examined  the  heart  trans- 
plant recipients  nor  any  other  physicians 
could  predict  with  absolute  certainty  what 
the  life  expectancy  would  have  been  with- 
out  the  surgery  which  in  one  case  was 
successful  and  which  failed  in  the  other. 

One  cannot  quarrel  with  success,  nor 
should  he.  Seemingly  insurmountable 
technical  problems  have  been  overcome  to 
make  such  a surgical  milestone  possible. 
At  this  time,  however,  it  is  difficult  to 
conceive  of  heart  transplants  being  done 
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on  a scale  anything  like  what  is  being  done 
with  kidney  transplants.  Dr.  Barnard 
stated  that  each  heart  transfer  which  his 
team  had  undertaken  cost  approximately 
$50,000.  Also,  the  procedure  obviously 
cannot  be  done  at  will,  for  a very  special 
set  of  circumstances  must  be  present  to 
make  the  undertaking  feasible.  In  the  one 
successful  case,  suppression  of  the  rejec- 
tion response  which  it  was  feared  would 
quickly  terminate  the  experiment  has  been 
unexpectedly  smooth.  Possibly,  heart 
muscle  from  another  individual  will  prove 
more  acceptable  to  the  host’s  immune 
mechanism  than  other  kinds  of  human  tis- 
sue. It  is  too  soon  after  this  epoch-making 
event  for  any  of  us  to  be  making  moral 
judgments  about  the  wrongness  or  right- 
ness of  the  procedure.  We  should  all  pay 
tribute  to  the  monumental  accomplish- 
ment whose  final  ramifications  we  can- 
not see.  All  of  us  can  take  great  satisfac- 
tion in  the  unquestioned  integrity  of  the 
team  of  physicians  who  accomplished  this 
important  first  step. 

Human  E xperimentation  and  the 
Use  of  Toxic  Drugs 

A resolution  adopted  by  the  World 
Medical  Association  states  explicitly  that 
under  no  circumstances  is  a doctor  per- 
mitted to  do  anything  which  would  weak- 
en the  physical  or  mental  resistance  of  a 
human  being  except  from  strictly  thera- 
peutic or  prophylactic  indications  im- 
posed in  the  interest  of  the  patient.  There 
is  no  right  to  risk  an  injury  to  one  person 
for  the  benefit  of  others.4 

Since  the  outlook  for  prolonged  exis- 
tence in  patients  judged  to  be  “terminal” 
is  hopeless  there  has  always  been  the 
temptation  to  subject  them  to  measures 
which  conceivably  might  be  of  some  bene- 
fit, but  whose  use  is  clearly  too  filled  with 
risk  to  be  used  on  healthy  persons.  We 
have  just  discussed  the  type  of  experi- 
ment in  which,  to  a group  of  conscientious 
doctors  the  possible  benefit  appeared  to 
out-weigh  the  risk.  In  other  instances  the 


justification  for  a risky  procedure  is  less 
certain. 

Beecher’  cites  the  report  of  an  experi- 
ment in  which  a piece  of  melanoma,  a 
highly  malignant  tumor,  from  a young 
woman  was  transplanted  into  her  in- 
formed and  volunteering  mother.  The  ob- 
ject was  to  learn  something  of  immunity 
to  cancer,  and  it  was  hoped  that  produc- 
tion of  antibodies  against  the  cancerous 
tissue  might  be  helpful  in  treatment  of  the 
patient.  As  the  experiment  turned  out, 
the  daughter  died  the  day  after  the  trans- 
plant was  effected.  On  the  twenty-fourth 
day  after  the  implant  was  made,  it  was 
widely  excised  from  the  mother,  but  she 
died  several  months  later  from  melonoma 
metastases. 

Such  ill-advised  procedures,  fortunately, 
have  been  done  rarely.  However,  in  the 
gray  zone  in  which  various  last-ditch 
measures  are  undertaken  in  the  faint 
hope  that  they  might  prolong  life  a few 
more  weeks  or  months  but  may  be  disas- 
trous if  they  do  not  turn  out  right,  phy- 
sicians struggle  constantly  between  hu- 
manitarian impulses  and  scientific  judg- 
ment. 

In  far  advanced  cancer  or  leukemia,  var- 
ious chemical  agents  are  administered  in- 
travenously in  the  hope  that  they  will  in- 
terfere more  effectively  with  the  growth 
of  the  rapidly  metabolizing  tumor  cells 
then  with  the  more  stable  normal  tissues 
of  the  body.  Even  when  used  with  meticu- 
lous care  severe  anemia,  diminuition  in 
white  blood  corpuscles,  liver  and  kidney 
damage,  and  less  serious  effects  on  the 
skin  are  produced.  Every  time  these  agents 
are  used  one  must  ask  himself  whether 
the  possible  prolongation  of  life  until 
something  truly  effective  might  be  dis- 
covered is  worth  the  deleterious  side  ef- 
fects, which  are  quite  predictable.  The 
final  judgment  usually  is  made  not  on  the 
basis  of  demonstrable  therapeutic  merit 
but  subjective  considerations.  In  the  state 
of  acceptance  of  the  cancer  at  the  time 
reached  by  the  patient  and  his  family, 
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would  not  the  relatives  and  even  the  physi- 
cian himself  feel  very  guilty  if  something 
very  concrete  beyond  the  surgical  extirpa- 
tion, which  had  been  tried  or  rejected  on 
the  grounds  of  extensive  metastases,  were 
not  done?  Physicians  are  often  trapped 
into  administering  worthless  and  expen- 
sive, but  probably  harmless  agents,  such 
as  Krebiozen,  simply  to  satisfy  someone’s 
guilt  complex.  It  is  surprising  how  often 
a family  member  close  to  a terminal  can- 
cer patient  will  shamefacedly  ask  the  at- 
tending physician  to  undertake  some  “can- 
cer cure”  simply  because  some  friend  or 
distant  relative  had  asked  if  this  particu- 
lar procedure  had  been  tried.  I no  longer 
have  any  qualms  about  rejecting  such  sug- 
gestions if  I feel  they  are  worthless.  Both 
the  patient  and  his  family  really  want 
their  physician  to  be  in  charge  and  to 
make  the  decisions  which  they  are  in- 
capable of  making — and  this  is  as  it  should 
be. 

Ablative  Surgical  Procedures 

One  of  the  spectacular  advances  in  can- 
cer therapy  has  been  the  demonstration 
that  the  spread  of  metastases  in  malig- 
nancies of  the  breast  may  be  halted, 
sometimes  for  many  months,  by  extirpa- 
tion of  the  pituitary  or  of  the  adrenal 
glands.  The  same  effect  on  bone  metastases 
from  cancer  of  the  prostate  may  be  ob- 
tained by  bilateral  removal  of  the  tes- 
ticles. 

While  such  procedures  constitute  per- 
fectly acceptable  medical  practice,  the  de- 
cision as  to  whether  to  use  them  or  not  is 
not  always  easy.  I recall  one  patient  whose 
husband  had  died  shortly  before  discovery 
in  her  of  lung  and  bone  metastases 
secondary  to  cancer  of  the  breast  removed 
two  years  before.  She  was  hospitalized 
because  she  lived  alone  and  was  having 
so  much  shortness  of  breath  and  pain 
that  she  needed  constant  attention.  It  was 
decided  to  remove  her  adrenal  glands, 
after  which  she  required  daily  adminis- 
tration of  steroids  as  replacement  therapy. 
She  soon  had  less  pain  and  eventually 


there  appeared  to  be  some  regression  of 
the  tumor  spread  in  the  lungs.  After  some 
weeks,  the  former  pain  and  breathlessness 
reappeared  and  remained  with  her  until 
she  died  fourteen  months  later.  During 
this  period  she  developed  two  pathologic 
fractures,  and  was  never  abie  to  leave  the 
hospital.  All  of  the  savings  which  she  and 
her  husband  had  hoped  to  leave  to  her 
daughter  were  used  up,  and  she  had  few 
moments  of  physical  or  mental  comfort 
during  the  entire  period.  One  wonders 
whether  or  not  a disservice  had  been  done 
to  this  woman  in  prolonging  her  life. 

Having  seen  the  transformation  of  nor- 
mal appearing  persons  to  grossly  over- 
weight “vegetables”  with  diabetes  in- 
sipidus as  a result  of  pituitary  extirpation, 
I can  no  longer,  with  a clear  conscience, 
recommend  this  procedure  for  cancer  pal- 
liation. Bilateral  orchiectomy  to  mitigate 
the  suffering  caused  by  metastases  from 
cancer  of  the  prostate  is  a much  more  ef- 
ficient procedure,  although  it  does  not 
guarantee  permanent  cure.  Here  is  a 
situation  in  which  the  patient  must,  of 
course,  know  that  the  surgery  in  his  scro- 
tum must  be  done,  but  in  which  withhold- 
ing all  the  details  is  defensible  in  the  in- 
terests of  the  patient’s  peace  of  mind. 

My  position  on  telling  patients  the  truth 
regarding  what  we  think  is  terminal  ill- 
ness seems  to  coincide  with  that  of  most 
of  my  colleagues.  It  is  that  patients  should 
never  be  told  an  untruth,  but  that  revela- 
tion of  full  details  of  a serious  malady 
which  may  well  be  fatal  should  not  be 
forced  upon  them.  Most  patients  will,  in  a 
variety  of  ways,  make  it  known  to  their 
physicians  that  they  do,  or  do  not,  want 
to  know,  and  their  wishes  must  be  re- 
spected. Sensing  how  much  to  tell,  and 
how  soon,  depends  upon  good  rapport  with 
the  patient.  The  feeling  that  “we  are  in 
this  thing  together”  must  be  established 
by  deed  and  attitude  rather  than  words 
to  the  patient.  If  bad  news  is  to  be  re- 
vealed it  must  be  accompanied  by  opti- 
mistic uncertainty  regarding  the  outcome. 
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PROLONGATION  OF  LIFE 


New  discoveries  are  on  the  way,  and  un- 
expected and  miraculous  cures  seem  to 
occur  every  day. 

Conclusion 

I shall  spend  no  time  discussing  pro- 
longed use  of  antibiotics,  intravenous 
fluids,  the  electrical  pacemaker  imbedded 
in  the  tissues  to  keep  the  heart  of  the  pa- 
tient with  heart  block  beating  with  suf- 
ficient frequency,  the  artificial  heart,  and 
other  modern  devices  to  make  the  human 
organism  continue  its  existence  a little 
longer.  The  kinds  of  problems  these  meas- 
ures bring  up  in  no  way  differ  from  those 
already  considered.  Since  all  individuals 
are  different  from  all  others,  there  are  no 
easy  answers  applicable  to  the  profound 
problems  connected  with  each  life’s  termi- 
nation. In  general  it  would  seem  that  when 
there  is  even  a faint  hope  of  prolonging  a 
life  in  such  a way  that  a reasonably  hap- 
py and  useful  existence  can  be  anticipated, 


every  possible  means  at  our  disposal 
should  be  utilized.  In  the  case  of  older  in- 
dividuals whose  life  has  become  a burden 
for  them  and  for  their  families,  particu- 
larly if  the  brain  has  ceased  to  function, 
we  must  ask  ourselves  whether  we  are 
preserving  life  or  merely  interfering  to 
prolong  death.  The  best  we  can  do  is  to 
pray  for  the  love  and  understanding  re- 
quired for  wisdom  in  applying  our  knowl- 
edge. I close  with  a quotation  from  the 
Litany  prepared  by  Sir  Robert  Hutchin- 
son, a wise  old  physician  to  the  London 
Hospital  . . . “From  inability  to  let  well 
alone;  from  too  much  zeal  for  the  new 
and  contempt  for  what  is  old ; from 
putting  knowledge  before  wisdom,  science 
before  art,  and  cleverness  before  common 
sense,  from  treating  patients  as  cases, 
and  from  making  the  cure  of  the  disease 
more  grievous  than  the  endurance  of  the 
same,  Good  Lord  deliver  us”.G 
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FOR  RENT 

Suite  of  Doctor’s  offices,  on  first  floor, 
with  on  premise  parking  available  No- 
vember 1st.  Suite  consists  of  large  wait- 
ing room,  nine  private  offices,  equipped 
with  central  heating  and  cooling.  Utili- 
ties and  jantor  services  furnished. 
Located  one  block  from  Columbia  Hos- 
pital and  five  blocks  from  Baptist 
Hospital,  1420  Gregg  Street,  Columbia, 
S.  C.  29202.  Write  or  call  John  H. 
Young,  Jr.,  P.  O.  Box  67,  Columbia, 
S.  C.  29202.  OND 
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X-RAY  FILMS  OF  THE  MONTH 


H.  BIEMANN  OTHERSEN,  JR.,  M.D. 
S.  E.  PUCKETTE,  JR.,  M.D. 

Medical  College  Hospital 
Charleston,  S.  C. 


These  films  of  an  upper  GI  series  and 
a barium  enema,  were  made  of  a seven 
year  old  white  female  who  had  been  hos- 
pitalized on  two  occasions  in  the  month 
prior  to  admission.  She  had  cramping  ab- 
dominal pains  which  were  not  typical  of 
appendicitis  and  the  above  films  were 
made.  Prior  to  the  present  difficulty  she 
had  been  considered  to  be  a healthy  child 


with  no  complaints  referable  to  the  ab- 
domen. 

These  films  depict  the  findings  in  mal- 
rotation  of  the  intestines.  The  upper  GI 
series  show  the  duodenum  to  descend  in 
the  right  gutter.  There  is  no  ligament  of 
Treitz.  The  small  bowel  is  located  entirely 
in  the  right  side  of  the  peritoneal  cavity. 
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X-RAY  FILMS  OF  THE  MONTH 


The  barium  enema  shows  the  colon  to  be 
entirely  to  the  left  of  the  midline  with  the 
cecum  in  the  left  lower  quadrant.  This 
malrotation  of  the  intestines  specifically 
involved  the  embryological  midgut. 

The  midgut  is  that  portion  of  the  in- 
testinal tract  beginning  at  the  second  por- 
tion of  the  duodenum  and  including  the 
remainder  of  the  small  bowel  and  the  large 
bowel  up  to  the  mid-transverse  colon.  The 
multiple  abnormalities  that  may  occur 
with  malrotation  are  much  more  easily 
understood  when  the  embryologic  develop- 
ment of  the  midgut  is  reviewed.  The  clas- 
sic description  of  Frazer  and  Robbins 
divides  this  development  into  three 
stages  r1 

Stage  one — The  midgut  resides  in  the 
umbilical  cord  during  the  first  ten  weeks 
of  gestation.  During  this  time  it  makes  a 
90°  counterclockwise  rotation.  If  the  de- 
velopmental process  goes  no  further,  the 
child  will  be  born  with  an  omphalocele. 

Stage  tivo — During  the  tenth  to  twelfth 
week  of  embryonic  life  the  midgut  retracts 
from  the  umbilical  cord  into  the  abdominal 
cavity  and  simultaneously  undergoes  an 
additional  180°  counterclockwise  rotation. 
If  this  rotation  does  not  occur,  a complete 
malrotation  exists,  as  in  the  case  depicted 
here,  and  the  small  intestine  lies  in  the 
right  half  of  the  abdominal  cavity  while 
the  colon  is  in  the  left.  This  condition  is 
often  asymptomatic.  However,  obstruction 
may  occur  from  kinking  of  the  duodenum 
or  from  volvulus  of  the  midgut  as  it  twists 
around  the  narrow  pedicle  formed  by  the 
superior  mesenteric  artery.  Other  abnor- 
malities such  as  an  internal  hernia  and 


reverse  rotation  may  be  confusing  varia- 
tions. 

Stage  three — From  the  twelfth  week  on 
the  cecum  gradually  descends  into  the 
right  lower  quadrant.  The  cecum  is  then 
fixed,  as  are  the  ascending  colon  and  the 
duodenum.  Arrest  of  rotation  in  this  stage 
results  in  a cecum  which  lies  in  the  right 
upper  quadrant.  Peritoneal  bands  which 
arise  in  an  attempt  to  fix  the  colon  may 
pass  over  the  duodenum  and  produce  ob- 
struction. Other  abnormalities  in  develop- 
ment may  be  a retrocecal  appendix  or  a 
hypermobile  cecum.  Most  of  the  cases  of 
malrotation  will  show  early  in  life  and 
usually  before  one  month  of  age.  These 
children  may  become  distended  and  vomit 
bile-stained  material  and  the  x-ray  films 
of  the  abdomen  may  look  innocuous.  How- 
ever, a barium  enema  showing  malrotation 
should  be  an  indication  for  operation,  since 
volvulus  of  the  small  intestine,  when  un- 
relieved, will  produce  infarction  of  the 
entire  small  bowel.  When  symptoms  de- 
velop later  in  life,  as  in  this  child,  opera- 
tion is  indicated  to  prevent  volvulus. 

Operations  for  relief  of  this  condition 
are  still  variations  of  the  procedure  orig- 
inally described  by  Ladd.2  This  procedure 
consists  essentially  of  freeing  any  kinking 
in  the  duodenum  and  removing  the  appen- 
dix. The  small  intestine  is  then  brought 
directly  down  the  right  gutter  and  the 
cecum  is  placed  in  the  left  lower  quadrant. 
Ladd  used  dry  sponges  to  stimulate  the 
formation  of  adhesions  to  fix  the  bowel  in 
this  position.  The  resulting  placement  of 
the  bowel  is  then  exactly  the  opposite  from 
normal  fixation,  but  allows  a broader  base 
for  fixation  of  the  small  bowel  mesentery. 
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President’s  Page 

Guest  Editorial 
MAY  DAY  MAY  DAY 
MEDICAL  EMERGENCY 
POLITICAL  ACTIVISTS  NEEDED 
I am  grateful  to  President  Joel  Wyman  for  the  oppor- 
tunity of  addressing  this  message  to  the  medical  profes- 
sion of  S.  C.  May  I extend  to  each  of  you  my  deep  appre- 
ciation for  the  privilege  of  serving  as  your  Vice-President. 

Today,  we  as  a nation  are  faced  with  more  crises  than 
ever  before  in  history.  The  devaluation  and  decline  of  our 
fiscal  stability  is  an  ever  increasing  problem.  Citizen  and 
governmental  responsibilities  for  law  and  order  should 
be  considered  as  top  priority.  The  very  safety  of  each 
and  everyone  in  his  home,  his  business,  or  on  our  streets 
and  highways  is  threatened.  Local  control  of  our  daily 
affairs  is  fast  disappearing  as  more  and  more  bureaucracies  take  over  in  Washington. 

Where  do  we  stand  as  a professional  group,  one  of  the  most  highly  educated  and 
teamed  segments  of  American  Society? 

Are  we  living  up  to  our  responsibilities  of  citizenship?  Are  we  standing  up  and  being 
counted  in  the  mainstream  of  the  political,  economic,  civic  and  governmental  responsibili- 
ties of  our  local  communities,  cities,  state,  and  nation? 

Organized  medicine  has  been  slow  in  responding  to  the  realities  of  the  space  age.  It  is 
slowly  and  energetically  attempting  to  regain  its  rightful  status  in  America. 

AMPAC  was  created  and  sponsored  by  the  AMA  to  provide  a political  arm  for  the  med- 
ical profession  to  rally  to,  to  support  and  protect  the  private  practice  of  medicine,  and  to 
preserve  the  traditional  doctor-patient  relationship  which  has  produced  the  best  medical 
care  in  the  history  of  civilization. 

Scalpel,  South  Carolina  Alliance  for  Liberty,  Political  Education,  and  Life,  is  the 
political  arm  of  the  SCMA,  Non-partisan  support — Republican  or  Democrat — to  con- 
gressional candidates  who  are  friends  of  medicine  and  are  laboring  to  protect  the  truly 
American  way  of  life  in  the  Halls  of  Congress.  As  GOES  CONGRESS— SO  GOES 
THE  NATION. 

Are  the  practitioners  of  medicine  in  S.  C.  supporting  it?  The  answer  is  a loud  and  em- 
phatic NO.  You  who  have  so  much  to  lose  are  not  willing  to  contribute  $20.00  to  help 
stay  the  rapid  federalization  of  the  practive  of  medicine  and  to  maintain  the  private 
practice  of  medicine.  The  records  show  that  about  one  out  of  every  nine  doctors  in  S.  C. 
is  a member  of  Scalpel. 

This  year’s  national  election  can  reverse  the  socialist  bent  of  the  Congress  by  defeat 
of  some  of  the  liberal  and  socialistic  congressmen  elected  two  and  four  years  ago.  Your 
support  is  URGENTLY  NEEDED— TO  BOTH  DEMOCRAT  AND  REPUBLICAN 
CANDIDATES— TAKE  YOUR  CHOICE— SCALPEL  SUPPORTS  BOTH— MAY  I IS- 
SUE A CLARION  CALL  to  each  and  every  member  of  the  greatest  profession,  dedicated 
to  serving  our  fellow  man,  to  relieve  suffering,  to  extend  life,  to  study,  and  to  research, 
so  that  further  advances  may  be  made. 

JOIN  SCALPEL  TODAY 
GET  YOUR  WIFE  TO  JOIN 

BECOME  ACTIVE  IN  THE  POLITICAL  LIFE  OF  YOUR 
COMMUNITY.  STATE  AND  NATION 
YOUR  INFLUENCE  COUNTS  — TREMENDUOSLY! ! 

C.  TUCKER  WESTON,  M.D. 
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AMA  Clinical  Convention 

At  no  time  in  medical  history  has  there 
been  such  an  explosion  of  scientific  knowl- 
edge and  technology.  And  never  has  there 
been  a greater  demand  for  physicians’ 
services. 

These  factors  combine  to  burden  the 
busy  physician  in  his  efforts  to  keep 
abreast  of  the  modern  developments  in 
medicine. 

There  is  an  abundance  of  fine  scientific 
publications,  but  many  hours  of  reading 
would  be  required  to  learn  what  can  be 
gained  by  attending  the  Clinical  Conven- 
tion of  the  American  Medical  Association. 
It  will  be  in  Miami  Beach,  Fla.  Dec.  1-4. 

There  will  be  125  exhibits  there  reflect- 
ing the  latest  developments  in  pharmaceu- 
ticals, medical  equipment  and  scientific 
endeavors. 

The  Clinical  Convention — this  will  be 
the  22nd — is  one  of  the  best  ways  of  pro- 
viding continuing  education  to  the  busy 
physician.  The  scientific  exhibits  alone 
are  a good  postgraduate  course  in  medi- 
cine. 

And  special  postgraduate  courses  will 
be  offered,  too,  in  diabetes,  fluid  and  elec- 
trolyte balance  and  thyroid  disease.  In 
addition,  there  will  be  about  30  medical 
motion  pictures  and  scientific  television 
programs  will  be  shown  live  and  in  color. 

For  the  physician  who  likes  to  discuss 
the  intricacies  of  his  profession,  there 
will  be  clinical  workshops  and  four  break- 
fast roundtables. 

The  AMA  Clinical  Convention  is  de- 
signed primarily  for  the  man  in  practice. 


The  speakers  will  read  papers  that  will 
bring  to  the  practitioner  the  latest  find- 
ings of  others  in  his  area. 

There  is  an  unprecedented  emphasis  on 
and  need  for  continuing  education.  A great 
manpower  shortage  has  made  it  manda- 
tory for  the  physician  to  expand  his  knowl- 
edge and  become  more  versatile. 

The  Clinical  Convention  promises  to  be 
a stimulating  four  days,  worthy  of  the 
busy  physician’s  time.  Every  physician  is 
urged  to  take  advantage  of  this  educa- 
tional opportunity. 


The  Flu  and  You 

Following  quickly  on  the  announcement 
of  the  Public  Health  Service  that  the  likeli- 
hood of  epidemics  of  influenza  of  the 
usual  recent  types  is  small  comes  word 
that  a new  strain  of  the  virus  (the  fifth 
of  its  family),  designated  as  Influenza 
Virus  A.f,  has  become  prevalent  in  Hong 
Kong  and  elsewhere  in  the  East.  This  is  a 
type  which  has  not  been  known  previously, 
and  apparently  has  not  been  known  to  at- 
tack any  population  before,  nor  had  a 
specific  vaccine  been  developed  until  this 
immediate  threat  appeared.  It  is  suspected 
that  this  may  become  a widespread  prob- 
lem. Manufacture  of  vaccine  is  in  process, 
but  it  is  not  likely  that  the  quantity  and 
distribution  will  be  sufficient  in  time  to 
offer  extensive  protection  against  a new 
enemy. 

Thus  the  optimistic  forecast  seems 
headed  for  the  drain.  Let  us  hope  that  the 
current  prediction  will  not  be  fulfilled. 


QUIDNUNC 

The  world  of  medicine  should  always  welcome, 
even  it  it  does  not  always  appreciate,  a good  editor 
who  protects  it  with  his  blue  pencil  against  the 
logorrhea  of  too  articulate  man. 

Diseases  of  the  Chest  54:1 
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Dr.  Gordon  T.  Wannamaker,  Dr.  Bartolo 
M.  Barone  and  Dr.  Gerald  J.  Quinn  have 
announced  their  association  in  the  practice 
of  neurology  and  neurosurgery  at  315  Cal- 
houn Street,  Charleston.  Dr.  Willard  B. 
Mills  has  been  elected  chairman  of  the 
South  Carolina  Chapter,  American  Aca- 
demy of  Pediatrics.  Other  new  officers  in- 
clude Dr.  Casper  E.  Wiggins,  alternate 
chairman ; Dr.  Jack  W.  Rhodes,  secretary- 
treasurer;  Drs.  David  C.  McLean,  J.  Earle 
Furman  and  William  F.  Young,  executive 
committeemen ; Dr.  Henry  W.  Moore,  nom- 
inating committeeman.  Dr.  Redden  L.  Par- 
ramore  Jr.  announces  the  removal  of  his 
office  to  the  Charleston  Medical  Center, 
315  Calhoun  Street,  Charleston,  for  the 
practice  of  diseases  of  the  ENT.  Dr.  Hey- 
ward Hudson,  a Ruffin  native,  has  begun 
the  practice  of  obstetrics  and  gynecology 
in  Greenville.  He  was  graduated  from  the 
Medical  College  of  South  Carolina.  For  the 
past  two  years,  he  has  been  practicing  at 
the  U.  S.  Army  Hospital  at  Fort  Stewart* 
Ga.  Dr.  Charles  A.  Mood  of  Sumter  has 
joined  the  staff,  as  a pediatrician,  of  a new 
comprehensive  care  program  for  Charles- 
ton’s medically  indigent.  Dr.  Mood  is  a 
graduate  of  Wofford  College  and  the  Medi- 
cal College  of  S.  C.  For  three  years  he 
served  as  flight  surgeon  with  the  U.  S.  Air 
Force  and  later  studied  in  pediatrics. 

Dr.  James  Armistead  of  Greenville  has 
joined  the  consultant  staff  of  Williamston 
Hospital.  Dr.  Armistead,  a specialist  in  in- 
ternal medicine,  brings  to  nine  the  number 
of  consultant  and  courtesy  staff  physicians 
serving  the  hospital  in  addition  to  Dr. 
Dwight  Smith,  the  only  full  time  physi- 
cian. Dr.  James  Dennis  has  opened  his  of- 
fice in  Piedmont  at  36  Main  Street.  Dr. 
Donald  C.  Roberts  has  joined  the  staff  of 
the  Orr-Huff-Browne-Kent  Surgical  Clinic 


on  North  Fant  St.,  Anderson.  He  is  a grad- 
uate of  Bowman  Gray  School  of  Medicine 
and  specializes  in  general  and  thoracic 
surgery.  Dr.  Watson  C.  Finger  and  Dr.  G. 
Fraser  Wilson  of  Charleston  have  an- 
nounced the  association  of  Dr.  A.  Bert 
Pruitt  Jr.  in  the  practice  of  gynecology 
and  obstetrics  at  84  Halsey  Blvd.  and  3370 
Rivers  Avenue.  Dr.  Joseph  E.  Brodie  has 
retired  after  33  years  of  service  to  the 
State  Board  of  Health.  He  has  been  direc- 
tor of  the  Lexington  County  Health  Dept, 
since  1952.  A graduate  of  the  Medical  Col- 
lege of  S.  C.,  Dr.  Brodie  started  his  public 
health  career  in  Alabama  and  returned  to 
South  Carolina  in  1927. 

Dr.  Arthur  F.  DiSalvo,  a native  of  New 
York  City,  has  been  appointed  chief  of  the 
State  Board  of  Health’s  Bureau  of  Labora- 
tory Services  and  Research.  For  the  past 
two  years,  he  has  served  a post-doctoral 
residency  at  the  National  Communicable 
Disease  Center  in  Atlanta.  He  is  a grad- 
uate of  the  Medical  College  of  Georgia. 
Dr.  James  M.  Wilson  and  Dr.  J.  Richard 
Sosnowski  have  announced  the  association 
of  Dr.  Thomas  P.  R.  Rivers  in  the  practice 
of  gynecology  and  obstetrics  at  152  Rut- 
ledge Avenue,  Charleston.  Finger  Clinic- 
Hospital  has  announced  the  association  of 
Dr.  Harold  R.  Hoke  in  obstetrics  and  gyne- 
cology in  Marion,  S.  C. 

Dr.  Lawrence  Sidney  Connor,  a former 
Navy  medical  officer,  has  been  named 
medical  director  for  Springs  Mills,  Inc.  of 
the  Grace-Fort  Lawn  area.  A native  of 
Bowman,  Dr.  Connor  was  graduated  from 
the  Medical  College  of  S.  C.  Dr.  Charles  H. 
Banov  of  Charleston  has  been  in  London 
representing  South  Carolina  at  the  Inter- 
national Mental  Health  Conference  and 
Assembly.  Dr.  Louis  J .Dodd  is  the  new 
head  of  the  department  of  Pathology 
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at  Mary  Black  Memorial  Hospital  in  Spar- 
tanburg. A native  of  Brazil,  Dr.  Dodd  has 
been  associated  with  the  Memorial  Hos- 
pital in  the  Wilmington  Delaware  Medical 
Center  for  the  past  four  years.  Dr.  Robert 
C.  Brownlee  Jr.  of  Greenville  has  been 
named  secretary  to  the  AMA  Section  on 

THE  MONTH 

Both  the  Democratic  and  Republican 
1968  national  campaign  platforms  cited 
the  importance  of  the  role  of  private  en- 
terprise in  the  development  of  government 
health  programs.  The  GOP  placed  greater 
emphasis  on  private  medicine  than  the 
Democratic  party  did. 

“While  believing  no  American  should  be 
denied  adequate  medical  treatment,  we  will 
be  diligent  in  protecting  the  traditional 
patient-doctor  relationship  and  the  integ- 
rity of  the  medical  practitioner,”  the  Re- 
publican plank  said. 

The  Republican  platform  also  pledged 
“to  encourage  the  broadening  of  pi’ivate 
health  insurance  plans,”  including  exten- 
sion to  cover  mental  illness. 

“Through  a partnership  of  government 
and  private  enterprise,  we  must  develop 
new  coordinated  approaches  to  stem  the 
rise  in  medical  costs  without  lowering  the 
quality  or  availability  of  medicare  care,” 
the  Democratic  platform  said. 

Without  being  specific,  the  Democrats 
indicated  support  for  universal  govern- 
ment health  insurance  or,  at  the  least, 
wide  expansion  of  medicare  or  medicaid 
(or  both).  Boasting  of  “giant  steps”  in  the 
past  eight  years  “in  assuring  life  and 
health  for  its  citizens,”  their  platform 
said:  “We  Democrats  are  determined  to 
take  those  final  steps  that  are  necessary 
to  make  certain  that  every  American,  re- 
gardless of  economic  status,  shall  live  out 
his  years  without  fear  of  the  high  costs 
of  sickness.” 

The  Democratic  health  plank  also  said 
medical  costs  could  be  lowered  by  more 
out-of-hospital  care,  comprehensive  group 
practice  arrangements,  increased  avail- 


Pediatrics.  A native  of  Laurens  County, 
Dr.  Isadore  Schayer  is  leaving  his  posi- 
tion at  the  University  of  South  Carolina 
and  moving  to  Monterey,  Calif.  In  his  90th 
year,  Dr.  Schayer  has  been  honored  re- 
cently by  the  university. 

IN  WASHINGTON 

ability  of  neighborhood  health  centers,  and 
the  greater  use  of  sub-professional  aides. 

The  Republican  platform  said  “infla- 
tion produced  by  the  Johnson-Humphrey 
Administration”  was  a major  factor  in  the 
increases  in  health  care  costs. 

The  AMA  statement  expressed  hope 
that  the  next  federal  Administration, 
whether  it  be  Democratic  or  Republican, 
“will  provide  men  and  women  in  medi- 
cine, and  those  engaged  in  the  allied  sci- 
ences, the  opportunity  to  think  and  work 
in  a free  atmosphere  to  pursue  their  com- 
mon goal  of  a better  and  more  healthful 
life  for  everyone.” 

The  AMA  emphasized  the  desirability 
of  health  programs  being  partnerships 
among  private  enterprise  and  federal, 
state  and  local  governments.  The  AMA 
pledged  its  support  to  such  cooperative 
programs  for  mental  illness,  infant  mor- 
tality, occupational  health  and  safety,  and 
education  of  physicians  and  allied  health 
personnel. 


Modernization  Program  for 
State  Sanatorium 

A broad  modernization  program  for  the 
South  Carolina  Tuberculosis  Sanatorium — 
State  Park — has  begun.  Having  assumed 
administration  of  the  facility  July  1,  the 
S.  C.  State  Board  of  Health  has  moved  its 
Tuberculosis,  Heart  and  Cancer  Division 
there. 

Patient  care  will  now  be  administered 
by  this  Division  which  is  headed  by  Dr. 
Frank  L.  Geiger  with  Dr.  David  B.  Gregg 
as  chief  of  Tuberculosis  Control.  Dr.  James 
W.  Fouche  has  agreed  to  continue  in  the 
capacity  of  part-time  medical  director. 
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DR.  WILLIAM  BYERLY  HONORED 


More  than  a half  century  of  service  to 
his  fellow  man  was  recognized  this  sum- 
mer with  Dr.  William  L.  Byerly  Apprecia- 
tion Week,  designated  for  August  24-31  by 
Mayor  Robert  K.  Bass  of  Hartsville. 

The  week  honoring  the  80  year  old  phy- 
sician ended  with  a public  reception  at- 
tended by  some  3,000  persons  on  the 
grounds  of  The  Byerly  Hospital.  The  re- 
ception was  sponsored  by  the  City  of 
Hartsville,  civic,  religious,  fraternal  and 
service  organizations,  under  the  leadership 
of  a Planning  and  Steering  Committee. 

Dr.  Byerly  came  to  Hartsville  in  1915 
and  opened  an  office  for  the  general  prac- 
tice of  medicine.  He  continues  in  active 
practice  today,  spending  112  hours  a week 
or  more  in  medical  practice. 

Dr.  Byerly  established  a small  clinic 
which  grew  into  one  of  the  largest  in  the 
state.  He  expanded  his  professional  service 
to  include  surgery,  with  specialization  in 
gynecology.  Obstetrics  formed  a large  part 
of  his  practice. 

His  most  spectacular  achievement  has 
been  delivery  of  an  estimated  12,000  to 
14,000  babies — the  equivalent  of  one  baby 
a day  for  30  years. 

After  graduating  at  Western  Maryland 
College  in  1907,  Dr.  Byerly  received  his 


medical  education  and  training  at  the  Uni- 
versity of  Maryland  Medical  School,  where 
he  was  graduated  in  1911.  He  served  his 
internship  at  the  University  Hospital. 


William  Byerly,  M.D. 


Out  of  this  beginning  grew  The  Byerly 
Hospital,  which  he  established  and  di- 
rected until  1956,  when  he  deeded  it  to  a 
Board  of  Trustees  for  a nominal  sum.  It 
has  since  been  operated  as  a non-profit, 
locally  controlled  community  hospital. 
With  the  growth  of  the  community,  a new 
$3  million  hospital  of  some  150  beds  was 
erected  in  1968.  The  present  staff  includes 
14  physicians,  110  nursing  personnel  and 
a total  staff  of  more  than  200. 


MEETING 


The  Tenth  National  Conference  on  the 
Medical  Aspects  of  Sports,  sponsored  by 
the  American  Medical  Association  under 
the  auspices  of  its  Committee  on  the  Med- 
ical Aspects  of  Sports,  will  be  held  in 
Miami  Beach,  Florida,  at  the  Hotel  Deau- 
ville on  December  1,  1968. 

As  was  true  of  the  previous  nine  Con- 
ferences, the  Tenth  will  cover  a wide  range 
of  subjects  of  interest  to  those  serving 
school  and  college  athletic  programs.  In- 
cluded will  be  forums  on  the  management 
of  knee  injuries,  back  problems,  and  prob- 
lems related  to  vision  in  sports.  Other  ses- 
sions will  be  devoted  to  a series  of  clinical 
concerns  in  sports  warranting  increased 
attention  (eg,  cauliflower  ear,  pulled  mus- 
cles, facial  injuries,  and  communicable  dis- 


ease). One  discussion  session  will  be  de- 
voted to  the  controversial  issues  affecting 
participation  of  young  athletes,  another  to 
health  and  safety  considerations  in  the 
conduct  of  aquatic  activities. 

The  featured  luncheon  speaker  will  be 
Payton  Jordan,  Head  Coach  of  the  1968 
U.  S.  Olympic  Track  and  Field  Team,  who 
will  discuss  “The  Olympics  in  Retrospect.” 

The  Conference  is  open  to  key  non- 
medical athletic  personnel  as  well  as  in- 
terested physicians.  Those  who  would  like 
to  receive  further  information  concerning 
the  Conference  should  address  the  Com- 
mittee on  the  Medical  Aspects  of  Sports, 
American  Medical  Association,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 
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2<Hli  ANNUAL  SCIENTIFIC  ASSEMBLY 


SOUTH  CAROLINA  CHAPTER  OF  THE 
AMERICAN  ACADEMY  OF  GENERAL  PRACTICE 


November  13-15,  1968 
Francis  Marion  Hotel,  Charleston,  S.  C. 
WEDNESDAY,  NOVEMBER  13,  1968 

9: 00  A.M.  Registration 

9:30  A.M.  Board  of  Directors  Meeting 
12:00  Noon  Luncheon  ( Board  of  Directors,  Officers, 
Chairman,  Committees  Commissions) 

1:00  P.M.  Welcome — Asbury  C.  Bozard,  M.D., 
President 

1:15  P.M.  Excessive  Insulin  in  the  Diabetic  Pa- 
tient: A Frequent  Problem  With  Grave 
Consequences 

Joseph  C.  Shipp,  M.D.,  Assoc.  Professor, 
The  J.  Hillis  Miller  Health  Center,  Univ. 
of  Florida  (sponsored  by  Pfizer  Labora- 
tories) 

2:00  P.M.  Cardiac  Pacemakers— William  S.  Houck, 
M.D.,  Surgeon,  Florence,  S.  C. 

■*c00  P.M.  Urological  Problems  of  the  General 
Practitioner— Part  I David  W.  Goddard, 
M.D.,  F.A.C.S.,  Daytona  Beach,  Florida 
(sponsored  by  Eaton  Labs.) 

4:00  P.M.  4:00  P.M.  Strokes,  the  first  step: 
Differential  Diagnosis 
Hiram  Curry,  M.D.,  Associate  Professor 
of  Neurology,  Medical  College  of  S.  C. 
(sponsored  by  S.  C.  Regional  Medical 
Program) 

Exhibits  Open 

5:15  P.M.  Adjourn 

8:00  P.M.  President’s  Reception 

(courtesy  of  Marion  and  Table  Rock 
Laboratories) 

THURSDAY,  NOVEMBER  14,  1968 

9:00  A.M.  Stroke,  the  second  step:  Choice  of 
Therapy. 

A Speaker  will  be  announced  by  Dr. 
Charles  P.  Summerall,  Coordinator  for 
Heart  Disease  and  Stroke,  SCRMP 
(sponsored  by  the  South  Carolina  Reg- 
ional Medical  Program) 

9:40  A.M.  Surgery  and  Diabetes:  Recognition  of 
the  Diabetic  and  Treatment  Before,  Dur- 
ing and  After  Surgery.  Joseph  C.  Shipp, 
M.D.,  Associate  Professor,  The  J.  Hillis 
Miller  Health  Center,  Gainesville, 
Florida  (sponsored  by  Pfizer  Labora- 
tories) 

10:20  A.M.  Business  Meeting 
11:00  A.M.  Urological  Problems  of  the  General 
Practitioner— Part  II 
David  W.  Goddard,  M.D.,  M.A.C.S.,  Day- 
tona Beach,  Florida  (sponsored  by 
Eaton  Labs.) 


11:40  A.M.  Chemotherapy,  Specifically  Related  to 
Gynecological  Malignancies — Paul  B. 
Underwood,  Jr.,  M.D.,  Assistant  Profes- 
sor of  Obstetrics  and  Gynecology,  Medi- 
cal College  of  South  Carolina 
12:15  P.M.  Jaundice  In  Newborn— Milton  Westphal, 
M.D.,  Chairman,  Department  of  Pedia- 
trics, Medical  College  of  South  Carolina 
1:00  P.M.  Luncheon 

Detail  men  are  cordially  invited  to  be 
our  guests  for  this  luncheon. 

FREE  AFTERNOON — Tours,  etc,  planned  by  the 
Local  Arrangements  Committee  Infor- 
mation may  be  obtained  at  the  regis- 
tration desk. 

7:00  P.M.  Social  Hour,  (sponsored  by  B.  F. 

Ascher  Company) 

8:0.)  P.M.  Banquet 

Speaker,  Maynard  I.  Shapiro,  M.D., 
President  Elect,  The  American  Aca- 
demy of  General  Practice 


FRIDAY,  NOVEMBER  15,  1968 


Immunization  Symposium,  sponsored  by  the  Na- 
tional Communicable  Disease  Center,  under  the 
direction  of  Dr.  R.  Burt  Prater,  Acting  Chief. 


9:00  A.M. 
9:40  A.M. 


10:40  A.M. 


11:20  A.M. 


12:00  Noon 


1:30  P.M. 
2:10  P.M. 
3:00  P.M. 

3:40  P.M. 
5:00  P.M. 


Present  Status  of  Immunization  Pro- 
cedures (immunization  agents,  effective- 
ness, shortcomings  and  weakness,  etc.) 
Use  and  Abuse  of  Gamma  Globulin 
(rubella,  mumps,  hepatitis— monthly  in- 
jections) 

Rubella  and  Mumps  Vaccine  (Use, 
recommendations,  possible  spread  to 
pregnant  females,  etc.) 

Access  to  Biological  Studies  of  the 
South  Carolina  State  Board  of  Health 
Laboratory  Facilities— Arthur  F.  Di- 
Salvo,  M.D.,  Director,  Division  of 
Laboratories,  S.  C.  State  Board  of 
Health. 

Luncheon 

Speaker,  William  M.  McCord,  M.D., 
President,  Medical  College  of  South 
Carolina 

Measles  and  Smallpox  (complications 
and  Contraindications) 

Respiratory  Vaccines — Current  Consid- 
erations 

Horizons  in  Vaccine  Development  and 
Antiviral  Agents  (adenovirus,  cold,  in- 
terferon) 

Panel  Discussion 
Drawing  of  Door  Prizes 
Adjournment. 
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REPORT  OF  MEDICAL  EXAMINERS 


The  State  Board  of  Medical  Examiners  of  South 
Carolina  met  at  the  Wade  Hampton  Hotel  in  Colum- 
bia, South  Carolina  on  June  10,  11,  12,  1968.  Written 
examinations  were  held  and  sixty-three  physicians 
passed  the  examination.  Sixty-two  were  recent  grad- 
uates of  the  Medical  College  of  South  Carolina. 

The  successful  candidates  are  as  follows:  Drs. 
Virginia  M.  Anderson  of  Brooklyn,  N.  Y.;  Perry  W. 
Aycock,  Jr.  of  McConnells;  Samuel  A.  Black  of 
Paris,  Tenn.;  William  Y.  Buchanan,  Jr.  of  Winns- 
boro;  William  J.  Burk,  III  of  Charleston;  Michael 
D.  Caldwell  of  Spartanburg;  Victor  C.  Campbell  of 
Dunedin,  Fla.;  Gerald  M.  Chambers  of  Rock  Hill; 
Malcolm  0.  Corley  of  Columbia;  Joel  R.  Cox,  Jr. 
of  Seneca;  Uriel  X Cullum,  Jr.  of  Columbia;  Gar- 
field W.  Danehower,  III;  Roger  A.  Davis  of  Heming- 
way; Louis  J.  Dodd  of  Spartanburg;  Thomas  B. 
Eison  of  Columbia;  James  E.  Farr,  Jr.  of  Green- 
ville. 

Also,  Drs.  Harry  W.  Floyd  of  Olanta;  William  J. 
Fogle,  III  of  Orangeburg;  Carl  M.  Foster  of  Colum- 
bia; John  M.  Foxworth  of  Wilmington,  N.  C.;  James 
D.  Gould  of  Corning,  N.  Y.;  Robert  B.  Grove  of 
Rock  Hill:  Phil  L.  Hadaway,  Jr.  of  LaGrange,  Ga.; 
Byron  B.  Harder,  Jr.  of  Sumter;  John  A.  Harrill, 
Jr.  of  Anderson;  Jerry  E.  Jackson  of  Columbia; 
Chester  W.  Jenkins  of  Augusta,  Ga.;  James  W. 
Kellett  of  Fountain  Inn:  James  H.  Kelly  of  Savannah, 
Ga.;  John  R.  Langley  of  Meridan,  Conn.;  Wesley 
W.  Lawton,  Jr.  of  Augusta,  Ga.;  Rodman  Lemon, 
Jr.  of  Ft.  Benning,  Ga. 

Also,  Drs.  J.  Lindsay  Leviner,  Jr.  of  Columbia; 
William  B.  Lowry  of  Chester;  Wilson  L.  Lynch  of 
Ft.  Benning,  Ga.;  Robert  Malanuk  of  Brooklyn, 
N.  Y. ; Thomas  E.  Mason  of  Anderson;  Sally  B. 
McCants  of  Columbia;  William  D.  Meredith  of  Sel- 
ma, Ala.;  Willie  B.  Moseley  of  Aiken;  Samuel  L. 
Orr  of  Seneca;  Vincent  Petno  of  Uniontown,  Pa.; 
Wendell  E.  Phillips,  Jr.  of  Atlanta,  Ga.;  James  P. 
Pressly,  II  of  Anderson;  Daniel  Ravenel  of  Spartan- 
burg; James  E.  Reinhardt,  Jr.  of  Rock  Hill;  James 
C.  Reynolds  of  Columbia;  Clarence  M.  Rogers,  Jr. 
of  Ft.  Bragg,  N.  C. 

Also,  Drs.  John  R.  Rowe  of  Charleston;  Jerry  J. 
Sample  of  Ft.  Bragg,  N.  C.;  Joel  S.  Sexton  of  Spar- 
tanburg; James  G.  Simpson  of  Chester  County; 
James  D.  Smith  of  Anderson;  John  B.  Steigner  of 
Philadelphia,  Pa.;  Hilliard  A.  Strickland  of  Charles- 
ton; N.  Joseph  Thompson,  Jr.  of  Charlotte,  N.  C.; 
Thomas  M.  Verdin,  III  of  Greenville;  Frank  R. 
Warder  of  Indianapolis,  Ind.;  Douglas  W.  Whetsell 
of  Bowman;  Carl  A.  White,  Jr.  of  Florence;  Larry 
Butler  White  of  Conway;  James  D.  Whitehead,  Jr.  of 
Lake  City;  Luther  C.  Williams,  III  of  Lancaster; 
William  J.  Yarbrough,  Jr.  of  Rome,  Ga. 

Physicians  applying  for  a medical  license  by 
endorsement  of  their  credentials  were  interviewed 
and  licensed  to  practice  Medicine  and  Surgery  in 


the  State  of  South  Carolina.  They  are  as  follows: 

Dr.  Charles  W.  Bauknight  is  a graduate  of  Emory 
University  and  was  originally  licensed  in  Georgia. 
He  is  practicing  obstetrics  and  gynecology  in  An- 
derson. 

Dr.  Marian  M.  K.  Bosien  was  graduated  from 
the  University  of  Pennsylvania  and  has  a license  in 
New  Hampshire  and  North  Carolina.  She  is  an 
anesthesiologist  in  Tryon,  North  Carolina. 

Dr.  William  R.  Bosien  is  also  a graduate  of  the 
University  of  Pennsylvania  and  has  licenses  in 
New  Hampshire  and  North  Carolina.  He  practices 
general  surgery  in  Tryon,  North  Carolina. 

Dr.  Thomas  W.  Brooks,  III  was  graduated  from 
the  Medical  College  of  Georgia  and  was  licensed  in 
that  state.  He  is  currently  serving  a residency  in 
radiology  at  the  Medical  College  of  Georgia. 

Dr.  Echol  E.  Davis  is  a graduate  of  Tulane  Uni- 
versity and  is  licensed  in  Louisiana  and  Georgia. 
He  has  recently  entered  a residency  in  psychiatry 
at  the  Medical  College  Hospital. 

Dr.  Marie  M.  Frain  was  graduated  from  the 
Medical  College  of  Georgia  and  was  originally 
licensed  in  Georgia.  Currently  in  Indiana,  she  plans 
to  locate  in  North  Augusta  where  she  will  have  a 
limited  practice  in  psychiatry. 

Dr.  Donald  K.  Freeman,  Jr.  was  graduated  from 
the  University  of  Rochester  and  has  a certificate 
from  the  National  Board  of  Medical  Examiners.  Dr. 
Freeman  has  completed  residency  training  in  psy- 
chiatry and  will  join  the  medical  staff  at  Clemson 
University. 

Dr.  Tom  E.  Hall  is  a graduate  of  the  University  of 
Louisville  and  holds  a license  in  Kentucky.  He  is  a 
radiologist  and  will  locate  in  Seneca. 

Dr.  William  T.  Hammill  received  his  degree  from 
Ohio  State  University  and  was  licensed  in  Ohio. 
He  has  recently  begun  the  practice  of  internal  medi- 
cine in  Spartanburg. 

Dr.  Lawrence  D.  Hanback,  Jr.,  a graduate  of  the 
Medical  College  of  Virginia,  is  licensed  in  Virginia. 
He  is  on  the  staff  of  the  V.  A.  Hospital  in  Charleston 
as  a general  surgeon. 

Dr.  Donovan  D.  Hanson  was  graduated  from  the 
University  of  Iowa  and  has  a license  in  Iowa.  He  is 
currently  with  the  U.  S.  Navy  in  Charleston. 

Dr.  Nelson  R.  Jensen  is  a graduate  of  the  Uni- 
versity of  Nebraska  and  is  licensed  in  that  state. 
Dr.  Jensen  is  currently  an  internist  on  the  staff 
of  the  V.  A.  Hospital  in  Columbia. 

Dr.  Roger  A.  Krebs  is  a graduate  of  the  University 
of  California  at  Los  Angeles  and  is  licensed  in  Cali- 
fornia. Dr.  Krebs  is  currently  with  the  U.  S.  Army 
at  Fort  Jackson. 

Dr.  Arthur  D.  McCutchan  holds  a degree  from 
Duke  University  and  is  licensed  in  North  Carolina. 
He  has  recently  completed  a residency  in  ophthal- 
mology and  plans  to  locate  in  Florence. 
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Dr.  Henry  G.  Moeller,  Jr.,  a University  of  Min- 
nesota graduate,  has  a certificate  from  the  National 
Board  of  Medical  Examiners.  He  is  completing  a 
residency  in  psychiatry  in  California. 

Dr.  Ronald  D.  Noblin  is  a graduate  of  the  Uni- 
versity of  California  (Los  Angeles)  and  is  licensed 
in  California.  He  is  currently  with  the  U.  S.  Public 
Health  Service  in  Charleston. 

Dr.  Loren  F.  Parmley,  Jr.  was  graduated  from 
the  University  of  Virginia  and  was  originally  licensed 
in  Virginia.  He  practices  internal  medicine  and  car- 
diology. Formerly  with  the  U.  S.  Army  he  has  re- 
cently joined  the  staff  of  Spartanburg  General 
Hospital. 

Dr.  Lucius  C.  Sheehan,  Jr.,  a Medical  College  of 
Georgia  graduate,  was  originally  licensed  in  that 
state.  Dr.  Sheehan  practices  orthopedic  surgery 
in  Columbia. 

Dr.  Bernice  G.  Shoobe  was  graduated  from  the 
University  of  Alabama  and  has  a certificate  from 
the  National  Board  of  Medical  Examiners.  She  is  a 
pediatrician  and  is  currently  in  Columbia. 

Dr.  Jack  R.  Whittaker  holds  a degree  from  Loma 
Linda  University  and  a certificate  from  the  Na- 
tional Board  of  Medical  Examiners.  Dr.  Whittaker 
is  in  general  practice  in  Spartanburg. 

Dr.  Joan  S.  Williams,  a graduate  of  the  Univer- 
sity of  Iowa,  is  licensed  in  that  state.  She  is  cur- 
rently in  general  practice  at  the  Columbia  Hospital. 

Dr.  John  W.  Williams,  Jr.,  a Medical  College  of 
Georgia  graduate,  is  licensed  in  Georgia.  Dr.  Wil- 
liams is  in  general  practice  in  Lavonia,  Georgia. 

Dr.  Bartolo  M.  Barone  is  a graduate  of  George- 
town University  and  has  a certificate  from  the 
National  Board  of  Medical  Examiners.  He  will  enter 
the  practice  of  neurosurgery  in  Charleston. 

Dr.  Charlton  B.  Futch  was  graduated  from  the 
University  of  Virginia  and  is  licensed  in  Virginia. 
He  is  currently  with  the  U.  S.  Navy  in  Charleston. 

Dr.  Hollister  S.  Harrison,  a graduate  of  the  Medi- 
cal College  of  Virginia,  is  licensed  in  West  Virginia. 
Currently  in  the  U.  S.  Army,  he  plans  to  locate  in 
Hartsville  in  August  for  the  practice  of  pediatrics. 

Dr.  William  H.  Hatfield  is  a graduate  of  the 
University  of  Maryland  and  a licensee  of  that 
state.  Dr.  Hatfield  is  on  the  medical  staff  of  the 
duPont  Savannah  River  Plant. 

Dr.  Cecil  F.  Jacobs  was  graduated  from  the 
Medical  College  of  Georgia.  Originally  licensed  in 
Georgia,  he  is  with  the  Department  of  Public  Health 
in  Charleston. 

Dr.  Craig  C.  Kuglen,  a graduate  of  the  University 
of  Alabama,  is  licensed  in  Texas.  Dr.  Kuklen  is  an 
ophthalmologist  and  currently  in  the  U.  S.  Army  in 
Columbia. 

Dr.  Elna  A.  Lombard,  a graduate  of  the  Medical 
College  of  Georgia,  is  licensed  in  that  state.  She  is 
a psychiatrist  with  the  Mental  Health  Center  in 
Aiken. 


Dr.  Leland  R.  Matthews  was  graduated  and 
licensed  in  Indiana.  Dr.  Matthews  is  currently  serv- 
ing in  Charleston  with  the  U.  S.  Navy. 

Dr.  James  E.  May  is  a graduate  of  the  Medical 
College  of  Georgia  and  a licensee  of  that  state. 
Dr.  May,  recently  released  from  the  service,  will 
continue  his  surgical  residency  at  the  Medical  Col- 
lege Hospital. 

Dr.  William  A.  Morris  is  a graduate  of  the  Medical 
College  of  Georgia  and  was  licensed  in  Georgia.  He 
will  continue  a residency  in  surgery  at  Spartanburg 
General  Hosptal. 

Dr.  Richard  L.  Pietsch,  a graduate  of  the  Uni- 
versity of  Virginia,  holds  a Virginia  license.  Dr. 
Pietsch  is  currently  with  the  U.  S.  Public  Health 
Service  in  Charleston. 

Dr.  Gerald  J.  Quinn  is  a graduate  of  Jefferson 
Medical  College  and  he  is  licensed  in  Pennsylvania. 
Recently  released  from  the  service,  he  will  enter 
the  practice  of  neurology  in  Charleston. 

Dr.  David  B.  Roberts  was  graduated  from  the 
University  of  Louisville  and  was  licensed  in  Ken- 
tucky. Currently  with  the  U.  S.  Air  Force  in  Charles- 
ton, he  will  enter  a residency  in  obstetrics  and  gyne- 
cology at  the  Medical  College  Hospital. 

Dr.  Harold  R.  Rubel,  a graduate  of  the  Univer- 
sity of  Cincinnati,  was  originally  licensed  in  Ohio. 
Dr.  Rubel  practices  obstetrics  and  gynecology  in 
Spartanburg. 

Dr.  John  H.  Smith  is  a graduate  of  the  University 
of  Alabama  and  was  licensed  in  that  state.  Dr. 
Smith  is  a radiologist  in  Anderson. 

Dr.  Samuel  S.  Spicer  was  graduated  from  the 
University  of  Colorado.  He  has  a certificate  from 
the  National  Board  of  Medical  Examiners.  Dr.  Spicer 
is  with  the  Department  of  Pathology  of  the  Medical 
College  of  South  Carolina. 

Dr.  William  B.  Stocking,  following  graduation 
from  Cornell  University,  obtained  a New  York 
license.  He  plans  to  enter  general  practice  at  Myrtle 
Beach. 

Dr.  Terrell  B.  Tanner,  a graduate  of  Emory  Uni- 
versity, is  licensed  in  Georgia.  Dr.  Tanner  plans  to 
practice  in  the  Anderson  area. 

Dr.  Irwin  D.  Zim  is  a graduate  of  Cornell  Univer- 
sity and  has  a certificate  from  the  National  Board 
of  Medical  Examiners.  Dr.  Spicer  is  with  the  De- 
partment of  Pathology  of  the  Medical  College  of 
South  Carolina. 

Dr.  William  B.  Stocking,  following  graduation 
from  Cornell  University,  obtained  a New  York 
license.  He  plans  to  enter  general  practice  at  Myrtle 
Beach. 

Dr.  Terrell  B.  Tanner,  a graduate  of  Emory  Uni- 
versity, is  licensed  in  Georgia.  Dr.  Tanner  plans  to 
practice  in  the  Anderson  area. 

Dr.  Irwin  D.  Zim.  a graduate  of  Cornell  Univer- 
sity, is  certified  by  the  National  Board  of  Medical 
Examiners.  A radiologist,  he  is  in  the  Army  and 
practices  part-time  in  Hartsville. 
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AMA  POSTURE  ON  PUBLIC  COMMENT 


WESLEY  W.  HALL,  M.D.,  Chairman 


The  AMA  Board  is  cognizant  of  the  great  increase 
in  attention  being  given  in  the  press  and  broadcast 
media  to  medicine  and  health  care.  Our  profession  is 
now  the  focus  of  one  of  America's  greatest  interests. 
It  will  constantly  be  in  the  spotlight,  ending  the  pro- 
fessional reticence  and  privacy  in  which  medicine 
functioned  most  of  the  time  in  the  past. 

Even  though  this  interest  is  a tribute  to  the  im- 
portance of  medicine  and  the  public’s  desire  for  its 
benefits,  it  brings  with  it  the  problems  facing  any 
person  or  organization  with  a key  public  position: 
much  of  the  coverage  is  critical  or  displays  a lack 
of  understanding. 

The  Board  of  Trustees  has  consulted  with  AMA 
staff  and  public  relations  counsel  on  this  increas- 
ingly important  situation.  The  conclusions  that  have 
resulted  from  this  intensive  and  thoughtful  consid- 
eration are  submitted  now: 

1.  When  statements  about  medicine  are  misguided 
or  unfair,  corrective  statements  will  be  issued 
promptly  when  the  facts  are  available  and  an  orderly 
response  is  possible. 

2.  We  must  recognize  that  the  prominence  and 
complexity  of  medicine  in  the  United  States  today 
result  in  many  limitations.  Medicine  is  a constant 
subject  of  news  and  comment,  much  of  which  can- 
not be  subject  to  a later  response.  Often  our  re- 
plies cannot  be  carried  by  the  broadcast  medium 
or  publication,  or  at  best  will  be  much  less  prominent 
than  the  original  coverage.  Quite  often  a respon- 
sible statement  cannot  be  issued  until  the  facts 
have  been  obtained,  and  these  may  be  scattered 
about  the  country  or  involve  a local  situation  or  re- 
quire a great  deal  of  time. 

3.  The  frequency  and  complexity  of  these  matters 
have  increasingly  diverted  the  officers  and  staff  of 
AMA  to  reacting  to  what  others  do  and  say.  This 
decreases  the  ability  to  work  on  constructive,  on- 
going activities  that  are  vital  to  our  future. 

4.  Staff  is  developing  in  written  form  the  best  pos- 
sible anticipatory  statements  regarding  all  fore- 
seeable circumstances.  By  having  such  matters 
thought  out  and  documented  when  a need  arises, 
we  will  be  able  to  reduce  the  instances  of  surprise, 
decrease  the  time  required  for  response,  and  as- 
sure consistency  in  AMA  statements  on  these  mat- 
ters. 

5.  We  will  concentrate  on  building  a positive  pos- 
ture by  getting  understanding  for  medicine’s  func- 
tions and  its  positions  on  various  considerations; 
and  by  educating  the  press,  broadcasters  and  opin- 
ion leaders.  This  will  help  forestall  much  misguided 
criticism  and  build  a favorable  climate  that  will  in- 
oculate aganst  susceptibility  to  unfair  criticism. 

6.  All  state  and  county  medical  societies  are  urged 
to  follow  these  same  procedures. 


You  will  see  many  instances  in  which  AMA  re- 
sponds to  public  comment,  many  in  which  we  have 
acted  but  our  effectiveness  will  be  in  correcting  the 
source  and  may  not  be  visible  immediately,  and 
instances  when  judgment  indicates  a response  should 
not  be  made.  In  each  case  the  best  judgment  and 
skills  will  have  been  applied  to  the  complexities 
of  the  situation. 


Regional  Medical  Program  Grant  to 

Expand  Training  in  Cardiopulmonary 
Resuscitation 

Support  by  the  South  Carolina  Regional  Medical 
Program  will  accelerate  the  cardiopulmonary  resus- 
citation training  program  which  the  South  Caro- 
lina Heart  Association  has  been  offering  for  some 
years  to  medical  and  emergency  rescue  personnel. 
The  grant  of  $45,000  the  first  year  will  underwrite 
a full  time  Heart  Association  staff  member  who 
will  work  with  local  physicians  and  hospitals  to 
set  up  courses,  and  will  finance  the  purchase  of 
more  training  manikins  and  other  teaching  aids. 

Originally,  courses  in  CPR  were  provided  in  scat- 
tered cities  by  the  few  physicians  who  had  been 
trained  in  the  techniques.  During  the  past  year,  the 
program  was  expanded  through  the  cooperation  of 
the  South  Carolina  Educational  Television  system 
to  cover  many  more  physicians,  nurses,  ambulance 
and  rescue  squads,  policemen,  firemen,  highway 
patrolmen,  and  industrial  safety  personnel.  Addi- 
tional courses  for  dentists  and  lifeguards  are  now 
being  readied. 

Dr.  Ambrose  G.  Hampton  of  Columbia,  chairman 
of  the  Heart  Association’s  Cardiopulmonary  Resus- 
citation Task  Force,  is  consultant  to  the  program 
and  instructor  in  the  televised  portion  of  the  cour- 
ses. Alexander  (Sandy)  du  Hays,  formerly  Program 
Director  of  the  New  Mexico  Heart  Association,  has 
joined  the  staff  of  the  South  Carolina  Heart  Associa- 
tion as  director  of  the  CPR  program.  He  worked 
with  Dr.  Archer  Gordon  of  the  Lovelace  Clinic  in 
Alberquerque,  who  is  chairman  of  the  American 
Heart  Association’s  Cardiopulmonary  Resuscitation 
Committee,  in  developing  several  of  the  films  and 
other  training  aids  now  in  use  for  teaching  CPR. 

A course  for  physicians  of  the  Piedmont  and  Mid- 
lands regions  will  be  given  in  Greenville  on  October 
18-19,  with  Dr.  James  J.  Morris  of  Duke  Medical 
School  as  instructor.  Tickets  for  the  Clemson-Duke 
game  on  October  19th  have  been  reserved  for  those 
who  would  like  to  attend  at  the  end  of  the  session. 

More  information  on  the  CPR  Program  and  cour- 
ses may  be  obtained  from  the  South  Carolina  Heart 
Association,  2864  Devine  Street,  Columbia,  S.  C. 
29205. 
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SOUTH  CAROLINA  MEDICAL 
POLITICAL  ACTION  COMMITTEE 
(SCALPEL) 

To  ALL  Physicians: 

In  one  state  alone  a union  can  collect 
more  than  $400,000.00  a year  by  assessing 
each  member  only  five  cents  per  month 
for  “political  education”. 

Can  you  invest  $1.67  per  month  in  your 
state  and  national  political  action  com- 
mittees? 

If  each  of  1800  physicians  in  South 
Carolina  join  SCALPEL  and  AMP  AC  (an- 
nual dues  $20.00)  we  could  add  $36,000.00 
annually  toward  the  election  of  a congress 
sympathetic  to  the  private  practice  of 
medicine  and  our  system  of  free  enter- 
prise. 

Send  your  check  today — $20.00  to 
113  N.  Coit  Street 
Florence,  S.  C.  29501 


MEETINGS 

The  62nd  Annual  Meeting  of  the  South- 
ern Medical  Assn,  will  be  held  November 
18-21  in  New  Orleans. 

For  more  information  write:  Southern 
Medical  Assn.,  2601  Highland  Ave.,  Bir- 
mingham, Ala.  35205 


The  Mound  Park  Hospital  Foundation 
with  the  joint  sponsorship  of  the  Univer- 
sity of  Florida’s  J.  Hillis  Miller  Health 
Center  will  present  the  2nd  Annual  Post- 
graduate Conference  on  “Today’s  Hospital 
Problems:  An  Interdisciplinary  Approach” 
Nov.  7-9. 

The  conference  will  be  comprehensive 
and  designed  for  physicians  who  hold  hos- 
pital staff  leadership  positions,  hospital 
administrators,  hospital  trustees  and  such 
allied  personnel  selected  by  hospital  ad- 
ministration and  division  chiefs. 


WINCHESTER 

“CAROLIN AS’  HOUSE  OF  SERVICE” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year, 
and  invite  your  inquiries. 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921, 
and  advertised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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OPHTHALMOLOGY:  MISCELLANEA 


PIERRE  G.  JENKINS,  M.D.  F.A.C.S. 
Charleston,  S.  C. 


It  is  a privilege  and  honor  to  be  the 
first  guest  speaker  of  this,  the  Central 
South  Carolina  Ophthalmological  Society. 
You  are  to  be  commended  for  organizing  a 
group  to  promote  the  interests  of  our  pro- 
fession. 

What  will  be  presented  to  you  tonight 
defies  a suitable  title,  hoping  what  will  be 
said  will  not  disappoint  or  bore  you,  and 
to  be  sure  at  the  outset,  I will  say  that  it 
will  not  be  a scientific  treatise  or  case 
report  which  would  further  contribute  to 
the  enrichment  of  ophthalmic  literature. 

Our  special  sphere  in  medicine,  oph- 
thalmology, has  attained  an  acceptable 
and  firm  status. 

The  ascendancy  of  our  specialty  has 
come  about  by  means  of  forthright  attain- 
ments in  scientific  research  and  the  ap- 
plication of  the  same  in  our  daily  prac- 
tice. Secondly,  but  none  the  less,  very  im- 
portantly, the  insistence  that  medical 
school  authorities  establish  independent 
and  autonomous  departments  of  ophthal- 
mology as  a part  of  their  faculties  and 
hospital  staff  structures. 

Continuing  education  in  ophthalmology 
sponsored  by  various  societies  and  insti- 
tutions over  the  years,  has  greatly 
strengthened  our  specialty.  The  great  ex- 
tension and  high  standards  of  residency 


*Cl;nical  Professor  of  Ophthalmology,  The  Medical 
College  of  South  Carolina,  and  former  Chairman  of 
the  Department  of  Ophthalmology. 

Presented  at  a meeting  of  the  Central  South  Caro- 
lina Ophthalmological  Society  at  Columbia,  South 
Carolina,  on  March  25,  1968. 


training  in  our  country,  particularly  in 
the  past  twenty  or  thirty  years,  have 
stimulated  the  quality  and  number  of  re- 
cruits in  our  midst. 

In  this  connection,  a new  organization, 
the  Association  of  University  Professors 
of  Ophthalmology,  has  already  formulated 
new  areas  of  action  to  further  improve 
research,  and  also  to  facilitate  and  coordi- 
nate basic  principles  in  the  teaching  and 
training  of  “budding  ophthalmologists” 
as  well  as  ophthalmic  assistants,  etc.  The 
speaker  was  among  the  first  members  of 
this  organization  and  was  on  its  develop- 
ment committee. 

The  American  Association  of  Ophthal- 
mology has  also  made  valuable  contribu- 
tions in  the  field  of  political  and  public 
relations,  as  many  of  you  know,  and  every- 
one of  us  should  join  this  group. 

Several  years  ago  another  very  impor- 
tant development  in  the  matter  of  re- 
search was  that  of  the  founding  of  “Re- 
search to  Prevent  Blindness,  Inc.”  This 
unique  organization  was  founded  by  an 
ophthalmologist.  Dr.  Jules  Stein,  who  re- 
tired and  has  devoted  his  full  time  and 
means  to  the  promotion  of  methods  of 
helping  to  raise  funds  for  the  further  ex- 
pansion of  existing  research  eye  centers 
and  the  creation  of  new  ophthalmic  re- 
search institutions.  Its  “Progress  Report 
1968”  gives  a most  revealing  picture  of 
the  wide  scope  and  its  already  solid  ac- 
complishments in  this  field.  The  final 
paragraph  in  this  progress  report  states: 
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“The  extraordinary  impact  of  ‘Research 
to  Prevent  Blindness’  on  the  field  of  eye 
research  has  been  accomplished  by  mak- 
ing a limited  amount  of  money  go  a long, 
long  way.  ‘Research  to  Prevent  Blindness’ 
staff  remains  small.  Its  administrative 
and  fund  raising  costs,  minimal  indeed, 
if  the  all  too  common  gauge  of  bigness  is 
placed  on  ‘Research  to  Prevent  Blindness ! 
Its  true  stature  is  hidden.  Yet — among  the 
nation’s  voluntary  health  agencies,  cover- 
ing all  areas  of  health  interest,  ‘Research 
to  Prevent  Blindness  is  the  sixth  largest 
contributor  to  medical  research.  The  goal, 
as  seen  by  “Research  to  Prevent  Blind- 
ness’’ trustees,  is  not  only  to  attract  funds 
from  every  available  source  into  the  main 
stream  of  eye  research,  but  to  enhance 
and  multiply  the  effect  of  every  dollar 
contributed.” 

The  following  institutions  have  been 
the  recipients  of  assistance:  John’s  Hop- 
kins University,  Wilmer  Institute;  the 
Jules  Stein  Eye  Institute  (the  largest  eye 
institute  ever  constructed  at  one  time) 
at  Los  Angeles,  California ; an  eye  re- 
search building  at  the  University  of 
Louisville  Medical  School ; the  Columbia 
Presbyterian  Institute  of  Ophthalmology 
in  New  York  City. 

$25,000.00  awards  by  “Research  to 
Prevent  Blindness”  trustees  have  been 
made  for  outstanding  ophthalmic  achieve- 
ment to  individuals.  Development  grants 
are  also  made  for  institutions  with 
“emerging  eye  research  programs.” 

The  organization  has  given  its  full  sup- 
port of  a National  Eye  Institute  at  the 
National  Institutes  of  Health  as  an  essen- 
tial element  in  an  intensive  research  at- 
tack against  blinding  diseases.  Legislative 
action  is  now  pending  in  Washington  in 
this  regard  and  should  receive  the  active 
support  of  all  ophthalmologists  in  this 
country. 

Ophthalmology  has  further  secured  a 
position  of  eminence  in  medicine  because 
of  the  more  recent  advances  in  diagnos- 
tic procedures  and  instrumentation,  such 


as  fluorescein  angiography,  new  instru- 
ments for  indirect  ophthalmoscopy,  tono- 
graphy, applanation  tonometry,  the  Ber- 
man locator,  the  gonioscope,  the  ophthal- 
modynamometer, the  newer  and  more 
sophisticated  visual  field  equipment,  the 
biomicroscope  and  ultrasonography.  This 
list  is  not  complete. 

In  the  field  of  refraction,  there  are 
now  improved  retinoscopy  instruments 
and  refractors.  In  this  connection  there 
are  those  who  disdain  and  rather  look 
down  on  those  of  us  who  still  do  routine 
refractions.  This  attitude  should  be  con- 
demned. The  excuse  given  is  that  they 
have  no  time  for  refractions,  and  further 
infer  that  it  can  be  done  by  less  qualified 
and  even  non-medical  persons.  Many  pa- 
tients who  have  refractive  problems  have 
also  underlying  emotional  and  medical  dis- 
orders and  only  a well  trained  medical  re- 
fractionist  can  help  them.  The  upcoming 
opththalmologist  should  not  belittle  what 
appears  to  be  a simple  refraction  in  his 
daily  schedule  of  seeing  patients.  To  the 
younger  practitioner  there  is  glamour 
and  indeed  higher  pecuniary  rewards 
when  one  is  wielding  the  knife,  but  there 
is  much  satisfaction  to  those  who  with 
patience  and  skill  can  bring  relief,  not 
simply  with  a pair  of  glasses  but  also 
with  good  sound  medical  advice  to  the  pa- 
tient. 

As  we  all  know,  ophthalmology  slipped 
by  the  wayside,  so  to  speak,  in  the  matter 
of  contact  lens  wearing,  allowing  the  non- 
medical people  to  practically  take  over 
this  field  for  several  years.  The  speaker 
prescribed  scleral  lenses  as  far  back  as 
thirty  or  more  years  ago.  Ophthalmolo- 
gists in  more  recent  years  have  reasserted 
their  priority  and  responsibility  in  this 
field,  and  have  made  notable  contributions 
in  this  connection.  The  existence  of  the 
“Contact  Lens  Association  of  Ophthal- 
mologists” attests  to  this  fact. 

In  the  field  of  medical  therapy,  per  se, 
some  outstanding  contributions  come  to 
mind.  The  discovery  by  Becker  of  the 
beneficial  effects  of  the  carbonic  anhy- 
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drase  inhibitor  drugs  in  the  treatment  of 
glaucoma  is  foremost.  In  that  disease  also 
the  more  widespread  use  of  epinephrine 
products  in  open  angle  glaucoma,  also 
some  of  the  new  anticholinesterase  drugs, 
the  great  efficacy  of  substances,  such  as 
urevert  preliminary  to  surgery  for  acute 
angle  closure  glaucoma.  All  of  these  were 
milestones  of  progress  in  the  treatment  of 
a disease  once  called  the  “bug-a-boo”  of 
ophthalmology. 

The  introduction  and  use  of  Idoxuridine 
(IDU)  in  viral  disease  of  the  cornea 
added  another  hopeful  chapter  to  combat- 
ing an  eye  disease  causing  much  disability. 

The  vast  amount  of  work  on  the  anti- 
biotics for  local  use  in  eye  infections,  and 
later  the  steroid  drugs,  shed  a new  world 
of  light  on  the  problem  of  ocular  infec- 
tion and  inflammation. 

The  occurrence  of  a new  and  blinding 
condition  in  premature  infants  and  the 
dramatic  control  and  reduction  of  its  oc- 
currence have  now  relegated  retrolental 
fibroplasia  to  the  limbo  of  preventable 
causes  of  blindness. 

The  story  of  the  discovery  of  the  rela- 
tion of  rubella  and  cataract  in  the  new- 
born highlighted  much  of  ophthalmic  lit- 
erature of  the  nineteen  forties.  Dr.  Alger- 
non Reese,  first  described  it  in  the  Ameri- 
can literature  and  inspired  others  to  re- 
port cases. 

In  the  field  of  surgery,  new  and  wide 
avenues  have  opened  up  for  the  ophthal- 
mic surgeon.  In  cataract  surgery,  new 
tools  have  been  developed,  viz : the  operat- 
ing microscope,  the  use  of  zonulysis,  and 
more  recently,  cryosurgery,  have  greatly 
facilitated  cataract  extractions,  and  in 
competent  hands  have  probably  caused  less 
trauma  and  fewer  complications.  The  per- 
fection of  finer  suture  materials  and  pre- 
cision needles  has  afforded  a profound 
advance  in  intraocular  surgery — both  elec- 
tive and  traumatic. 

In  the  surgery  of  glaucoma  the  basic 
surgical  principle  of  affording  better  fluid 
drainage  from  the  eye  has  not  advanced 
as  much  as  one  would  probably  expect,  but 


the  use  of  the  cautery  (one  of  the  oldest 
procedures  used  in  surgery)  in  certain 
cases  has  resulted  in  more  permanent 
benefit,  viz : the  Scheie  procedure. 

As  for  the  surgery  of  retinal  detach- 
ment, one  can  only  say  that  it  has  de- 
veloped to  the  point  where  it  is  on  a firm 
foundation  and  results  are  relatively  suc- 
cessful in  many  cases.  This  was  a condi- 
tion that  was  considered  an  utterly  hope- 
less situation  when  your  speaker  was  a 
resident  and  first  started  in  practice.  A 
further  development  now,  of  course,  is 
the  use  of  light  therapy,  and/or  the  laser 
beam.  The  latter  also  is  used  for  other  pur- 
poses, such  as  certain  types  of  retinal 
disease,  retinal  hemorrhages,  etc. 

Corneal  transplantation,  while  not  a 
new  concept,  has  become  a living  reality 
in  our  day,  and  really  a spectacular  feat 
in  medicine,  predating,  but  not  as  glamor- 
ous as  that  of  heart  transplants. 

The  above  mentioned  facts  of  the 
achievements  in  our  field,  while  not  by 
any  means  exhaustive  in  this  presenta- 
tion, points  up  our  stature  in  medicine. 
Furthermore,  we  have  made  great  con- 
tributions to  general  medical  knowledge 
and  diagnosis  by  means  of  detecting  early 
signs  of  general  disease,  sometime  even 
before  the  clinician  or  laboratory  can  dis- 
cover it. 

Now — all  of  these  things  are  self  evi- 
dent and  no  doubt  “old  hat”  to  us,  but 
occasionally  it  is  well  to  take  stock  of 
our  assets  and  then  start  building  for  the 
future. 

When  we  consider  that  it  is  estimated 
that  60  to  70  per  cent  of  eye  disorders 
that  cause  degrees  of  blindness,  especially 
in  older  age  groups,  are  not  amenable  to 
treatment  or  cure,  we  should  sit  up  and 
do  something  about  it.  Many  of  these  con- 
ditions are  of  the  so  called  degenerative 
type,  about  which  fundamental  basic 
knowledge  is  for  the  most  part  unknown, 
and  all  we  can  offer  is  a “talking  book.” 

I will  admit  it  is  difficult  for  the  busy 
general  practioner  of  ophthalmology  to 
engage  in  much  original  clinical  research. 
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But  by  using  our  powers  of  observation 
and  deduction  and  recording  them,  some 
one  or  more  of  us  might  make  a valuable 
contribution  to  knowledge  and  practice. 
Also  a look  into  the  future  may  bring 
forth  the  answers,  and  probably  in  many 
cases  the  prevention  and  cure  for  these 
heretofore  incurable  ophthalmic  dis- 
orders. 

Work  continues  in  biochemical  research 
on  the  lens,  together  with  general  medical 
research  on  the  process  of  aging  in  the 
human  body,  and  from  this  might  come 
the  answer  to  the  prevention  of  senile 
cataract  and  retinal  degeneration  in  older 
people. 

There  is  also  considerable  research  pro- 
ceeding along  the  lines  of  the  use  of  anti- 
inflammatory drugs  such  as  indomethacin, 
which  supersede  the  necessity  for  the  use 
of  steroids.  Indomethacin  is  already  in 
use,  as  are  other  drugs  still  in  the  experi- 
mental stage.  Another  drug  recently  re- 
ported by  Thygeson  is  Medrysone,  which 
has  the  advantage  of  a local  steroid  solu- 
tion not  affecting  the  intraocular  pres- 
sure, and  can  be  used  over  long  periods 
of  time  for  such  conditons  as  vernal  con- 
junctivities  and  other  allergic  states.  It 
may  also  not  affect  the  lens  with  long 
term  use.  This  preparation  has  not  yet 
been  made  available  commercially. 

Interferon,  a broad  spectrum  antiviral 
agent  made  by  host  infected  cells,  is  used 
to  induce  the  ocular  tissues  to  make  their 
own  interferon.  According  to  Herbert 
Kaufman,  it  may  well  provide  sufficient 
protection  to  decrease  the  possibility  of 
reactivation  of  ocular  virus  infection.  It 
has  also  been  found  that  purified  nucleic 
acids  and  other  apparently  innocuous 
substances  can  induce  a similar  interferon 
protection. 

In  the  area  of  chronic  wide  angle 
glaucoma,  drugs  will  be  devised  to  me- 
diate and  modify  better  the  permeability 
of  the  trabeculae  in  the  meshwork  of  the 
anterior  chamber  angle  so  as  to  promote 
better  drainage  and  lowering  of  intra- 
ocular pressure.  It  is  hoped  that  these 


drugs  will  require  a minimum  of  use  and 
be  devoid  of  serious  side  effects.  Some 
drugs  we  now  have  may  act  in  the  way  de- 
scribed above,  but  this  has  not  always 
been  practically  demonstrated,  and  there- 
fore could  be  improved. 

Diabetic  retinopathy,  one  of  the  great 
destroyers  of  sight  to-day,  may  be  pre- 
vented by  drugs  to  be  discovered  which 
will  zero  in  on  the  pituitary  and  negate 
the  necessity  of  hypophysectomy,  either 
by  craniotomy  or  by  freezing.  Of  course, 
the  use  of  the  laser,  as  indicated  before 
for  retinal  disease,  is  already  giving  en- 
couraging results  in  the  treatment  of  dia- 
betic retinopathy. 

Retinal  separation  will  probably  always 
be  a surgical  problem,  in  many  cases,  as 
far  as  cure  is  concerned,  but  by  surgery 
less  mutilating  than  that  now  practiced. 

The  matter  of  tumor  occurrence  and 
malignancy  may  be  eliminated  by  further 
work  on  the  possible  viral  etiology. 

Refractions  will  be  performed  by  means 
of  electronics,  viz : Ultrasonography  and 
space  age  devices,  and  by  remote  control 
(and  sans  cycloplegia) , and  if  so  without 
that  valuable  doctor-patient  relationship 
which  was  mentioned  earlier  in  this  pres- 
entation. 

Contact  lenses  will  continue  to  be  smal- 
ler in  diameter  and  thinner  and  more 
widely  used. 

In  looking  to  the  future,  there  should 
be  a change  in  the  recruiting  and  training 
of  ophthalmologists,  first  of  all,  a reduc- 
tion in  the  overall  number  of  years  re- 
quired to  get  the  degree  of  doctor  of  medi- 
cine, by  revising  premedical  curriculum 
school  requirements  by  at  least  one  or 
two  years  of  preparation  for  the  study 
of  medicine. 

The  medical  school  course  itself  to  be 
confined  to  three  years,  summers  included, 
viz:  basic  science  and  preclinical  training. 
The  fourth  year  to  consist  of  a general  ro- 
tating internship.  The  aforementioned 
course  would  apply  to  all  of  those  study- 
ing medicine. 

Then,  the  actual  study  of  ophthalmology 
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itself  for  a person  planning  to  take  up 
ophthalmology  as  a speciality,  to  start  to 
some  degree  during  the  general  internship. 
Some  medical  schools  are  already  experi- 
menting in  this  area. 

The  residency  training  program  in  oph- 
thalmology could  be  accomplished  in  two 
years  instead  of  three,  as  at  present.  In- 
tensive didactic  work  and  basic  science  in 
ophthamology  in  general  and  elementary 
clinical  work  should  be  accomplished  in 
the  first  four  months,  then  a graduated 
scale  of  increasing  participation  in  minor 
surgical  procedures  and  responsibility 
given  the  resident  for  the  next  six  to  eight 
months.  As  far  as  major  surgery  is  con- 
cerned, at  the  first  of  the  second  year 
period,  participation  as  an  assistant  at 
major  surgical  operations,  should  be  start- 
ed. and  in  the  last  nine  months  the  resident 
should  himself  be  allowed  to  do  major 
surgery,  such  as  cataracts,  but  with  care- 
ful personal  supervision  by  an  attending. 
This  would  complete  the  two  years  of 
residency.  Those  who  wished  to  do  sur- 
gery for  retinal  detachment  or  corneal 
transplants  should  take  another  four  to 
six  months  in  that  work,  preferably  at  a 
large  ophthalmic  center  where  the  volume 
of  such  work  is  great. 

Of  course  the  above  outline  of  a sug- 
gested future  training  program  for 
“Budding  Ophthalmologists”  is  now  “Ver- 
boten”  by  the  powers  that  be  and  the 
hierarchy  that  controls  medical  education 
and  our  speciality.  In  order  to  encourage 
more  good  men  to  go  into  medicine  and 
ophthalmology,  in  particular,  such  a plan 
should  be  forthcoming  and  this  would  not 
dilute  the  quality  of  training  given  if  the 
right  candidates  are  chosen  and  dedicated 
and  unselfish  people  have  the  responsibil- 
ity of  directing  it. 

Change  is  healthy  and  strengthening  to 
any  health  training  program,  and  ophthal- 
mology will  continue  to  be  foremost  in  the 
so  called  medical  or  surgical  specialties 
when  a new  direction  and  elimination  of 
wasted  time  in  our  present  course  is 
brought  about. 


An  intensification  and  acceleration  of 
basic  research  in  ophthalmology,  especial- 
ly in  the  field  of  biochemistry  and  its  re- 
lation to  the  function  and  the  physio- 
pathologic  changes  in  the  eye  must  pro- 
ceed without  delay.  This  will  continue  to 
be  done  by  a relatively  few  and  gifted 
souls  in  ophthalmology  and  the  allied  sci- 
ences. This  is  essential  to  the  enrichment 
of  knowledge  of  the  “general  practioner  of 
ophthalmology”  who,  in  turn,  translates 
these  things  in  great  benefits  to  his  vis- 
ually crippled  patients.  After  all,  the  gen- 
eral practitioners  of  medicine  as  well  as 
the  general  practitioners  of  ophthal- 
mology, are  the  unsung  heroes  in  the  bat- 
tle against  death,  and  of  the  prevention  of 
blindness  and  making  the  blind  see. 

Dr.  Henry  E.  Sigerist,  the  great  mod- 
ern medical  historian,  in  his  preface  to 
his  book,  “The  Great  Doctors”  published 
some  30  years  ago,  said  this  in  his  dedi- 
cation and  preface : “To  the  unknown  doc- 
tor, who,  in  his  unselfish  and  incon- 
spicuous activities,  fulfills  the  teachings 
of  the  great  doctors.” 

“Is  there  anything  uncongenial  about  a 
record  in  which  no  reference  is  made  to 
any  other  than  supreme  achievements? 
Must  we  not  feel  that  there  is  a great  gulf 
fixed  between  ourselves  and  the  path- 
finders of  medicine?  No:  For,  throughout 
the  centuries,  we  and  they  are  linked  by 
our  common  physicianship.  One  and  all,  in 
their  several  places,  at  the  bedside  or  in 
the  laboratory  or  at  the  writing  desk, 
were  doctors.  They  were  advancing  to- 
wards the  same  goal  as  ourselves,  pioneers 
on  the  road  along  which  we  of  to-day  still 
travel.  We  are  about  to  study  the  life  of 
each  one  of  them,  with  its  peaks  and  its 
valleys;  to  learn  that,  like  us,  they  fought 
and  suffered  and  erred ; that,  like  us,  they 
experienced  joy  and  sorrow.  To  a large 
extent  we  shall  recognize  our  own  images 
in  them.  The  fact  that  they  were  privileged 
to  reach  supreme  heights  makes  them  our 
masters  and  exemplars,  the  thought  of 
whom  can  encourage  and  invigorate  us 
when  the  trivialities  of  the  daily  round  are 
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tending  to  dim  our  faith  in  the  spendour 
of  our  calling. 

“Bach  and  Mozart  would  be  dead  for- 
ever, were  it  not  for  the  living  artists  who 
are  perpetually  reviving  their  melodies. 
Pasteur  and  Koch  would  have  lived  in 
vain  but  for  the  everyday  practitioners 
through  whose  activities  their  teachings 
are  made  effective.  It  is  not  so  much  the 
great  theoreticians  upon  whom  the  health 
of  the  community  depends,  as  the  huge 
army  of  family  doctors  who  succour  the 
ailing  from  hour  to  hour.” 

While  not  family  doctors,  nevertheless 


we  have  the  same  heritage  of  which  Dr. 
Sigerist  writes,  at  least  in  the  practice  of 
ophthalmology.  Most  of  us  here  are  “Gen- 
eral practitioners”  of  that  science  and  art, 
and  whether  this  branch  of  medicine  with 
which  we  are  identified  continues  to  grow 
and  advance  and  be  a benefactor  to  man- 
kind, depends  on  our  constant,  dedicated 
and  prayerful  concern  for  its  weifare. 

This,  you  will  continue  to  be  doing  as 
individuals  as  well  as  a group  in  this  Cen- 
tral South  Carolina  Ophthalmological  So- 
ciety. 


50  YEARS  AGO 


§uulh(fan)lina  t|CS  HlrilimLAsymaluni 


October  1918 

A fairly  long  editorial  on  the  subject  of  the  In- 
fluenza Epidemic,  the  scarcity  of  physicians  and 
nurses  in  the  state,  and  the  programs  of  the  pan- 
demic, was  the  chief  article  in  this  issue. 


THE  PRISONERS 
By  Robert  Quinn,  M.D. 

I fancy,  somehow,  that  this  day’s  the  same 
As  when  those  first  seeking  freedom  came 
With  native  pine  and  oak  and  sky  to  stand 
Heart-captives  to  this  miracle  of  land. 
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It  won’t  do  the  job. 


Neither  will  protection  which  pays  for  only 
a small  portion  of  hospital  and/or  surgical 
costs. 

Blue  Cross  and  Blue  Shield  pre-payment 
plans  are  today’s  best  answer  for  surgical 
and  hospital  protection. 


Blue  Cross.- Blue  Shield. 
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New  Pharmaceutical  Specialties 

by  Paul  De  Haen 


For  detailed  information  regarding  indications, 
dosage,  contraindications,  an  adverse  reactions,  re- 
fer to  the  manufacturer’s  package  insert  or  bro- 
chure. 

Single  Chemicals — Drugs  not  previously  known, 
including  new  salts. 

Duplicate  Single  Products — Drugs  marketed  by 
more  than  one  manufacturer. 

Combination  Products — Drugs  consisting  of  two  or 
more  active  ingredients. 

New  Dosage  Forms — Of  a previously  introduced 
product. 

NEW  SINGLE  CHEMICALS 

ANTIHEMOPHILIC  FACTOR 

(Human),  METHOD  FOUR 

Biological.  Rx 

Manufacturer:  Hyland  Laboratories 
Nonproprietary  Name:  Antihemophilic  factor,  hu- 
man (factor  VIII,  AHF,  AHG' 

Ind:cations:  Classical  hemophilia  (hemophilia  A); 
patients  with  acquired  factor  VIII  inhibitors. 
Contraindications:  None  known. 

Dosage:  Must  be  individualized. 

Supplied:  Dried  powder  with  diluent— 10  ml  vial, 
300  and  450  AHF  units.  30  ml  vial,  900  AHF  units. 

IMURAN 

Renal  homotransplants.  Rx 
Manufacturer:  Burroughs  Wellcome  & Co. 
Nonproprietary  Name:  Azathioprine 
Indications:  Adjunct  for  the  prevention  of  reject- 
tion  in  renal  homotransplants. 

Contraindications:  Hypersensitivity  to  the  drug. 
Dosage:  3 to  5 mg/kg/day,  orally.  Must  be  in- 
dividualized. 

Supplied:  Tablets— 50  mg,  bottles  of  100. 

DUPLICATE  SINGLE  PRODUCTS 
CHLOROPTIC 
Eye  preparation.  Rx 
Manufacturer:  Allergan  Pharmaceuticals 
Nonrroprietary  Name:  Chloramphenicol 
Indications:  Bacterial  conjunctivities  and  other 
superficial  ocular  bacterial  infections  caused  by  or- 
ganFnrs  sensitive  to  chloramphenicol. 
Contraind;eations:  Hypersensitivity  to  the  drug. 
Dosage:  One  or  two  drops  q.4h.,  day  and  night 
for  the  first  72  hrs.  Therapy  should  be  continued 
for  48  h s.  after  an  apparent  cure  has  been  at- 
tained. 

Sirp’ied:  Plastic  dropper  bottles— 7.5  ml,  5 mg/ml 
T-I-GAMMAGE 
Biological.  Rx 

Manufacturer:  Merck  Sharp  & Dohme 
Nonproprietary  Name:  Tetanus  immune  globulin, 
human 

Indications:  Passive  tetanus  prophylaxis. 

Con^ra  ndications:  None  mentioned. 


Dosage:  Adults — 250  units,  i.m.  Children—  4 units/ 
kg.  body  wt.,  i.m.  Must  not  be  injected  intravenously. 

Supplied:  Disposable  syringe  of  250  units. 

COMBINATION  PRODUCTS 

OVRAL 

Progesterone/estrogen  comb.  Rx 

Manufacturer:  Wyeth  Laboratories 

C:mpos:tion:  Norgestrel  0.5  mg.  Ethinyl  estradiol 
0.05  mg. 

Indications:  Oral  contraception. 

Contraindications:  Thrombophlebitis,  or  history  of 
thrombophlebitis  or  pulmonary  embolism,  liver  dys- 
function or  disease,  known  or  suspected  carcinoma 
of  breast  or  genital  organs,  undiagnosed  vaginal 
bleeding. 

Dosage:  Beginning  on  day  five  of  menstrual  cycle, 
one  tablet  daily  for  21  days.  Skip  7 days  before 
starting  next  cycle. 

Supplied:  Tablets— 21  per  dispenser,  packets  of  6. 

NEW  DOSAGE  FORMS 

LASIX  Injection 

Diuretic — Other.  Rx 

Manufacturer:  Hoechst  Pharmaceutical  Co. 

N~nprpriefary  Name:  Furosemide 

Indications:  Edema  associated  with  congestive 
hQart  failure,  liver  cirrhosis,  and  renal  disease  in- 
cluding the  nephrotic  syndrome.  To  be  used  when 
oral  administration  is  not  possible. 

Contraindications:  Anuria,  hepatic  coma,  electro- 
lyte depletion,  hypersensitivity  to  the  drug.  Therapy 
should  be  discontinued  if  increasing  azotemia  and 
oliguria  occur  during  treatment  of  progressive  re- 
nal disease. 

Dosage:  20  to  40  mg,  i.m.  or  i.v.  A second  dose 
may  be  given  two  or  more  hours  after  the  first. 
Not  to  be  used  in  children. 

Supplied:  Ampuls— 2 ml.,  10  mg./ml. 


The  American  Academy  of  Clinical  Toxicology 
has  been  founded  for  the  advancement  of  clinical 
toxicology,  a medical  specialty  concerned  with  the 
diagnosis  and  treatment  of  poisoning  and  drug  in- 
toxication. 

The  purposes  of  the  Academy  are  to  encourage 
clinical  investigation,  to  promote  the  development 
of  diagnostic  and  therapeutic  methods,  to  foster 
among  practicing  physicians  a better  understand- 
ing of  the  treatment  of  poisoning,  and  to  improve 
the  medical  care  received  by  the  posioned  patient. 


Whatever  happened  to  polio?  According  to  the 
S.  C.  State  Board  of  Health  it  is  nearly  extermi- 
nated, bo*h  in  South  Carolina  and  the  U.  S.  No  cases 
of  paralytic  infantile  paralysis  have  been  reported 
in  the  State  this  year  and  only  a minimal  number 
in  the  nation. 
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OLIN  BURNHAM  CHAMBERLAIN 
IN  MEMORIAM 

A Resolution  of  the  Medical  Society 
of  South  Carolina,  Sept.  12,  1968 


On  June  30,  1968  Olin  Burnham  Cham- 
berlain, a beloved  member  of  this  society, 
died  after  a long  illness  initiated  by  cere- 
bral thrombosis. 

Born  in  Charleston,  South  Carolina,  June 
25,  1892,  the  son  of  Norman  A.  Chamber- 
lain  and  Julia  Davis  Chamberlain,  he  at- 
tended the  public  schools  of  Charleston, 
graduating  from  the  Charleston  High 
School  in  1910  with  top  honors  and  win- 
ning the  Colcock  medal.  In  the  fall  of  the 
same  year  he  entered  the  College  of  Char- 
leston, graduating  in  1914  with  a distin- 
guished record.  While  there  he  played  on 
the  varsity  football  team  and  at  one  time 
managed  it.  He  was  robust  and  powerful 
though  agile  and  graceful  in  his  move- 
ments. It  is  believed  that  he  could  have 
made  a place  on  any  college  football  team 
at  that  time.  He  was  a very  popular  mem- 
ber of  the  student  body  not  only  on  ac- 
count of  his  physical  prowess  and  his 
scholarly  attainments  but  for  his  gentle 
and  kindly  friendliness,  his  keen  wit  and 
sense  of  humor.  He  had  already  become 
noted  for  his  “Tall  Tales”  and  amusing 
stories. 

While  at  the  college  he  joined  the  Wash- 
ington Light  Infantry  and  being  a good 
marksman  was  sent  to  Camp  Perry  on  the 
South  Carolina  team.  In  the  fall  of  1914 
he  entered  the  Medical  College  of  South 
Carolina  and  was  first  honor  graduate  in 
1918.  Immediately  after  graduation,  with 
two  of  his  classmates,  he  volunteered  his 
services  to  help  combat  the  severe  influ- 
enza epidemic  in  New  England.  This  noble 
gesture  on  his  part  went  for  naught  for 
he,  himself,  contracted  the  disease  and 
barely  escaped  with  his  life.  After  re- 
covery he  accepted  an  internship  at  the 
Philadelphia  General  Hospital  (Blockley). 
After  completion  of  his  service  there  he 
returned  to  Charleston  to  accept  the  posi- 
tion as  chief  of  the  intern  staff  at  Roper 
Hospital.  He  later  entered  the  private 


practice  of  medicine  in  Charleston  where 
with  his  skill  and  conscientious  service 
he  soon  won  a large  following.  During 
these  years  he  also  filled  in  as  temporary 
professor  of  biology  at  the  College  of 
Charleston  and  as  assistant  in  medicine 
at  the  Medical  College. 

Although  enjoying  a successful  career 
in  internal  medicine  his  chief  interest  lay 
in  the  field  of  psychiatry  and  neurology. 
He  directed  his  studies  in  this  field  and 
prepared  himself  further  by  doing  post 
graduate  work  in  London  and  at  Harvard 
University,  after  which  he  specialized  in 
this  branch  of  medicine.  He  was  advanced 
to  Associate  Professor  of  Medicine  at  the 
Medical  College  of  South  Carolina  and  lec- 
turer on  psychology  at  the  College  of 
Charleston. 

Throughout  the  following  years  he  be- 
came well  established  as  a psychiatrist  and 
gained  recognition  throughout  the  state 
for  his  competency.  He  was  elected  to 
membership  in  the  College  of  Physicians 
and  became  a consultant  at  the  State 
Hospital. 

During  World  War  II  he  was  accepted 
in  the  Army  Medical  Corps  with  the  rank 
of  major  and  sent  to  New  Orleans,  Louis- 
iana as  Assistant  Chief  of  Neuropsychia- 
try at  the  Lagarde  General  Hospital.  Later 
he  became  Chief  of  Neuropsychiatry  at 
Bushnel  Hospital  at  Brigham  City,  Iowa. 
He  was  promoted  to  colonel  and  remained 
there  until  the  termination  of  the  war.  It 
is  interesting  to  record  that  while  in  the 
Army  Colonel  Chamberlain  served  as  ad- 
visor in  a series  of  medical  educational 
films  by  Metro-Goldwyn  in  Hollywood  in 
1944. 

On  his  return  to  Charleston  in  1946  he 
was  made  full  time  professor  of  neuro- 
psychiatry at  the  Medical  College,  the  first 
to  occupy  this  newly  established  chair. 

He  was  named  as  the  first  director  of 
the  Mental  Hygiene  Clinic  of  Charleston 
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in  1947  and  was  elected  to  the  board  of  the 
State  Hospital  in  Columbia. 

In  addition  to  his  duties  at  the  Medical 
College  he  was  consultant  in  mental  dis- 
eases at  Roper  Hospital. 

Among  (he  many  honors  bestowed  upon 
him  was  his  election  as  president  of  the 
South  Carolina  Medical  Association  and 
president  of  the  Medical  Society  of  South 
Carolina.  During  his  service  in  this  ca- 
pacity he  led  the  movement  which  led  to 
the  establishment  of  the  Charleston  Coun- 
ty Medical  Society. 

The  tragic  illness  of  Olin  Chamberlain, 
beginning  many  years  ago,  brought  much 


sorrow  to  the  members  of  this  society  who 
admired  and  respected  him,  and  to  many 
of  the  older  group  who  knew  him  best 
there  was  abiding  love  and  affection.  The 
long  years  of  discomfort  and  mental  and 
physical  deterioration  were  heartrending 
to  those  who  cared  for  him. 

However,  the  recollection  of  his  fine 
gift  of  character,  personality  and  charm 
will  long  remain  to  give  flavor  to  their 
memories. 

To  his  family  the  Medical  Society  wishes 
to  express  deep  and  enduring  sympathy 
and  will  inscribe  a page  in  the  minute  book 
to  his  memory. 


DEATHS 


I)r.  Theodore  G.  Bernthal 

Dr.  Theodore  G.  Bernthal,  64,  of 
Charleston,  chairman  of  the  department  of 
physiology  at  the  Medical  College  of  South 
Carolina,  died  September  1 at  a local  hos- 
pital. 

He  was  born  in  1904  at  Grand  Rapids, 
Michigan.  Dr.  Bernthal  was  graduated 
from  the  University  of  Michigan  in  1930 
and  served  a year’s  internship  at  Roches- 
ter General  Hospital.  He  came  to  Charles- 
ton in  1946  after  serving  on  the  faculties 
of  the  University  of  Michigan  and  Vander- 
bilt University. 

From  1952  to  1960,  Dr.  Bernthal  served 
as  consultant  in  basic  sciences  to  the  Vet- 
erans Administration  Hospital  in  Colum- 
bia. 

He  was  chairman  of  the  Research  Com- 
mittee of  the  S.  C.  Heart  Association 
from  1960  to  1965  and  consultant  in  neuro- 
physiology at  the  S.  C.  State  Hospital  from 
1960-1964. 

Dr.  Bernthal  was  a national  leader  in 
research  in  respiratory  and  circulatory 
physiology.  He  authored  or  co-authored 
more  than  50  scientific  papers  on  the  con- 
trol mechanism  of  circulation  and  respira- 
tion. In  1967  he  was  named  to  a National 
Institute  of  Health  study  group  with  re- 
sponsibility for  making  recommendations 
on  grants  for  graduate  study  in  phys- 
iology. 


Dr.  Bernthal  was  a member  of  Alpha 
Omega  Alpha,  Sigma  Xi,  Phi  Sigma,  the 
American  Physiological  Society,  the  Amer- 
ican Association  for  the  Advancement  of 
Science,  the  Society  for  Clinical  Research, 
the  S.  C.  Academy  of  Sciences,  the  Charles- 
ton County  Medical  Society  and  the  Med- 
ical Society  of  S.  C. 


Dr.  Thomas  M.  Moore 

Dr.  Thomas  M.  Moore,  76,  of  Rembert 
died  September  2 at  Kershaw  County  Me- 
morial Hospital  in  Camden. 

Dr.  Moore  was  graduated  from  the  Med- 
ical College  of  South  Carolina  and  prac- 
ticed medicine  in  Rembert  for  50  years. 
He  was  a veteran  of  World  War  I. 

Dr.  Paul  Cleveland  Wheeler 

Dr.  Paul  Cleveland  Wheeler  Jr.,  46,  an 
associate  of  the  S.  C.  Mental  Health  Com- 
mission for  10  years,  died  August  13  at  his 
home  in  Columbia. 

He  was  born  in  Louisville,  Ky.,  a son  of 
Dr.  and  Mrs.  Paul  Wheeler.  He  was  grad- 
uated from  the  Medical  College  of  South 
Carolina.  Dr.  Wheeler  was  a veteran  of  the 
Korean  Conflict. 

Dr.  Milton  Jacob  Schreiber 

Dr.  Milton  Jacob  Schreiber,  62,  died 
August  10  at  his  home,  the  Terraces,  in 
the  Charlotte  Thompson  community  of 
Kershaw  County. 
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Dr.  Schreiber  moved  to  Camden  in  1963 
to  join  his  brother  Dr.  Herbert  Schreiber, 
at  the  Henry  J.  Schreiber  Memorial  Clinic, 
named  for  their  late  father  who  died  in 
1962. 

Dr.  Schreiber  was  born  in  New  York, 
N.  Y.,  the  son  of  the  late  Dr.  Henry  J.  and 
Rose  Loewinthau  Schreiber.  He  was  a spe- 
cialist in  obstetrics  and  gynecology  and 
was  a graduate  of  New  York  University 
and  the  Long  Island  College  of  Medicine. 

He  was  associated  with  the  Lutheran 
Hospital  and  Harlem  Hospital  in  New 


York.  He  was  associate  attending  physi- 
cian at  Mother  Cabrini  Hospital  in  New 
York.  He  was  a Fellow  of  the  American 
College  of  Surgeons  and  Diplomate  of  the 
Board  of  Obstetrics  and  Gynecology,  as 
well  as  a member  of  the  New  York  State 
Medical  Society. 

Dr.  Schreiber  was  serving  on  the  staff 
of  Kershaw  County  Memorial  Hospital  and 
was  a member  of  the  Kershaw  County 
Medical  Association. 

He  was  a pioneer  in  the  use  of  pitocin  in 
obstetrics. 


SOURCES  OF  INFORMATION  ON 
SEX  COUNSELLING 


(The  following  information  received  by 
Dr.  John  Hawk  from  Dr.  David  Mace, 
speaker  at  our  recent  Annual  Meeting, 
should  be  useful.  Editor) 

Here  is  some  information  to  pass  on  to 
your  physicians  who  are  interested  in  sex 
counselling.  The  book  I would  recommend 
strongly  is  by  Dr.  Richard  Klemer,  entitled 
“Counseling  In  Marital  and  Sexual  Prob- 
lems: A Physician’s  Handbook”,  published 
by  Williams  & Wilkins  Company,  Balti- 
more, in  1965.  This  is  a symposium,  the 
writers  being  capable  and  qualified  people, 
and  the  field  well  covered. 

Interested  physicians  should  also  see  the 
new  journal,  “Medical  Aspects  of  Human 
Sexuality”,  published  monthly  by  “Clinical 
Communication,  Inc.”,  250  East  39th 
Street,  New  York,  N.  Y.  10016.  The  sub- 
scription rate  in  $20.00  per  year;  but  I 
believe  that  some  physicians  receive  it 
free.  The  articles  in  it  are  by  acknowledged 
specialists  in  the  field,  and  the  topics  are 
oriented  to  clinical  practice. 

Interested  physicians  should  also  make 
a point  of  seeing  the  Newsletter  of  the  Sex 
Information  and  Education  Council  of  the 
U.  S.  (SIECUS),  which  will  be  sent  for 
$4. .50  a year.  It  should  be  ordered  from 
SIECUS  Publications  Office,  419  Park 
Avenue  South,  New  York,  N.  Y.  10016. 
The  Newsletter  is  full  of  information 
about  books,  courses,  articles,  visual  aids 
and  the  like,  all  up-to-date  and  of  great 


value  to  a physician  at  work  in  this  field. 

A more  advanced  publication  is  “The 
Journal  of  Sex  Research”,  published  four 
times  a year  by  the  Society  for  The  Scien- 
tific Study  of  Sex,  Inc.  This  can  be  ordered 
for  $10.00  a year  from  12  East  41st. 
Street,  New  York,  N.  Y.  10017.  The  So- 
ciety holds  meetings  and  conferences,  most 
of  them  in  New  York  City. 

A new  organization,  The  American  As- 
sociation for  Sex  Educators  and  Counse- 
lors, has  recently  been  started,  with  its 
headquarters  at  815  15th  St.,  N.  W„  Wash- 
ington, D.  C.  Membership  is  open  to  all 
interested  professional  persons.  The  Asso- 
ciation does  not  produce  any  regular  pub- 
lications at  present. 


“The  valuable  property  of  “clinical  instinct” 
which,  although  sometimes  ridiculed  as  the  assumed 
armour  and  decoration  of  the  ignoramus  or  the 
quack,  has  a certain  resemblance  to  the  peetic 
faculty,  and  moreover  is  a real  asset  in  practice. 
Clinical  instinct  is  the  power  of  arriving  without  a 
conscious  logical  process  at  a definite  conclusion, 
and  is  often  possessed  in  a high  degree  by  old 
nurses  who  know,  but  cannot  give  reasons,  whether 
a patient  is  going  to  recover  or  die,  and  by  prac- 
tioners  of  long  experience  who  similarly  cannot  ex- 
plain the  steps  by  which  they  reach  a diagnosis 
and  prognosis.  It  may  be  assumed  that  they  un- 
wittingly draw  on  a buried  experience  which,  with- 
out their  conscious  remembrance,  recognises  in  the 
patient  signs  presented  by  one  in  the  long  past.  In 
diagnosis,  therefore,  there  are  the  two  processes, 
the  consciously  logical  and  the  rarer,  but  not  neces- 
sarily less  correct,  unconscious. 

Sir  Humphry  Rolleston  (1862-1944) 


October,  1968 


451 


Report  of  the  Memorial  Committee 


On  Wednesday  afternoon.  May  15,  1968  at  the 
Scientific  Session,  Dr,  J.  R.  Sosnowski,  Charleston, 
S.  C.,  delivered  the  Report  of  the  Memorial  Com- 
mittee, as  follows: 

Mr.  President,  Members,  and  Guests: 

Usually,  when  we  memorialize  our  deceased  col- 
leagues, we  do  so  from  our  point  of  view.  Today  I 
ask  that  in  respectful  and  happy  recollection,  we 
think  of  them  from  what  might  be  their  point  of 
view,  and  that  you  join  me  in  imagining  a letter 
that  they  might  have  written  to  us: 

Dear  Friends  Assembled  at  Myrtle  Beach: 

During  the  past  year  some  of  us  simply  could  not 
resist  the  invitation  which  read:  “Come  unto  me 
all  ye  that  labor  and  are  heavy  laden,  and  I will 
give  you  rest.” 

Not  all  our  time  together  was  labor,  however.  We 
had  a lot  of  fun  right  here  at  Myrtle  Beach  and 
back  in  our  home  communities.  Surely  by  now  you 

Name  and  Address 
Beasley.  William  P.,  Columbia 
Black,  Robert,  Bamberg 
Brice,  Joseph  M.,  Kingstree 
Burgess,  Warren  Hamilton,  Sumter 
Cheatham,  M.  W'hitfield,  Columbia 
Craig,  Larry,  Whitmire 
Crooks,  William  Edgar,  U.  S.  Navy 
Evans,  Walter  M.,  Moncks  Corner 
Farmer,  Rudolph,  State  Park 
Fishbourne,  William  K.,  Moncks  Corner 
Fulmer,  Warren  Edward,  Columbia 
Hancock,  Homer  Jackson,  Anderson 
Harrot,  Frank  Turner,  Aiken 
Hartzog,  Leighton  A.,  Olar 
Josey,  Richard  Bedon,  Columbia 
Kruger,  Victor  L.,  Clinton 
Martin,  William  T.,  Greenville 
MeCutehen,  George  Thomas,  Columbia 
McNulty,  Robert  B.,  Jr.,  Columbia 
Miles,  Louis  Smith,  Summerville 
Moore,  Charles  M.,  Charleston 
Moore,  Matthew  S.,  Charleston 
Neil,  Robert  B.,  Columbia 
Reynolds,  T.  Willard,  Charleston 
' Russell,  O.  Raymond,  Conway 

Scurry,  Carroll  Jenkins,  Greenwood 
Smothers,  Archer  L.,  Anderson 
Stukes,  Lionel  Chalmers,  Summerton 
Switzer,  Paul  Kent,  Sr.,  Union 
Thompson,  William  C.,  Anderson 
Townsend,  Maurice  L.,  Society  Hill 
Wallace,  John,  Columbia 
Watson,  Archie  C.,  Greenville 


have  forgiven  us  for  the  times  when  you  held  four 
kings  and  we  held  four  aces.  And  we  understand 
for  the  first  time  why,  with  the  same  bait,  and  the 
same  tackle,  and  fishing  right  beside  you,  you  got 
all  the  strikes  and  we  got  none.  And  we  still  find 
it  dificult  to  keep  an  accurate  golf  score  once  we’ve 
exceeded  par. 

And  then,  there  were  our  jokes.  Some  of  them 
were  classic  and  deserve  to  be  perpetuated.  Some 
: hould  never  have  been  told  in  the  first  place.  We 
leave  that  to  your  discretion. 

Seriously,  whatever  we  did  that  was  good,  im- 
prove on  it  and  use  it  for  teaching.  Whatever  we  did 
in  error,  use  that  for  teaching,  too,  that  the  error 
will  not  be  repeated. 

Finally,  do  not  mourn  for  us,  even  though  some 
of  us  appeared  to  leave  prematurely,  for  with  God 
a thousand  years  is  but  as  a day  and  a day  as  a 
thousand  years — And  here  we  have  found  peace 
which  passes  all  understanding. 


Born 

Died 

1879 

March  12,  1968 

1882 

April  7,  1967 

1903 

May  8,  1968 

1888 

May  8,  1967 

1887 

September  12,  1967 

1933 

April,  1967 

1891 

September  27,  1967 

1891 

January  2,  1967 

1897 

October  23,  1967 

1880 

February  2,  1968 

1885 

February  11,  1968 

1909 

August  5,  1967 

1909 

March  13,  1967 

1884 

October  19.  1967 

1908 

June  29,  1967 

1894 

March  22,  1967 

1889 

April  7,  1967 

1909 

September  12,  1967 

1910 

December  28,  1967 

1901 

September  13,  1967 

1893 

September  26,  1967 

1886 

December  27,  1967 

1918 

April  8,  1968 

1909 

June  2,  1967 

1909 

August  10,  1967 

1893 

July  1,  1967 

1874 

June  26,  1967 

1879 

July  8,  1967 

1885 

April  22,  1967 

1874 

Nov.  8,  1966 

1877 

March  23,  1968 

1882 

May  18,  1967 

1890 

November  4,  1967 
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He’s  had  enough 
excitement 
for  one  day. 


For  the  patient  who  has  been  through  an  accident,  the  worry  and 
anxiety  following  the  experience  may  actually  heighten  the  per- 
ception of  pain.  This  is  why  there’s  a classic  V*  grain  sedative 
dose  of  phenobarbital  in  Phenaphen  with  Codeine -to  take  the 
nervous  “edge”  off,  so  the  rest  of  the  formula  can  control  the 
pain  more  effectively. 

Phenaphen*  with  Codeine 

Phenaphen®  with  Codeine  No.  2,  No.  3,  or  No.  4 contains:  Phenobarbital  (V*  gr.),  16.2  mg. 
Warning:  may  be  habit  forming);  Aspirin  (2 'h  gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  'A  gr.  (No.  2),  ’A  gr.  (No.  3),  or  1 gr. 
No.  4).  (Warning:  may  be  habit  forming). 


Indications:  Phenaphen  with  Codeine  provides  re- 
lief in  severer  grades  of  pain,  on  low  codeine  dos- 
age, with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phen- 
acetin-containing  products  excessive  or  prolonged 
use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  1 or  2 capsules  at 
2 to  4 hour  intervals,  or  as  directed  by  physician. 
For  further  details  see  product  literature. 

AH  ROBINS  COMPANY  A ||  PkODIMC 
RICHMOND,  VA  23220  / I'lT  I /U  D I l\J  J 


THE  COMPOUND  ANALGESIC  THAT  CALMS  INSTEAD  OF  CAFFEINATES 
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Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 
(The  total  vitamin  BtJ  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 
Precautions:  Anemia  is  a manifestation  that  requires  appropi^ir 
investigation  to  determine  its  cause  or  causes.  1 :Ji 

In  pernicious  anemia,  the  use  of  folic  acid  without  adeq 
vitamin  Bu  therapy  may  result  in  hematologic  remission  but  J 
rological  progression.  Adequate  doses  of  vitamin  B (parenr;il 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hem3i( 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  hal  3 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resist; 
may  develop  in  some  cases  of  pernicious  anemia  to  the  pote  3 
tion  of  absorption  of  physiological  doses  of  vitamin  Bu.  If  rel  i- 
ance occurs,  parenteral  therapy,  or  oral  therapy  with  so-c--’ : 
massive  doses  of  vitamin  B 2,  may  be  necessary.  No  single  3 
men  fits  all  cases,  and  the  status  of  the  patient  observe- 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  PerNCf; 


You  can  treat  combined 
deficiencies  with 


Trinsicon 

— the  multifactor  hematinic 
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Vitamin  B12  plus  intrinsic  factor  (15  meg. 
B12  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 

Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


• nical  and  laboratory  studies  are  considered  essential  and  are 
i commended. 

/verse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
educes  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
Jtion.  Reducing  the  dose  and  administering  it  with  meals  will 
<iimize  these  effects. 

n extremely  rare  instances,  skin  rash  suggesting  allergy  has 
f owed  oral  administration  of  liver-stomach  material.  Instances 
c apparent  allergic  sensitization  have  also  been  reported  after 
c I administration  of  folic  acid. 

[sage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
s ndard  response  in  the  average  uncomplicated  case  of  perni- 
c us  anemia.) 

h v Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
•r  insic  factor,  Lilly),  in  bottles  of  60  and  500.  [032568] 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 

801668 


f|*A  peptic 
1 1 lv  ulcer: 

antacid 

puzzle 


solved  by 

Mylanta 

"will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy.*  *Danhof,  i.  e.:  Report  on  file. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena.  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


For  headache, 


sovereign  remedy  wc 
to  wear  a snakeskin  round  one's  head, 


A realistic 
approach 
to  pain 
relief 


Empirin’ 


impound  with  Codeine 
>hosphate  gr.  1/2  No.  3 

pch  tablet  contains: 
pdeine  Phosphate  gr.  1/2  (Warning- 
ay  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
spirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

ceeps  the  promise 


1 pain  relief 


"■  & Co.'  narcotic  products  are 

ISS  "B".  and  as  such  are  available  on  oral 

scription,  where  State  law  permits. 

JT  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC, 
1\ickahoe,  N.Y. 


New 


Tegretol’ 

carbamazepine 


Therapeutic 
breakthrough 
in  non-narcotic 
control  of 
the  pain  of 


trigeminal 

neuralgia 


Warning 

Fatal  cases  of  aplastic  anemia  have  been  reported  following  treatment 
with  Tegretol.  Agranulocytosis,  thrombocytopenia  and  transitory 
leukopenia  have  also  been  observed. 

Complete  blood  and  platelet  counts  should  be  done  prior  to  and  at  regular 
intervals  during  treatment  with  the  drug  (see  recommendations  under 
“Important  Note  and  Precautions")  to  help  in  the  early  detection  of  serious 
bone  marrow  injury.  Abnormalities  in  initial  blood  tests  should  rule  out 
use  of  the  drug.  Also,  patients  should  be  made  aware  of  such  early  toxic 
signs  of  a potential  hematologic  problem  as  fever,  sore  throat,  mouth 
ulcers,  easy  bruising  and  petechial  or  purpuric  hemorrhage.  Should  such 
signs  appear,  the  patient  should  be  advised  to  discontinue  the  drug  and  to 
report  to  the  physician  immediately. 


Indication  Tegretol  is  indicated  in  the  treatment  of  the  pain  associated 
with  true  trigeminal  neuralgia.  It  is  not  a simple  analgesic  and  should 
never  be  administered  for  relief  of  trivial  facial  aches  or  pains. 
Contraindication  Do  not  use  in  those  with  a known  sensitivity  to  any 
tricyclic  compound  or  in  those  being  treated  with  M.A.O.I.  agents.  As  long 
a period  as  possible  should  elapse  before  using  Tegretol  in  patients  who 
have  been  treated  with  M.A.O.I.’s,  with  a minimum  of  7 days.  In  such 
cases,  initial  dosage  should  be  low  and  the  patient’s  reaction  to  gradual 
increments  closely  observed. 

Important  Note  and  Precautions  Familiarity  with  the  clinical  symptoms 
which  lead  to  an  accurate  diagnosis  of  true  trigeminal  neuralgia  and  with 
the  complete  prescribing  information,  careful  patient  selection,  a 
thorough  examination  before  treatment  and  close  patient  supervision 
throughout  the  treatment  period  are  essential  to  the  safe  and  effective 
use  of  this  drug. 

Where  feasible,  Tegretol  should  not  be  used  in  conjunction  with  any  potent 
drug  which  may  increase  the  possibility  of  toxic  reactions. 

In  pregnancy,  the  drug  should  not  be  prescribed  during  the  first  trimester 
and  thereafter  only  to  patients  in  whom  the  clinical  situation  warrants  the 
potential  risk.  It  should  not  be  administered  to  nursing  mothers. 

Patients  with  increased  intraocular  pressure  should  be  closely  observed 
during  treatment  with  this  drug  because  of  its  anticholinergic  effect. 
Because  of  the  drug's  relationship  to  other  tricyclic  compounds,  the  possi- 
bility of  activation  of  latent  psychosis  and,  in  the  elderly,  of  confusion  or 
agitation,  should  be  considered. 

Dizziness  and  drowsiness  may  occur  and  patients  should  be  cautioned 
about  the  hazards  of  operating  machinery  or  automobiles  and  of  engaging 
in  other  hazardous  tasks. 

Use  cautiously  in  patients  with  a history  of  corona^  artery  disease, 
organic  heart  disease,  congestive  failure  or  liver  disease. 

Before  initiating  therapy,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  which,  if  abnormal,  should  rule  out 
the  use  of  the  drug. 

2.  Baseline  evaluations  of  liver  function. 

During  treatment  with  Tegretol,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  should  be  done  at  intervals  of  one 
week  during  the  first  month  of  drug  treatment,  every  two  weeks  during  the 
second  and  third  months,  and  at  monthly  intervals  thereafter  for  as  long 
as  the  patient  is  taking  the  drug.  A trend  toward  a decreasing  white  blood 
cell  count  should  suggest  a dosage  reduction  and  more  frequent 


laboratory  and  clinical  evaluations.  Should  this  trend  continue,  the  d 
should  be  discontinued. 

2.  Liver  function  tests  must  be  performed  at  regular  intervals  during  1 
ment  with  this  drug  since  liver  damage  may  occur  during  therapy.  Th< 
drug  should  be  discontinued  immediately  in  cases  of  aggravated  live| 
dysfunction  or  active  liver  disease. 

3.  Periodic  eye  examinations,  including  slit-lamp,  furiduscopy  and  ton 
etry,  are  recommended  for  patients  being  treated  with  this  drug  sine 
many  phenothiazines  and  related  drugs  have  been  shown  to  cause  e;| 
changes. 

4.  Complete  urinalysis  and  BUN  should  be  done  on  patients  treated 
Tegretol  because  of  observed  renal  dysfunction. 

Adverse  Reactions  Dizziness,  drowsiness,  unsteadiness  on  the  feet, 
nausea,  vomiting,  aplastic  anemia,  transitory  leukopenia,  agranulocyl 
eosinophilia,  leukocytosis,  thrombocytopenia,  purpura,  abnormalities] 
liver  function  tests,  cholestatic  and  hepatocellular  jaundice,  urinary  f 
quency,  acute  urinary  retention,  oliguria  with  elevated  blood  pressure 
albuminuria,  glycosuria,  elevated  BUN,  microscopic  deposits  in  the  u 
impotence,  disturbances  of  coordination,  confusion,  headache,  fatigi 
blurred  vision,  transient  diplopia  and  oculomotor  disturbances,  speel 
disturbances,  abnormal  involuntary  movements,  peripheral  neuritis  aj 
paresthesias,  depression  with  agitation,  talkativeness,  nystagmus,  tirl 
nitus,  paralysis  and  other  symptoms  of  cerebral  arterial  insufficiency! 
pruritic  and  erythematous  rashes,  urticaria,  Stevens-Johnson  syndro 
photosensitivity  reactions,  alterations  in  skin  pigmentation,  exfoliativ 
dermatitis,  alopecia,  diaphoresis,  recurrence  of  thrombophlebitis,  er 
multiforme  and  nodosum,  aggravation  of  disseminated  lupus  erythen 
tosus,  gastric  distress,  abdominal  pain,  diarrhea,  constipation,  anor 
dryness  of  the  mouth  and  pharynx,  glossitis,  stomatitis,  fever,  chills, 
adenopathy,  lymphadenopathy,  aching  joints  and  muscles,  leg  cram 
conjunctivitis,  left  ventricular  failure,  aggravation  of  hypertension,  h; 
tension,  syncope  and  collapse,  edema,  aggravation  of  coronary  arte 
disease  and  congestive  heart  failure.  (Whether  these  cardiovascular 
are  drug-related  is  not  known.  However,  some  of  these  complication 
resulted  in  fatalities.)  The  necessity  for  discontinuing  the  drug  shoull 
dictated  by  the  gravity  and  severity  of  the  adverse  reactions. 

Dosage  and  Administration  The  drug  should  always  be  taken  with  nl 
if  possible. 

Initial:  One-half  tablet  (100  mg.)  b.i.d.  on  the  first  day.  Thereafter,  thJ 
should  be  increased  in  one-half  tablet  (100  mg.)  increments  every  l| 
until  freedom  from  pain  is  achieved.  To  relieve  pain,  between  200  rr" 
1200  mg.  per  24  hours  may  be  necessary. 

Maintenance:  Initial  control  of  pain  can  be  maintained  in  most  patie 
with  a dose  of  400  mg.  to  800  mg.  daily.  Maintenance  doses  may  rar 
between  200  mg.  and  1200  mg.  daily. 

At  least  once  every  3 months  during  treatment  period  attempts  shoi 
made  to  discontinue  the  drug  or  to  reduce  the  dose  to  the  minimurr 
effective  level. 

Availability  Round,  white,  single-scored  tablets  of  200  mg.  in  bottl 
of  100  and  1000.  (B)46-8l 

For  complete  details,  please  see  Prescribing  Information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


Geil 


in  depression 


‘ ad  a divorce.” 
‘ m a real  loser, 
nd  so  are 
lekids.” 


The  loss  of  marital  compatibility  results  in 
nearly  500,000  U.S.  divorces  each  year. 

Depression  characterized  by  untold  guilt  feel- 
ings, grief  and  loneliness  may  follow. 

When  you  diagnose  depression, Tofranil  may 
be  indicated  for  relief. 

As  maintenance  therapy  during  the  active 
phase  of  depression, Tofranil  can  often  help  pre- 
vent relapse. 

The  use  of  Tofranil  in  patients  receiving  M.A.O.I.’s  is 
contraindicated.  In  patients  with  cardiovascular  disease, 
thyroid  disorders,  increased  intraocular  pressure;  in  those 
receiving  anticholinergics  (including  antiparkinsonism 
agents),  thyroid  medication  or  antihypertensive  adrenergic 
neuron-blocking  agents;  and  in  those  in  their  first  trimester 
of  pregnancy- the  special  precautions  listed  in  the  Pre- 
scribing Information  should  be  carefully  observed. 

Toxic  reactions  severe  enough  to  require  discontinu- 
ation of  Tofranil  are  uncommon.  However,  for  complete 
details,  please  refer  to  the  complete  Prescribing  Information. 

Turn  page  for  brief  summary  of  Prescribing  Information. 


Tofranir 

Geigy 


imipramine 

hydrochloride 


in  depression 


Tofranil®,  imipramine  hydrochloride 
Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  this  agent  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  this  drug  may  be 
substituted.  Initial  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 
possible  risks,  it  should  not  be  used 
during  the  first  trimester  of  pregnancy. 
Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment.  Some 
severely  depressed  patients  may  also 
require  hospitalization  and/or  con- 
comitant electroconvulsive  therapy. 
Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing the  drug  for  patients  with 
increased  intraocular  pressure. 

In  rare  instances,  transient  cardiac 
arrhythmias  have  occurred  in  hyper- 
thyroid patients  and  in  patients  re- 
ceiving thyroid  medication  when 
this  compound  was  added  to  the 
regimen.  Imipramine  may  block  the 
pharmacologic  activity  of  guanethi- 
dine  and  other  related  adrenergic 
neuron-blocking  agents. 

The  drug  is  not  recommended  at  the 
present  time  in  patients  under  1 2 years 
of  age. 

Adverse  Reactions:  Dryness  of  the 
mouth,  tachycardia,  constipation,  dis- 
turbances of  accommodation,  sweat- 
ing, dizziness,  weight  gain,  urinary 
frequency  or  retention,  nausea  and 


Tofranil  Geigy 

imipramine 

hydrochloride 


vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors, 
rare  cases  of  falling  in  elderly  pa- 
tients, confusional  states  (with  such 
symptoms  as  hallucinations  and  dis- 
orientation), activation  of  psychosis  in 
schizophrenics  and  agitation  (includ- 
ing hypomanic  and  manic  episodes) 
which  may  require  dosage  reduction 
and/or  addition  of  a tranquilizer  or 
temporary  discontinuation  of  the  drug, 
epileptiform  seizures,  orthostatic 
hypotension  and  substantial  blood 
pressure  fall  in  hypertensive  patients, 
purpura,  transient  jaundice,  bone  mar- 
row depression  including  agranulocy- 
tosis, sensitization  and  skin  rash 
including  photosensitization,  eosino- 
philia,  and  mild  withdrawal  symptoms 
on  sudden  discontinuation  after  pro- 
longed treatment  with  high  doses. 
Occasional  hormonal  effects  (im- 
potence, decreased  libido,  and  estro- 
genic effects)  may  be  observed. 
Atropine-like  effects  may  be  more 
pronounced  (e.g.  paralytic  ileus)  in 
susceptible  patients  and  in  those 
using  anticholinergic  agents  (includ- 
ing antiparkinsonism  drugs). 
Outpatient  Adult  Dosage:  Initially, 

75  mg.  daily,  increased,  if  necessary, 
to  1 50  pr  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  1 50  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Round  tablets  of  25  and 
50  mg.;  triangular  tablets  of  10  mg. 
for  geriatric  and  adolescent  use;  and 
ampuls,  each  containing  25  mg.  in 
2 cc.  for  I.M.  administration. 
(B)R-46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


In  winter  "flu"  and  viral  gastroenteritis,  Donnagel 
(4  oz.  size!)  can  bring  aid  and  comfort  to  sufferers 
from  both  diarrhea  and  its  discomforts  because  it 
contains  kaolin  and  pectin  plus  belladonna  alkaloids 
(as  in  Donnatal  ).  Donnagel  treats  the  whole  diarrhea 
problem.  Available  on  your  prescription  or 

recommendation.  A H Robins  Company,  Richmond,  Va.  23220 


/HH'J^OBINS 


CLEAR 
THE  TRACT! 


October,  1968 


35-A 


THERE’S  A 
FORMULATION 
FOR  EVERT 
COUGHINO  NEED 

All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
less  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  ‘'flu'' 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 


ROBITUSSIN®  A-C 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 

ROBITU  SSIN®-DM 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  . 1 5.0  mg. 

Alcohol,  1.4% 

Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN®-PE 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  . . . 10.0  mg. 

Alcohol,  1.4% 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

ROBITUSSIN-PE 

EXPECTORANT 

© 

• 

• 

• 

DEMULCENT 

© 

© 

© 

• 

COUGH  SUPPRESSANT 

© 

• 

ANTIHISTAMINE 

• 

LONG-ACTING  (6-8  HOURS) 

© 

NASAL,  SINUS  DECONGESTANT 

m 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


/I'H'DOBINS 


in  osteoarthritic  pain 


If  aspirin  doesn't  help,  move  in 
/ith  Tandearil. 

The  trial  period  is  brief:  1 week, 
ry  one  tablet  q.i.d.  at  first.  Tandearil 
sually  startsworkingwithin3to4days. 
\/ hen  response  occurs,  as  little  as  1 or 
tablets  daily  may  hold  back  pain  and 
tiffness,  and  increase  joint  motion. 

On  the  next  page  isasummary 
f adverse  reactions,  contraindications, 
'arning  and  precautions. 


idearil,  oxyphenbutazone: 

~ r brief  summary  see  next  page. 


Tandearil. 

It  can  help  get  his  mind  off  his  knee. 

Please  review  full  Prescribing 
Information  carefully  before  prescribing. 

For  osteoarthritic  knees,  spines, 
shoulders,  hips,  etc.: 

Tandearil 

oxyphenbutazone 


Geigy 
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Tandearil 

oxyphenbutazone 


08^  Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Contraindications:  Edema;  dan- 
ger of  cardiac  decompensation;  his- 
tory or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of 
blood  dyscrasia  The  drug  should 
not  be  given  when  the  patient  is  se- 
nile or  when  other  potent  drugs  are 
given  concurrently. 

Warning:  This  drug  is  an  analog 
of  phenylbutazone;  sensitive  pa- 
tients may  be  cross-reactive.  If  cou- 
marin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  In- 
stances of  severe  bleeding  have  oc- 
curred Persistent  or  severe  dyspep- 
sia may  indicate  peptic  ulcer;  perform 
upper  gastrointestinal  x-ray  diagnos- 
tic tests  if  drug  is  continued  Pyrazole 
compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea, 
sulfonamide-type  agents  and  insu- 
lin. Carefully  observe  patients  receiv- 
ing such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy,  and 
in  patients  with  thyroid  disease. 

Precautions  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated  pa- 
tients. Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  ex- 
amination, including  a blood  count 
The  patients  should  not  exceed  rec- 
ommended dosage,  should  be  closely 
supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  im- 
mediately if  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood 
dyscrasia).  sudden  weight  gam  (water 
retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  in- 
testinal hemorrhage  occur.  Make 
complete  blood  counts  at  weekly  in- 
tervals during  early  therapy  and  at 
2-week  intervals  thereafter.  Discon- 


tinue the  drug  immediately  and  in- 
stitute countermeasures  if  the  white 
count  changes  significantly,  granu- 
locytes decrease,  or  immature  forms 
appear  Use  greater  care  in  the  el- 
derly and  in  hypertensives. 

Adverse  Reactions : The  more 
common  are  nausea  and  edema 
Swelling  of  the  ankles  or  face  may 
be  minimized  by  withholding  die- 
tary salt,  reduction  in  dosage  or  use 
of  diuretics.  In  elderly  patients  and 
in  those  with  hypertension,  the  drug 
should  be  discontinued  with  the  ap- 
pearance of  edema  The  drug  has 
been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ul- 
cer The  patient  should  be  instructed 
to  take  doses  immediately  after  meals 
or  with  milk  to  minimize  gastric  up- 
set Drug  rash  occasionally  occurs 
If  it  does,  promptly  discontinue  the 
drug.  Agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syn- 
drome. Lyell  s syndrome  (toxic  nec- 
rotizing epidermolysis),  or  a gen- 
eralized allergic  reaction  similar  to  a 
serum  sickness  syndrome  may  oc- 
cur and  require  permanent  with- 
drawal of  medication  Agranulocy- 
tosis can  occur  suddenly  in  spite  of 
regular,  repeated  normal  white 
counts  Stomatitis,  salivary  gland 
enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and 
leukemoid  reactions  have  been 
reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  re- 
lationship cannot  be  excluded 
Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur,  Con- 
fusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  re- 
ported. as  have  hyperglycemia,  hep- 
atitis, jaundice,  hypersensitivity 
angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hy- 
perplasia may  occur  infrequently 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur 

Dosage  in  Osteoarthritis 
Initial;  3 to  6 tablets  daily  in  divided 
doses  Usually  unnecessary  to  ex- 
ceed 4 tablets  daily.  A trial  period  of 
one  week  is  considered  adequate  to 
determine  the  therapeutic  effect  of 
the  drug.  Maintenance:  Effective 
level  often  achieved  with  1 or  2 tab- 
lets daily,  should  not  exceed  4 tab- 
lets daily 

In  selecting  appropriate  dosage 
in  any  specific  case,  consideration 
should  be  given  to  the  patient  s 
weight,  general  health,  age  and  any 
other  factors  influencing  drug 
response 

Availability:  Tan,  round,  sugar- 
coated  tablets  of  100  mg  in  bottles 
of  100  and  1000 
(B)R-46-800-A 

For  complete  details,  please 
see  full  Prescribing  Information. 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  190 J 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF 
DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified 

for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric 
patients,  including  individual  psychotherapy,  group  therapy,  psychodrama, 
electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social 
service  work  with  families,  family  therapy,  and  an  extensive  and  well  or- 
gainzed  activities  program,  including  occupational  therapy,  art  therapy, 
athletic  activities  and  games,  recreational  activities  and  outings.  The 
treatment  program  of  each  patient  is  carefully  supervised  in  order  that 
the  therapeutic  needs  of  each  patient  may  be  realized. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded 
grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 

Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Area  Code  704  253-2761 
Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
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“Upper  respiratory  infection!  I thought  everything 
was  a ‘virus'  these  days ?” 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine 
in  two  different  tablet  formulations. 


And  let  you  control  the  dosage. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet™ 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride,  25  mg  ; and 
chlorpheniramine  maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride,  40  mg 
chlorpheniramine  maleate,  8 mg  ; and  acetaminophen,  500  mg. 
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It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


dependable  oral  penicillin  therapy  V-Cillin  K , Pediatric 

Potassium  Phenoxymethyl  Penicillin 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections; infections  caused  by  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric, for  Oral  Solution,  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution  (approximately  one  tea- 
spoonful). [ 042567a] 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Effectiveness:  ACHROMYCIN  Tetra- 
cycline is  a crystalline  broad-spectrum 
antibiotic  which  provides  effective 
therapeutic  activity  against  suscep- 
tible microorganisms. 

Contraindication:  History  of  hyper- 
sensitivity to  tetracycline. 

Warning:  In  renal  impairment,  usual 
doses  may  lead  to  excessive  accumula- 
tion and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are 
indicated  and,  if  therapy  is  prolonged, 
serum  level  determinations  may  be  ad- 
visable. Some  patients  may  develop  a 
photodynamic  reaction  to  natural  or 
artificial  sunlight.  Those  with  a his- 
tory of  photosensitivity  reactions 
should  avoid  direct  exposure  to  sun- 
light while  under  treatment.  Discon- 
tinue drug  at  first  evidence  of  skin 
discomfort. 

Precautions:  Use  may  result  in  over- 
growth of  nonsusceptible  organisms. 
Constant  observation  is  essential.  If 
new  infections  appear,  take  appropri- 
ate measures.  Use  of  tetracycline 
during  teeth  development  may  cause 
discoloration  of  teeth. 

Side  Effects:  Gastrointestinal  system 
—anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular 
and  erythematous  rashes  (a  case  of 
exfoliative  dermatitis  has  been  re- 


ported); photosensitivity  reaction, 
onycholysis  and  discoloration  of  nails 
(rare).  Kidney— rise  in  BUN,  appar- 
ently dose-related.  Hypersensitivity  re- 
actions—urticaria,  angioneurotic 
edema,  anaphylaxis.  In  young  infants, 
bulging  fontanels  have  been  reported 
following  full  therapeutic  dosage. 
This  symptom  has  disappeared  rapid- 
ly when  drug  is  discontinued.  Teeth— 
dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline 
during  the  latter  half  of  pregnancy, 
and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early 
childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  Blood- 
anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver- 
cholestasis  (rare),  usually  at  high  dos- 
age. Tetracycline  may  form  a stable 
calcium  complex  in  bone-forming  tis- 
sue. If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication 
and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  One  Gm. 

per  day,  in  4 divided  doses  of  250  mg. 
each.  Should  be  given  1 hour  before 
or  2 hours  after  meals,  since  absorp- 
tion is  impaired  by  the  concomitant 
administration  of  high  calcium  con- 
tent drugs,  foods  and  some  dairy  prod- 
ucts. Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


ACHROMYCIN®  V 

TETRACYCLINE  CAPSULES 


ACHROMYCIN®  WORKS  HERE 

TETRACYCLINE 


Actually  ACHROMYCIN  works  wherever  the 
infection  is  due  to  an  organism  your  lab  cultures  have 
shown  to  be  tetracycline-sensitive.  No  other 
tetracycline-or  analogue-can  assure  you  of  quicker  or 
more  effective  antibiotic  action.  After  all,  isn’t  that 
what  you  want  for  your  patient? 

ACHROMYCIN  was  a pioneer  in  tetracycline 
therapy.  Seventeen  years  of  experience  have  shown 
that  when  the  respiratory  system,  the  genitourinary 
system,  or  the  skin  and  soft  tissue  require  treatment 
for  infection  probably  caused  by  any  of  a number  of 
sensitive  strains,  ACHROMYCIN  is  a wise  choice 
for  therapy  while  awaiting  test  results. 

Available  in  31  useful  forms  to  meet  your  situational 
needs. 


The  cost  differential— inconsequential 


LEDERLE  LABORATORIES 

A Division  of 

American  Cyananiid  Company 
Pearl  River,  New  York  10965 


BENADRYlin’68 


choose  an  experienced  candidate-  D“l  Id  vl  I y> 
millions  of  doses  prescribed  (diphenhydramine  hydrochloride) 


The  White  band  on  Pink  capsule  combination  is  a Parke,  Davis  & Company,  Detroit,  Michigan  48232 

— * registered  trademark  of  Parke,  Qavis  & Company.  ' 

• ~ 

Supplied  in  various  dosage  forms; including.  Kapseals,  I RARKE-DAVIS  I 
containing  50  mg.  of  diphenhydramine  hydrochloride.  I *7  I 
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and  no  other  oral 
contraceptive  is  quite 

like  Ovulen-22 

Each  tablet  contains  ethynodiol  diacetate  t mg.,  mestranol  0.1  mg. 


The  progestin  is  distinctive,  and  for  some  women  this  may  mean  a 
different  clinical  response.  The  Compack®  tablet  dispenser 
is  distinctive;  its  functional  simplicity  makes  it  virtually 
patient-proof.  The  acceptance  of  Ovulen-2 1 is  distinctive. . . 
together  with  Ovulen  , it  is  more  often  prescribed  than  any  other 
individual  contraceptive  product  currently  available. 


Indication— Oral  contraception. 

Contraindications— Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings— Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis)  ; if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  19681’2  estimate  there  is  a seven- 
to  tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic”  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below: 


Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic  Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization 

Rates 

(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral 
Contraceptives 

1.5/ 100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

No  comparable  studies  are  yet  available  in  the  United  States.  The 
British  data,  especially  as  they  indicate  the  magnitude  of  the  in- 
creased risk  to  the  individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences  of  spontaneously 
] occurring  thromboembolic  disease  may  differ. 

Discontinue  medication  pending  examination  if  there  is  sudden 
I partial  or  complete  loss  of  vision,  or  sudden  onset  of  proptosis, 
diplopia  or  migraine.  Withdraw  medication  if  papilledema  or  retinal 
i vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demon- 
I strated,  it  is  recommended  that  pregnancy  be  ruled  out  for  any 
patient  who  has  missed  two  consecutive  periods  before  continuing 
t the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the  pre- 
scribed schedule  the  possibility  of  pregnancy  should  be  considered 
j.  at  the  first  missed  period. 

| A small  fraction  of  the  hormone  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The 
long-range  effect  to  the  nursing  infant  cannot  be  determined  at  this 
i ! time. 


Precautions— Pretreatment  physical  examination  should  include 
special  reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal 
! be  repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 


migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression 
and  discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when 
relevant  specimens  are  submitted. 

Adverse  Reactions— A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-ocular 
lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during 
and  after  treatment,  edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement,  secretion),  change  in  weight,  changes  in 
cervical  erosion  and  cervical  secretions,  suppression  of  lactation 
when  given  immediately  post  partum,  cholestatic  jaundice,  migraine, 
allergic  rash,  rise  in  blood  pressure  in  susceptible  individuals,  men- 
tal depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome, headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism, 
loss  of  scalp  hair,  erythema  multiforme  and  nodosum,  hemorrhagic 
eruption,  itching. 

The  following  laboratory  results  may  be  altered  by  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII, 
IX  and  X ; thyroid  function:  increase  in  PBI  and  butanol  extractable 
protein  bound  iodine,  and  decrease  in  T3  values;  metyrapone  test; 
pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  Brit.  Med. 
J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P.,  and  Doll,  R.:  Brit. 
Med.  J.  2:199-205  (April  27)  1968. 

Before  prescribing  see  Detailed  Product  Information. 

Where  "The  Pill"  Began 

G.  D.  SEARLE  & CO.,  P.  O.  Box  51 10, Chicago,  Illinois  60680 


SEARLE 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done  ...  in  a hurry. 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications:  Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


in  sinusitis,  colds,  U.R.I. 

DinietappExteiitabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


to  patients  with  cardiac  or  periphen 
vascular  diseases  or  hypertension 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thromb 
cytopenia,  have  been  reported  on 
rare  occasions.  Drowsiness,  lassitudj, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPAY 
RICHMOND,  VA.  232 


/1-H-pOBIN 


Dilantin 

(diphenylhydantoin) 

PAHKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium: 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium, 


PARKE-DAVIS 


01SR67 


Geigy 


chlorthalidone  50  mg. 
reserpine  0.25  mg. 


Regroton 

One  Regroton  tablet  a day  usually  helps 
you  and  your  patient  bring  high  blood  pressure 
down  and  keep  it  down. 


Regroton  produces  a smooth,  long-acting  effect  that 
usually  reduces  both  systolic  and  diastolic  pressures. 
At  the  same  time  it  often  acts  to  allay  anxiety  and 
nervous  tension  associated  with  hypertension. 


Although  Regroton  is  generally  well  tolerated,  adverse  reactions 
may  occur.  This  drug  is  contraindicated  in  mental  depression, 
demonstrated  hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases.  For  a complete  list  of  side  effects,  please  see  the 
Prescribing  Information  summarized  on  theToTlowing  page] 
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Regroton 

chlorthalidone  50  mg. 
reserpine  0.25  mg. 


One  Regroton  tablet  a day 
usually  helps  you  and  your  patient 
bring  high  blood  pressure  down 
and  keep  it  down. 

Indications:  Hypertension.  Contraindications: 

History  of  mental  depression,  hypersensitivity, 
and  most  cases  of  severe  renal  or  hepatic 
diseases.  Warning:  With  the  administration  of 
enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary 
supplementation  is  not  practical,  the  possibility 
of  small-bowel  lesions  (obstruction,  hemor- 
rhage, and  perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  frequently  been 
required  and  deaths  have  occurred.  Discontinue 
coated  potassium-containing  formulations  im- 
mediately if  abdominal  pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  one  week  before  electroshock  ther- 
apy, and  if  depression  or  peptic  ulcer  occurs. 
Use  in  pregnancy:  Because  chlorthalidone  may 
cross  the  placental  barrier  and  appear  in  cord 
blood  and  thiazides  may  appear  in  breast  milk, 
this  drug  should  be  used  with  care  in  pregnant 
patients  and  nursing  mothers.  When  used  in 
women  of  childbearing  age,  the  potential  bene- 
fits of  the  drug  should  be  weighed  against  the 
possible  hazards  to  the  fetus.  Use  of  chlorthali- 
done may  result  in  fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  possibly  other  adverse 
reactions  which  have  occurred  in  the  adult.  In- 
creased respiratory  secretions,  nasal  conges- 
tion, cyanosis  and  anorexia  may  occur  in  infants 
born  to  reserpine-treated  mothers.  Precautions: 
Antihypertensive  therapy  with  this  drug  should 
always  be  initiated  cautiously  in  postsympathec- 
tomy patients  and  in  patients  receiving  gangli- 
onic blocking  agents,  other  potent  antihyperten- 
sive drugs,  or  curare.  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  at  least 
one-half.  To  avoid  hypotension  during  surgery, 
discontinue  therapy  with  this  agent  two  weeks 
prior  to  elective  surgical  procedures.  In  emer- 
gency surgery,  use,  if  needed,  anticholinergic 
or  adrenergic  drugs  or  other  supportive  meas- 
ures as  indicated.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic  kidney 
function  tests  are  indicated.  Discontinue  if  the 
BUN  rises  or  liver  dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion 
may  occur.  If  potassium  depletion  should  occur 


during  therapy,  the  drug  should  be  discontinued 
and  potassium  supplements  given,  provided  the 
patient  does  not  have  marked  oliguria.  Take 
particular  care  in  cirrhosis  or  severe  ischemic 
heart  disease  and  in  patients  receiving  cortico- 
steroids, ACTH,  or  digitalis.  Severe  salt  restric- 
tion is  not  recommended.  Use  cautiously  in 
patients  with  ulcerative  colitis  or  gallstones 
(biliary  colic  may  be  precipitated).  Bronchial 
asthma  may  occur  in  susceptible  patients. 
Adverse  Reactions:  The  drug  is  generally  well 
tolerated.  The  most  frequent  side  effects  are 
nausea,  gastric  irritation,  vomiting,  diarrhea, 
constipation,  muscle  cramps,  headache,  dizzi- 
ness and  acute  gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety,  depression, 
bradycardia  and  ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis),  drowsiness,  dull 
sensorium,  hyperglycemia  and  glycosuria, 
hyperuricemia,  lassitude,  restlessness,  transient 
myopia,  impotence  or  dysuria,  orthostatic  hypo- 
tension which  may  be  potentiated  when  chlor- 
thalidone is  combined  with  alcohol,  barbiturates 
or  narcotics,  leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranulocytosis, 
nasal  stuffiness,  increased  gastric  secretions, 
nightmare,  purpura,  urticaria,  ecchymosis,  weak- 
ness, uveitis,  optic  atrophy  and  glaucoma,  and 
pruritus.  Eruptions  and/or  flushing  of  the  skin,  a 
reversible  paralysis  agitans-like  syndrome, 
blurred  vision,  conjunctival  injection,  increased 
susceptibility  to  colds,  dyspnea,  weight  gain, 
decreased  libido,  dryness  of  the  mouth,  deaf- 
ness, anorexia,  and  pancreatitis  when  epigastric 
pain  or  unexplained  G.l.  symptoms  develop  after 
prolonged  administration.  Jaundice,  xanthopsia, 
paresthesia,  photosensitization  and  necrotizing 
angiitis  are  possible.  Average  Dosage:  One 
tablet  daily  with  breakfast.  Availability:  Pink, 
single-scored  tablets  in  bottles  of  100  and  1000. 
(B)46-600-C 

For  details,  please  see  complete 
prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation  ^ 

Ardsley,  New  York  10502 
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From  the  First  Family 
of  Tetracycline- 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN"  V Capsules 

Tetracycline  HC1  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


329-8/6094 


ACH  ROST  ATI. N V 

WUCYCMKF.  HCI  25“ 
«4  MTSI/UIN  1 


Togetherness 


j ^ If  ...  can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity1  or  side  effects2 1 and  will  not  mask  symptoms  of 


serious  organic  disorders. 
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1.  Bradley,  J.  E„  et  al J.  Pediat.  38:41  (Jan.)  1951. 

2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst. 
& Gynec.  65:311  (Feb.)  1953. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


56-A 


The  Journal  of  the  South  Carolina  Medical  Association 


. . . the  American  "Riviera.”  Where  glittering 
luxury  hotels  tower  above  glamorous  Collins 
Avenue;  and  medicine,  sea  and  sunshine  mix 
in  a delightful  subtropical  setting. 

Register  now,  and  be  on  hand  for  the  world's 
largest  winter  medical  meeting— the  AMA’s 
22nd  Clinical  Convention.  At  this  midwinter 
"summer”  session  in  medicine  there  will  be 
Three  Postgraduate  Courses:  Fluid  and  Elec- 
trolyte Balance,  Diabetes,  and  Hyperthyroidism 
in  the  Elderly  Patient  • 17  Scientific  Sessions  • 
Breakfast  Roundtable  Conferences  • Color 
Television  • and  Medical  Motion  Pictures.  The 
modern,  air-conditioned  Convention  Hall  will 
house  hundreds  of  scientific  and  industrial  ex- 
hibits to  show  you  the  very  latest  in  equipment, 
services  and  drugs. 

Plan  now  to  join  your  colleagues  in  Miami 
Beach.  Be  sure  to  look  for  the  complete  scien- 
tific program,  plus  forms  for  advance  registra- 
tion and  hotel  accommodations  in  the  October 
21st  issue  of  JAMA. 


22ND  CLINICAL  CONVENTION 


DECEMBER  1-4,1968  • CONVENTION  HALL 


October,  1968 
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Associate  Medical  Director,  Full-Time, 
Interested  in  Preventive  Medicine  for  a 
Plant  of  a Large  Corporation  Located 
in  Winston-Salem,  North  Carolina,  With 
5,000  Shop  and  Office  Workers.  Gen- 
eralist, Internal  Medicine  or  Occupa- 
tional Health  Background  Preferred. 
Desirable  Age  30  to  45.  Salary  Com- 
mensurate With  Experience.  Reply  to 
Box  10,  S.  C.  Medical  Association,  113 
N.  Coit  St.,  Florence,  S.  C.  29501. 


HIGH  TIME  TO  KEEP  UP 

If  you  are  a practicing  physician  who  sees  pa- 
tients with  cerebrovascular  disease,  but  feel  you 
can’t  take  time  off  to  keep  up,  the  following  in- 
formation is  for  you! 

The  Bowman  Gray  School  of  Medicine  has  es- 
tablished a program  through  which  internists  and 
generalists  may  take  two-to-six  weeks  of  inten- 
sive training  in  the  prevention  and  treatment  of 
stroke.  The  unique  program  includes  re-orienta- 
tion in  basic  and  clinical  neurology  as  well  as 
cerebrovascular  medicine. 

Physicians  accepted  for  the  program  receive 
$200  per  week. 

For  additional  information  write  to: 

Monroe  Cole,  M.D. 

Department  of  Neurology 
Bowman  Gray  School  of  Medicine 
Winston-Salem,  N.  C.  27103 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults,  2>  3' 4 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.5, 6,7,8 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 


References: 

(1)  Siver,  R.  H.: 
CMD,  2/:  109, 
September  1954.  (2) 
Frykman,  H.  H.:  Minn. 
Med.,  38: 19-27, 
January  1955.  (3) 
McGivney,  J.:  Tex. 
State  Jour.  Med., 
57:16-18,  January 
1955.  (4)  Quehl, 

T.  M.:  Jour,  of  Florida 
Acad.  Gen.  Prac., 
25:15-16,  October 
1965.  (5)  Wc-ekes, 

D.  J.:  N.Y.  State  Jour. 
Med.,  58:2672-2673, 
August  1958.  (6) 
Weekes,  D.  J.:  EENT 
Digest,  25:47-59, 
December  1963.  (7) 
Abbott,  P.  L.:  Jour. 
Oral  Surg.,  Anes.,  & 
Hosp.  Dental  Serv., 
310-312,  July  1961. 

(8)  Rapoport,  L.  and 
Levine,  W.  I.:  Oral 
Surg.,  Oral  Med.  & 
Oral  Path.,  20: 591-593, 
November  1965. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  he’s  getting  better 


Achrocidiri 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HC1  1 25  mg.:  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  infection  complicating  respiratory  allergy,  ACHROCID1N 
brings  the  treatment  together  in  a single  prescription— prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal—  anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial—  bulging  fontanels  in  young  infants. 
Teeth— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
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ready 
for  bed.  . 
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but  not 


for 


... because  psychic  tension 
may  not  stop  at  night 

The  calming  action  of  Valium  (diaz- 
epam) helps  counteract  psychic  ten- 
sion and  reduce  overreaction  to 
stresses  during  the  day.  Often  the  t.i.d. 
dosage  schedule  is  enough  to  prevent 
build-up  of  tenseness  that  may  inter- 
fere with  sleep  at  night. 

However,  when  psychic  tension  does 
contribute  to  sleeplessness,  Valium 
can  be  especially  useful.  A tablet  at 
bedtime,  added  to  the  daytime  t.i.d. 
dosage,  can  help  your  patient  be 
ready  for  bed  and  for  sleep. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomitants 
of  emotional  factors;  psychoneurotic  states 
manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation; 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal; 
adiunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to 
the  drug.  Children  under  6 months  of  age. 
Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations 
requiring  complete  mental  alertness.  When 
used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 

associated  with  temporary  increase  in 

frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symp- 
toms have  occurred  following  abrupt 
discontinuance.  Keep  addiction-prone 
individuals  under  careful  surveillance 
because  of  their  predisposition  to  habituation 
and  dependence.  In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed.  Usual 
precautions  indicated  in  patients  severely 


depressed,  or  with  latent  depression,  or  w 
suicidal  tendencies.  Observe  usual  pre- 
cautions in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effects 
amount  in  elderly  and  debilitated  to  prec' 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplc 
hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache 
incontinence,  changes  in  salivation,  sluri 
speech,  tremor,  vertigo,  urinary  retentior 
blurred  vision.  Paradoxical  reactions  sue 
acute  hyperexcited  states,  anxiety,  halluc 
tions,  increased  muscle  spasticity,  insorr 
rage,  sleep  disturbances,  stimulation,  ha 
been  reported;  should  these  occur,  discc 
tinue  drug.  Isolated  reports  of  neutropen 
jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-terrr 
therapy. 


Valium 

( diazepam) 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 
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COMPuUND-6 


Each  Pulvule®  colj 
yphene  hydrochloi 
162  rag.phenacetin, 


|s  65  mg.  propox 
?,  227  mg.  aspirin 
d 32.4mg. caffeine 


Additional  information  available  to  the 
medical  profession  upon  request. 

ELI  LILLY  AND  COMPANY 
INDIANAPOLIS,  INDIANA  46206 


Nor  flex 

(orphenadrine  citrate) 


The  muscle  relaxant 
that  works 

before  you  write  a prescription 


Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 
Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,  1 tablet  b.i.d. 


CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon*)  concurrently. 

WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 

SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 

DOSAGE:  INJECTABLE  — Average  adult  dose 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 

I M.  or  I.  V.  May  be  repeated  every  12  hours. 

Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS  - Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 

For  lull  information,  see  Package  Insert 
or  P.D.R 

Riker  Laboratories 
Northridge,  California  91324 
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A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 

Psychotherapy,  analytic  or  directive,  individually  or  group  oriented; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 


THE  PINEBLUFF  SANITARIUM 


Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 


6 miles  south  of  Pinehurst  and  Southern  Pines. 


Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 


* 
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( SYRUP  OF  CHLORAL  HYDRATE  ) 


A palatable  chloral  hydrate  syrup 
containing  10  grains  in  each  teaspoonful.  | 
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JONES  and  VAUGHAN 
Richmond  26.  Virginia 
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oinworms 

n this 
school? 


possibly,  because  hygienic  mea- 
sures alone,  however  meticulous, 
may  not  prevent  the  spread  of 
pinworm  infections  which  are 
estimated  to  occur  in  from  Vz  to 
more  than  Vz  of  all  American 
children  from  every  social  level 
REMINDER:  Because  pinworm  infections 
spread  easily  and  quickly  in  families, 
schools,  and  institutions,  multiple  infec- 
tions among  primary  groups  seem  to  be 
the  rule  rather  than  the  exception.  For 
successful  management,  it  is  desirable 
to  check  all  exposed  members  of  the 
family  or  play  group.  The  single-dose 
efficacy  of  POVAN  makes  therapy 
entirely  practical,  convenient,  and 
economical. 

INDICATION:  Pinworm  infection. 
PRECAUTIONS:  Tablets  should  be  swal- 
lowed whole  to  avoid  staining  teeth. 
Pyrvinium  pamoate  will  stain  most 
materials.  Stools  may  be  colored  red. 
ADVERSE  REACTIONS:  Nausea,  vomit- 
ing, cramping,  and  diarrhea  have  been 
reported. 

POVAN  is  available  in  suspension  or 
tablet  form.  The  pleasant-tasting,  straw- 
berry-flavored suspension  contains  the 
pamoate  equivalent  of  1 0 mg.  of 
pyrvinium  base  per  cc.,  in  2-oz.  bottles. 
The  sugar-coated  tablets  each  contain 
the  pamoate  equivalent  of  50  mg.  of 
pyrvinium  base,  bottles  of  25. 

When  examination  reveals  pin- 
worm infection— an  increasing 
number  of  physicians  favor  treat- 
ment with  a single,  well-tolerated 
dose  of— 


(pyrvinium  pamoate) 


PARKE.  DAVIS  a COMPANY.  DETROIT.  MICHIGAN  48232 

PARKE-DAVIS  | 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  190  U 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF 
DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified 

for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psy- 
chiatric patients,  including  individual  psychotherapy,  group  therapy, 
psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy, 
drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive 
and  well  organized  activities  program,  including  occupational  therapy, 
art  therapy,  athletic  activities  and  games,  recreational  activities  and  out- 
ings. The  treatment  program  of  each  patient  is  carefully  supervised  in 
order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are 
now  available  on  grounds.  The  School  Program  is  fully  integrated  into 
the  hospital  treatment  program  and  is  accredited  through  the  Asheville 
School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded 
grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Area  Code  704  253-2761 
Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
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FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 
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cWhen  you 
can’t  control 
the  cause... 


j/bu  can 
control  its 
effect. 


An  antihistamine-decongestant  available  in  slow  release 
capsules  containing  phenylephrine  hydrochloride,  25.0  mg.; 
chlorpheniramine  maleate,  7.5  mg.;  pyrilamine  maleate, 
25.0  mg.;  methapyrilene  hydrochloride,  12.5  mg.  Also  avail- 
able as  liquid  in  regular  non-sustained  release  dosage. 


PALOHIST  MILD 


Same  sustained  release  capsules  and  formula  as  PALOHIST 
except  in  one  half  strength  per  capsule. 


PALOHIST 


HISTOR-D 


A sustained  release  capsule  that  allows  prompt  symptomatic 
relief  and  a continuing  release  of  remaining  medication 
over  a period  of  6 to  10  hours.  Each  capsule  contains 
chlorpheniramine  maleate,  8 mg.;  phenylephrine  HC1,  20 
mg.;  methscopolamine  nitrate,  2.5  mg. 


Complete  information  for  usage  avail- 
able to  physicians  upon  request. 


PALMEDICO,  INC.  • Drawer  3397  • COLUMBIA,  S.C. 
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SUGAR  FREE 


s*miKtD  camo««d  i!* 


LESS  THAN  1 CALORIE  PER  RfflTI  F 


PROOF  POSITIVE 


Diet-Rite  Cola  ...  America ' s Number  One  low-calorie  cola... 
no  sugar  at  all . . . less  than  one  calorie  per  bottle . . . the 
one  with  the  wonderful  taste  of  cola . . . pH  approximately 
2.6  to  2. 8... same  general  range  acidity  as  other  cola 
beverages  plus  number  of  fruit  juices. 

You  will  like  Diet-Rite  Cola.  So  will  your  patients. 


Royal  Crown  Cola  CO.  Columbus,  Georgia 

"DIET-RITE"  IS  A TRADEMARK  OF  ROYAL  CROWN  COLA  CO.  REG.  U.S.  PAT.  OFF.  © 1967  ROYAL  CROWN  COLA  CO. 


“Breathing’s 
a snap  again 
he  said 
gingerly. 

(COMPLIMENTS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 

in  sinusitis,  colds,  U.R. I. 

IHiiietap|fExteiitahs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications:  Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied : Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 
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CONSERVATIVE,  FOUR-POINT  PROGRAM;  | 

The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.1,2  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


oea  ‘If  the  patient  is  in  the 
pain-spasm-cycle . . . there  is  no  alternative 
or  substitute  for  absolute  bed  rest..."3 


Methocarban 

750  mg 


0Heat  "A  very  valuable 

method  of  Applying 
heat  at  home  is  a prolonged 
hot  bath..."5 


f \/f] 


"Boards  should  be  ordered  under 
the  mattress... these  boards  act 
by  immobilizing  the  spine. . . 

Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  ( lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
( methocarbamol,  500  mg. ) Robaxin  Injectable  (methocarbamol,!  Gm./lOcc.) 
References:  (1  ).  Godfrey,  CM.:  Applied  Therap.  8.-950,  1966.  (2).  Gottschalk, 


QRobaxin-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated6 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
"..  .without  interfering  with  normal 
tone  and  movement."7  And  there 


L. A. : GP  33.-91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2.-219,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  18: 26,  1965.  (5).  Soto-Hall,  R.: 
Med.  Sc.  1 4:23,  1 963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 
62:1 42,  1 962.  (7) . Feuer,  S.G.,  el  a/..-  New  York  J.  Med.  62:1 985,  1 962. 


is  little  likelihood  of  sedation.6 
n (I  nnoiKic  A H robins  company 
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[n  the  complex  picture 
)f  moderate  to  severe  anxiety... 


here  is  a [new]  reason 
or  prescribing  Mellaril 

r ° (Thioridazine  HC1) 

ffectiveness  in 
ixed  anxiety- depression 


ong  recognized  for  its  usefulness  in  the 
eatment  of  moderate  to  severe  anxiety, 
lellaril  is  now  also  known  to  be  effective 
gainst  mixed  anxiety-depression. 

'ften  the  symptoms  of  anxiety  states  are 
f ifficult  to  sort  out— even  with  the  most  careful 
robing.  The  patient  may  manifest  symptoms  of 
citation,  restlessness,  insomnia,  somatic 
)mplaints.  But  what  of  the  depression  that  may 
i ? mixed  in  the  total  picture?  It  is  reassuring 
i know  that  Mellaril  may  be  prescribed— with 
firong  possibilities  of  success— when  there  is 
: Rixiety  alone  or  a mixture  of  anxiety 
id  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System— 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other — A single  case  described  as 
parotid  swelling. 

Mellaril* 

(Thioridazine  HCl) 

25  mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 

A 

SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  ea-izo 


Louie  lost  weeks  with  acute  shoulder  bursitis. That’s  a 3 
of  pain,  stiffness  and  tenderness... and  also  a lot  of  fil" 
It  might  have  been  different  with  Butazolidiif  al  £ 

100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

150  mg.  magnesium  trisilicate 


If  it  doesn’t  work  in  a week,  forge  i 


But  please  don’t  forget  this: 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of 
peptic  ulcer;  renal,  hepatic  or  cardiac  dam- 
age; history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when 
the  patient  is  senile  or  when  other  potent 
drugs  are  given  concurrently.  Large  doses 
of  the  alka  formulation  are  contraindicated 
in  glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic  ulcer; 
perform  upper  gastrointestinal  x-ray  diag- 
nostic tests  if  drug  is  continued.  Pyrazole 
compounds  may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  patients 
receiving  such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy  and  in  patients 
with  thyroid  disease. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  Patients  should  not 
exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
if  fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia);  sudden  weight  gain 
(water  retention);  skin  reactions;  black  or 
tarry  stools  or  other  evidence  of  intestinal 
hemorrhage  occur.  Make  complete  blood 
counts  at  weekly  intervals  during  early  therapy 
and  at  2-week  intervals  thereafter.  Discon- 
tinue the  drug  immediately  and  institute 
countermeasures  if  the  white  count  changes 
significantly,  granulocytes  decrease,  or  im- 
mature forms  appear.  Use  greater  care  in  the 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  more  common  are 
nausea  and  edema.  Swelling  of  the  ankles  or 
face  may  be  minimized  by  withholding  dietary 
salt,  reduction  in  dosage  or  use  of  diuretics, 
in  elderly  patients  and  in  those  with  hyperten- 
sion the  drug  should  be  discontinued  with  the 
appearance  of  edema.  The  drug  has  been  as- 
sociated with  peptic  ulcer  and  may  reactivate  a 


latent  peptic  ulcer.  The  patient  should  be 
'instructed  to  take  doses  immediately  before 
or  after  meals  or  with  milk  to  minimize  gastric 
upset.  Drug  rash  occasionally  occurs.  If  it 
does,  promptly  discontinue  the  drug.  Agranu- 
locytosis, exfoliative  dermatitis,  Stevens- 
Johnson  syndrome,  Lyell’s  syndrome  (toxic 
necrotizing  epidermolysis),  or  a generalized 
allergic  reaction  similar  to  serum  sickness  may 
occur  and  require  permanent  withdrawal  of 
medication.  Agranulocytosis  can  occur  sud- 
denly in  spite  of  regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may 
occur.  Leukemia  and  leukemoid  reactions 
have  been  reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  relationship 
cannot  be  excluded.  Thrombocytopenic  pur- 
pura and  aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache,  blurred 
vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia, 
hepatitis,  jaundice,  hypersensitivity  angiitis, 
pericarditis  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 
Moderate  lowering  of  the  red  cell  count  due 
to  hemodilution  may  occur. 


Dosage  in  Painful  Shoulder:  Initial : 3 to  6 
capsules  daily  in  3 or  4 equal  doses.  T rial 
period:  1 week.  Maintenance  dosage  should 
not  exceed  4 capsules  daily;  response  is  often 
achieved  with  1 or  2 capsules  daily. 

In  selecting  the  appropriate  dosage  in  any 
specific  case,  consideration  should  be  given 
to  the  patient’s  weight,  general  health,  age  and 
any  other  factors  influencing  drug  response. 

(B)  46-070- 

For  complete  details, 

please  see  full  prescribing  information. 

Geigy  Pharmaceuticals  % 

Division  of  Geigy  Chemical  Corporation 
Ardsley,  New  York  1 0502 


Butazolidin®  alka  Geigy 

Capsules 

100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

150  mg  magnesium  trisilicate 


Turn  page  for  brief  summary  of  Prescribing  Information. 


The  use  of  Tofranil  in  patients  receiving  M AO.I.’s  is 
contraindicated.  In  patients  with  cardiovascular  disease, 
thyroid  disorders,  increased  intraocular  pressure;  in  those 
receiving  anticholinergics  (including  antiparkinsonism 
agents),  thyroid  medication  or  antihypertensive  adrenergic 
neuron-blocking  agents;  and  in  those  in  their  first  trimester 
of  pregnancy-the  special  precautions  listed  in  the  Pre- 
scribing Information  should  be  carefully  observed. 

Toxic  reactions  severe  enough  to  require  discontinu- 
ation of  Tofranil  are  uncommon.  However,  for  complete 
details,  please  refer  to  the  complete  Prescribing  Information. 


in  depression 


Forlorn” 


id  a divorce.” 
i a real  loser, 
d so  are 
t5kids.” 


The  loss  of  marital  compatibility  results  in 
nearly  500,000  U.S.  divorces  each  year. 

Depression  characterized  by  untold  guilt  feel- 
ings, grief  and  loneliness  may  follow. 

When  you  diagnose  depression, Tofranil  may 
be  indicated  for  relief. 

As  maintenance  therapy  during  the  active 
phase  of  depression, Tofranil  can  often  help  pre- 
vent relapse. 


Tofranil 

Geigy 


in  depression 


Tofranil®,  imipramine  hydrochloride 
Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  this  agent  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  this  drug  may  be 
substituted.  Initial  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 
possible  risks,  it  should  not  be  used 
during  the  first  trimester  of  pregnancy. 
Cardiovascular  complications,  Includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment.  Some 
severely  depressed  patients  may  also 
require  hospitalization  and/or  con- 
comitant electroconvulsive  therapy. 
Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing the  drug  for  patients  with 
increased  intraocular  pressure. 

In  rare  instances,  transient  cardiac 
arrhythmias  have  occurred  in  hyper- 
thyroid patients  and  in  patients  re- 
ceiving thyroid  medication  when 
this  compound  was  added  to  the 
regimen.  Imipramine  may  block  the 
pharmacologic  activity  of  guanethi- 
dine  and  other  related  adrenergic 
neuron-blocking  agents. 

The  drug  is  not  recommended  at  the 
present  time  in  patients  under  1 2 years 
of  age. 

Adverse  Reactions:  Dryness  of  the 
mouth,  tachycardia,  constipation,  dis- 
turbances of  accommodation,  sweat- 
ing, dizziness,  weight  gain,  urinary 
frequency  or  retention,  nausea  and 


Tofranil  Geigy 

imipramine 

hydrochloride 


vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors, 
rare  cases  of  falling  in  elderly  pa- 
tients, confusional  states  (with  such 
symptoms  as  hallucinations  and  dis- 
orientation), activation  of  psychosis  in 
schizophrenics  and  agitation  (includ- 
ing hypomanic  and  manic  episodes) 
which  may  require  dosage  reduction 
and/or  addition  of  a tranquilizer  or 
temporary  discontinuation  of  the  drug, 
epileptiform  seizures,  orthostatic 
hypotension  and  substantial  blood 
pressure  fall  in  hypertensive  patients, 
purpura,  transient  jaundice,  bone  mar- 
row depression  including  agranulocy- 
tosis, sensitization  and  skin  rash 
including  photosensitization,  eosino- 
philia,  and  mild  withdrawal  symptoms 
on  sudden  discontinuation  after  pro- 
longed treatment  with  high  doses. 
Occasional  hormonal  effects  (im- 
potence, decreased  libido,  and  estro- 
genic effects)  may  be  observed. 
Atropine-like  effects  may  be  more 
pronounced  (e.g.  paralytic  ileus)  in 
susceptible  patients  and  in  those 
using  anticholinergic  agents  (includ- 
ing antiparkinsonism  drugs). 
Outpatient  Adult  Dosage:  Initially, 

75  mg.  daily,  increased,  if  necessary, 
to  1 50  pr  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  1 50  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Round  tablets  of  25  and 
50  mg.;  triangular  tablets  of  10  mg. 
for  geriatric  and  adolescent  use;  and 
ampuls,  each  containing  25  mg.  in 
2 cc.  for  I.M.  administration. 
(B)R-46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


Photo  professionally  posed. 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  '‘Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400, 000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


0RALPEN‘VEE®K 

(potassium  phenoxymethyl  penicillin) 


The  Bettmann  Archive 
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The  Journal  of  the  South  Carolina  Medical  Association 


Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 


Prescribing  information  — Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amino- 
phylline,  195  mg  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


ACHROMYCIN  V 

TETRACYCLINE 

Contraindications:  Hypersensitivity 
to  tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower 
doses  are  indicated;  during  pro- 
longed therapy  consider  serum 
level  determinations.  Photody- 
namic reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treat- 
ment if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organ- 
isms may  overgrow;  treat  superin- 
fection appropriately.  Tetracycline 
may  form  a stable  calcium  com- 
plex in  bone-forming  tissue  and 
may  cause  dental  staining  during 
tooth  development  (last  half  of 
pregnancy,  neonatal  period,  in- 
fancy, early  childhood). 

Side  Effects:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculo- 
papular  and  erythematous  rashes; 
exfoliative  dermatitis;  photosensi- 
tivity; onycholysis,  nail  discolora- 
tion. Kidney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— 
urticaria,  angioneurotic  edema, 
anaphylaxis.  Intracranial— bulging 
fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hy- 
poplasia. Blood— anemia,  thrombo- 
cytopenic purpura,  neutropenia, 
eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medi- 
cation and  treat  appropriately. 


LEDERLE  LABORATORIES 

A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 

359-8 


Suspected  tetracycline-sensitive  infection? 

While  waiting  for  the  results  of  the  sensitivity  test, 
start  the  therapy  likely  to  succeed... 


ACHROMYCIN  V 

TETRACYCLINE 

The  price  differential 
is  inconsequential. 

*— -Prescribing  Information 

I 


Although  of  course  it  can’t  replace  routine 
sensitivity  testing,  your  prescription  for 
ACHROM Y CIN®  V,  in  a way,  provides  the 
iltimate  test  of  therapy  under  rigorous  in  vivo 
conditions. 

Because  ACHROM  Y CIN®  V is  effective  in 
seating  so  many  common  infections— caused  by 
strains  of  tetracycline-sensitive  organisms— 
loesn’t  stat  dosage  of  this  time-tested  antibiotic 
nake  good  sense? 


20-A 


The  Journal  of  the  South  Carolina  Medical  Association 


Nothing  else  I’ve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  it. 


November,  1968 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 

With  Novahistine  LP  tablets  and  Novahistine  Singlet 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 

Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 

Caution  ambulatory  patients  that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride,  25  mg  and 
chlorpheniramine  maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride,  40  mg  ; 
chlorpheniramine  maleate.  8 mg  . and  acetaminophen,  500  mg 


PITMAN  MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY,  INDIANAPOLIS 


The  Journal  of  the  South  Carolina  Medical  Association 


“Now  that  your  acne  is  clearing  up  nicely, 
it  might  be  a good  idea  if  you  started  losing  some  weight.” 


November,  1968 
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Get  them  while 
they’re  easily  reversible. 

Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEG  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels 

Dextro-Amphetamine  Sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 


PARKE-DAVIS 
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solved  by 

Mylanta 

aluminum  and  magnesium  hydroxides  plus  simethicone 

"will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


f|%0 

1 1 lv  ulcer: 

antacid 

puzzle 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy.*  *Danhot,  i.  e.:  Report  on  file. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydtoxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


description:  Each  Pulvule®  contains — 

Ipecial  Liver-Stomach  Concentrate,  Lilly 
(containing  Intrinsic  Factor) 150  mg. 

lobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 
(The  total  vitamin  Bu  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

on,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

.scorbic  Acid  (Vitamin  C) 75  mg. 

olic  Acid 1 mg. 


idications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
>r,  Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
f anemias  that  respond  to  oral  hematinics,  including  pernicious 
nemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
nemia. 


i 

i 


Contraindications:  Hemochromatosis  and  hemosiderosis. 
Precautions:  Anemia  is  a manifestation  that  r.equires  appropriate 
investigation  to  determine  its  cause  or  causes.  ([s 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequate- 
vitamin  Bn  therapy  may  result  in  hematologic  remission  but  net  ||:, 
rological  progression.  Adequate  doses  of  vitamin  Bn  (parenteral  . 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hematinic 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt,  o 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resistance 
may  develop  in  some  cases  of  pernicious  anemia  to  the  potentia 
tion  of  absorption  of  physiological  doses  of  vitamin  B If  resist  * 
ance  occurs,  parenteral  therapy,  or  oral  therapy  with  so-callec  r:=;: 
massive  doses  of  vitamin  B 12,  may  be  necessary.  No  single  regi  N 
men  fits  all  cases,  and  the  status  of  the  patient  observed  ink 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodi'  k 


You  can  treat  combined 
deficiencies  with 

Trlnsicon 

— the  multifactor  hematinic 


* 

% 

% 

* 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
B12  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 

Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


cl  ical  and  laboratory  studies  are  considered  essential  and  are 
re^mmended. 

ppff  ■ 

Aierse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
jj>:  pijduces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
, y p:on.  Reducing  the  dose  and  administering  it  with  meals  will 
m imize  these  effects. 

- |i  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
k;  fo)wed  oral  administration  of  liver-stomach  material.  Instances 
ofipparent  allergic  sensitization  have  also  been  reported  after 
or  administration  of  folic  acid. 

e#  Di  age:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
st  idard  response  in  the  average  uncomplicated  case  of  perni- 
is}i  ci  is  anemia.) 

Hi  f Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
in  nsic  factor,  Lilly),  in  bottles  of  60  and  500.  t^ss] 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 

801668 


“The  inconvenience  of  a cold” 


For  a cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

As  a sinusitis  deterrent,  nTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis  — or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  NTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


NTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadil®  (brand  of  thenyldiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 

Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 

Winthrop  Laboratories,  New  York,  N.Y.  10016  V/nfhrc 


nTz- 


when  cough 
is  not 

the  only  sound 
you  hear  ♦ ♦ * 


OMNI-TUSS*  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome— coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-12 years):  */2  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strasenburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester.  N.Y. 


When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  she’s  getting  better 


Achrocidin 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  injection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription  — prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  ( Tetracycline ) equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
—dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial—  bulging  fontanels  in  young  infants. 
Teeth— yellow-brown  staining:  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 
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Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fun  ;al  Diseases? 
Chronic  Chest  Diseases? 
or 

HIST©  ? 

(Histoplasmosis  — “The  Masquerader”) 


A new  aid  in  differencial  diagnosis 

H6STOPLASM8N9T5NE  TEST 

(Rosenthal) 

The  LEDERTINE,M  Applicator  with  the  Blue  Handle 


Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patents 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  comoounds). 


Ask  your  representative  tor  uetails  ur  write  Medical  Advisory  Dept.. 

Lederle  Laboratories.  Pear!  River.  New  York  10965.  4 06-8 
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Full  speed  ahead, 
Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6 to 
8 hours. 

Js 


Gotta  make  a 
pit  stop  to  take 
my  cough  syrup. 


Each  Cough  Calmer™  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM*  Glyceryl  guaiaco- 
late,  50  mg  , Dextromethorphan  hydrobromide,  7 5 mg 
A H Robins  Company,  Richmond,  Virginia  23220 


/l-H-ROBINS 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


You  be  the  judge,  Docto 


Summation : 

In  addition  to  its  primary  indications  for  duodenal 
and  gastric  ulcer,  Robinul  Forte  (glycopyrrolate) 
is  indicated  for  other  G-I  conditions  that  may 
benefit  from  anticholinergic  therapy.  Robinul-PH 
Forte  (glycopyrrolate  2 mg.  with  phenobarbital) 
is  indicated  when  these  situations  are  complicated 
by  mild  anxiety  and  tension. 
Contraindications:  Glaucoma,  urinary  blad- 
der neck  obstruction,  pyloric  obstruction,  stenosis 
with  significant  gastric  retention,  prostatic 
hypertrophy,  duodenal  obstruction,  cardiospasm 
(megaesophagus),  and  achalasia  of  the  esophagus, 
and  in  the  case  of  Robinul-PH  Forte,  sensitivity 
to  phenobarbital. 

Precautions:  Administer  with  caution  in  the 
presence  of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side 
effects  associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash. 

Dosage:  Should  be  adjusted  according  to  indi- 
vidual patient  response.  Average  and  maximum 
recommended  dose  is  1 tablet  three  times  a day; 
in  the  a.m.,  early  p.m„  and  at  bedtime.  See 
product  literature  for  full  prescribing  information. 
Supply:  Robinul  (glycopyrrolate  1 mg.):  Robinul 
Forte  (glycopyrrolate  2 mg.);  Robinul-PH  (glyco- 
pyrrolate I mg.)  with  phenobarbital  16.2  mg. 
(Warning:  may  be  habit  forming);  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  may  be  habit  forming),  in 
bottles  of  100  and  500  tablets.  A.  H.  Robins 
Company,  Richmond,  Va.  23220. 


AH'DOBINS 


In  peptic  ulcer  therapy,  won’t  you 
give  Robinul  Forte  a FairTrial? 

(glycopyrrolate) 


Six  years  ago  the  A.  H.  Robins 
Company  introduced  glycopyrro- 
late,  a unique  anticholinergic  agent 

fjf*.  ture  as  more  closely  approaching  the 
V ‘^yr  rotate*  2°  ideal  compound  for  controlling 

gastric  hyperacidity  and  hyper- 
1 motility  of  the  G-I  tract.  Although 
glycopyrrolate  (Robinul  Forte) 
found  good  acceptance  among  numerous  physicians, 
many  others  just  didn’t  seem  to  want  to  give  it  a try, 
probably  because  the  anticholinergic  they  were  al- 
ready using  was  giving  acceptable  results. 

However,  we  believe  you’ll  agree  there’s  always 
room  for  a better  anticholinergic.  This  is  why  we’re 
asking  you  to  give  Robinul  Forte  a fair  trial.  Robinul 
Forte  exerts  a highly  specific  antisecretory  action  and 
marked  inhibitory  effect  on  intestinal  tone.  We’re  con- 
vinced you’ll  agree  that  this  is  indeed  an  outstanding 
drug  when  you  observe  its  outstanding  suppression  of 
ulcer  symptoms.  Furthermore,  it  is  unique  in  that  it 
reduces  intestinal  tone,  yet  has  little  or  no  effect  on 
peristalsis.  In  addition,  the  incidence  of  the  more 
bothersome  peripheral  side  effects  is  low. 

No  longer  does  the  physician  have  to  look  for  extreme 
dry  mouth  as  the  measure  of  his  anticholinergic’s  ef- 


fectiveness. The  only  way  we  can  demonstrate  to  you 
firsthand  the  efficacy  of  glycopyrrolate  (Robinul 
Forte)  is  for  you  to  try  it  in  your  practice.  That’s 
why  we’re  asking  you  to  give  it  a Fair  Trial.  How  can 
you  give  it  a Fair 
Trial?  You  do  it  this 
way: 

First : When  you  see 
your  very  next  ulcer 
patient,  write  him  a 
script  as  shown . 


c(L • 


Next:  Wait  10  days 

or  until  your  patient  comes  in  for  his  next  appointment 
and  get  his  “verdict”  as  to  how  he  feels.  Examine  all 
the  evidence  and  make  your  evaluation  of  his  condition. 

Finally:  Render  your  ver- 
dict. If  it’s  “significant  im- 
provement and  marked  relief  of 
symptoms,”  then  we  believe 
you’ll  agree  that  Robinul  Forte 
has  proved  its  worth,  and  we 
rest  our  case.  If  not,  consider 
our  case  for  Robinul  Forte 
closed.  That’s  a Fair  Trial, 
Doctor,  and  it’s  all  we  ask. 


Robinul  Forte 

(glycopyrrolate,  2 mg.) 

The  summation  is  an  important 
part  of  every  case.  Y ou’ll  find  ours 
on  the  preceding  page.  Doctor. 


TA- 6006 


i osteoarthritic  pain 

If  aspirin  doesn’t  help,  move  in 
Tandearil. 

The  trial  period  is  brief:  1 week, 
one  tablet  q.i.d.  at  first.  Tandearil 
i|illystartsworkingwithin3to4days. 
in  response  occurs,  as  little  as  1 or 
lets  daily  may  hold  back  pain  and 
ess,  and  increase  joint  motion. 

On  the  next  page  isasummary 
diverse  reactions,  contraindications, 
ling  and  precautions. 


Tandearil. 

It  can  help  get  his  mind  off  his  knee. 

Please  review  full  Prescribing 
Information  carefully  before  prescribing. 

For  osteoarthritic  knees,  spines, 
shoulders,  hips,  etc.: 

Tandearil0 

oxyphenbutazone 


coaril,  oxyphenbutazone: 
rief  summary  see  next  page. 


Geigy 
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TA- 6006 


Tandearil 

oxyphenbutazone 


^eig^  Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Contraindications:  Edema;  dan- 
ger of  cardiac  decompensation ; his- 
tory or  symptoms  of  peptic  ulcer, 
renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy,  history  of 
blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  se- 
nile or  when  other  potent  drugs  are 
given  concurrently. 

Warning:  This  drug  is  an  analog 
of  phenylbutazone;  sensitive  pa- 
tients may  be  cross-reactive.  If  cou- 
marin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  In- 
stances of  severe  bleeding  have  oc- 
curred Persistent  or  severe  dyspep- 
sia may  indicate  peptic  ulcer;  perform 
upper  gastrointestinal  x-ray  diagnos- 
tic tests  if  drug  is  continued.  Pyrazole 
compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea, 
sulfonamide-type  agents  and  insu- 
lin. Carefully  observe  patients  receiv- 
ing such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy,  and 
in  patients  with  thyroid  disease 

Precautions:  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated  pa- 
tients. Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  ex- 
amination, including  a blood  count. 
The  patients  should  not  exceed  rec- 
ommended dosage,  should  be  closely 
supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  im- 
mediately if  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood 
dyscrasia),  sudden  weight  gain  (water 
retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  in- 
testinal hemorrhage  occur  Make 
complete  blood  counts  at  weekly  in- 
tervals during  early  therapy  and  at 
2-week  intervals  thereafter.  Discon- 


tinue the  drug  immediately  and  in- 
stitute countermeasures  if  the  white 
count  changes  significantly,  granu- 
locytes decrease,  or  immature  forms 
appear  Use  greater  care  in  the  el- 
derly and  in  hypertensives. 

Adverse  Reactions:  The  more 
common  are  nausea  and  edema. 
Swelling  of  the  ankles  or  face  may 
be  minimized  by  withholding  die- 
tary salt  reduction  in  dosage  or  use 
of  diuretics.  In  elderly  patients  and 
in  those  with  hypertension,  the  drug 
should  be  discontinued  with  the  ap- 
pearance of  edema.  The  drug  has 
been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ul- 
cer. The  patient  should  be  instructed 
to  take  doses  immediately  after  meals 
or  with  milk  to  minimize  gastric  up- 
set. Drug  rash  occasionally  occurs. 

If  it  does,  promptly  discontinue  the 
drug  Agranulocytosis,  exfoliative 
dermatitis.  Stevens-Johnson  syn- 
drome. Lyells  syndrome  (toxic  nec- 
rotizing epidermolysis),  or  a gen- 
eralized allergic  reaction  similar  to  a 
serum  sickness  syndrome  may  oc- 
cur and  require  permanent  with- 
drawal of  medication.  Agranulocy- 
tosis canoccursuddenlyinspiteof 
regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland 
enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and 
leukemoid  reactions  have  been 
reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  re- 
lationship cannot  be  excluded. 
Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  re- 
ported, as  have  hyperglycemia,  hep- 
atitis, jaundice,  hypersensitivity 
angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hy- 
perplasia may  occur  infrequently. 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur 

Dosage  in  Osteoarthritis: 

Initial  3 to  6 tablets  daily  in  divided 
doses.  Usually  unnecessary  to  ex- 
ceed 4 tablets  daily.  A trial  period  of 
one  week  is  considered  adequate  to 
determine  the  therapeutic  effect  of 
the  drug.  Maintenance:  Effective 
level  often  achieved  with  1 or  2 tab- 
lets daily,  should  not  exceed  4 tab- 
lets daily. 

In  selecting  appropriate  dosage 
in  any  specific  case,  consideration 
should  be  given  to  the  patient  s 
weight,  general  health,  age  and  any 
other  factors  influencing  drug 
response. 

Availability:  Tan.  round,  sugar- 
coated  tablets  of  100  mg.  in  bottles 
of  100  and  1000. 

(B)R-46-800-A 

For  complete  details,  please 
see  full  Prescribing  Information. 
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An  antibiotic 
should  work  well 
in  either  acid 
or  alkaline  urine. 


It  isn’t  always  necessary  to  adjust  urinary  pH 
in  treating  G.U.  infections. 

Not  when  the  causative  organism  is  a strain 
sensitive  to  DECLOMYCIN"1  Demethylchlor- 
tetracycline,  as  is  often  the  case. 

DECLOMYCIN  remains  stable  and  active  in 
either  acid  or  alkaline  urine.  So  there’s  no  need 
to  acidify  the  urine  to  keep  the  antibiotic  at 
work. 

Why  match  the  urine  to  the  antibiotic... when 
you  can  match  the  antibiotic  to  the  urine ...  by 
prescribing  DECLOMYCIN.  A b.i.d.  dosage 
makes  therapy  convenient  for  your  patient. 

Effectiveness:  DECLOMYCIN  Demethylchlortetra- 
cycline  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections 
caused  by  organisms  sensitive  to  the  tetracyclines. 

Contraindication : History  of  hypersensitivity  to  de- 
methylchlortetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indi- 
cated, and,  if  therapy  is  prolonged,  serum  level  de- 
terminations may  be  advisable.  A photodynamic 
reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifesta- 
tions. In  a smaller  proportion,  photoallergic  reac- 
tions have  been  reported.  Patients  should  avoid 
direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organ- 
isms may  occur.  Constant  observation  is  essential.  If 
new  infections  appear,  appropriate  measures  should 
be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  en- 
terocolitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  a rare  case  of  exfoliative  der- 
matitis has  been  reported.  Photosensitivity;  ony- 
cholysis and  discoloration  of  the  nails  (rare).  Kidney 
— rise  in  BUN,  apparently  dose-related.  Transient 
increase  in  urinary  output,  sometimes  accompanied 
by  thirst  (rare).  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given 
this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  in- 
stitute appropriate  therapy.  Demethylchlortetracy- 
cline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d. Should  be  given  1 hour  before  or  2 hours 
after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of 
streptococcal  infections  should  continue  for  10  days, 
even  though  symptoms  have  subsided. 

Capsules:  150  mg;  Tablets:  film  coated  — 300  mg, 
1 50  mg  and  7 5 mg  of  demethylchlortetracycline  HC1. 


IOECLOMYCI N * 

DEM  ETHYLCH  LORTETHACYCLI  NT: 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  K®,  Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Penicillin 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections; infections  caused  by  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric, for  Oral  Solution,  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution  (approximately  one  tea- 
spoonful). [042567A] 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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A VIEW  OF  HEALTH  SERVICES 

Charleston  County  Health  Services  As  Viewed  by  the  Medically  Indigent  Negro 


Health  services  to  the  medically  in- 
digent have  been  increasingly  criticized 
during  the  last  few  years  and  no  doubt 
our  system  for  the  delivery  of  health  care 
must  be  improved.  Nevertheless,  there 
has  been  little  or  no  information  on  the 
thoughts  of  the  medically  indigent  of 
South  Carolina  about  the  health  care 
facilities  which  they  attend.  This  report 
is  intended  to  view  these  services  through 
the  comments  of  150  indigent  Negro 
families. 

Materials 

Families  selected  for  interview  resided 
in  two  low-income,  predominantly  Negro 
areas  of  Charleston  County.  Ninety-six 
families  lived  in  urban  Charleston 
Heights,  while  54  families  lived  on  rural 
Edisto  Island.  In  each  area  a community 
leader  helped  the  interviewer  gain  access 
to  the  sample  families  and  win  their  con- 
fidence. 

Interviews  were  conducted  in  an  in- 
formal conversational  manner  to  en- 

*This  work  was  sponsored  by  the  Office  of  Eco- 
nomic Opportunity  through  a Resource  Develop- 
ment Internship  Project  administered  by  the  South- 
ern Regional  Education  Board. 

**Second  year  medical  student,  Medical  College 
of  South  Carolina,  Charleston,  South  Carolina. 

•(•Associate  Professor  of  Psychiatry,  Medical  Col- 
lege of  South  Carolina,  Charleston,  South  Carolina. 

^Associate  Professor  of  Preventive  Medicine  and 
Pediatrics,  Medical  College  of  South  Carolina,  Char- 
leston, South  Carolina. 


B.  W.  DEAS,  JR.* ** 

W.  C.  MILLER,  M.D.t 
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courage  a free  exchange  of  ideas  but  were 
structured  so  that  specific  questions 
could  be  answered.  All  interviews  were 
conducted  by  one  of  the  authors,  who  is 
himself  a Negro.  Responsible  individ- 
uals from  each  of  the  facilities  serving 
the  Charleston  County  medically  indigent 
helped  structure  the  interview  content 
and  were  given  the  results  of  the  survey. 

Results  and  Discussion 

A health  problem  is  approached  by  the 
indigent  consumer  in  a manner  which  is 
not  usually  considered  by  physicians. 
Someone  first  has  to  recognize  that  a 
health  problem  exists.  Then  the  patient 
must  either  communicate  remotely  with  a 
health  facility  or  decide  to  seek  care  in 
person.  Transportation,  acceptance  of  the 
patient  by  health  facility,  waiting  time, 
and  outcome  of  therapy  are  other  aspects 
that  enter  the  patient’s  thinking.  This 
process  is  presented  in  figure  one  where 
the  word  “doctor”  may  represent  a phy- 
sician or  a health  care  facility. 

Perception  of  illness  is  not  difficult 
when  a family  member  has  an  acute  ob- 
vious injury  such  as  a compound  fracture 
of  the  femur  or  a large  laceration,  but 
illness  perception  has  many  subtleties 
which  extend  across  all  patients,  includ- 
ing the  indigent.  In  fact,  illness  percep- 
tion per  se  has  been  the  subject  of  many 
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studies.  In  this  survey,  indigents  were 
asked  about  two  common  health  problems, 
viz.  chronic  skin  sores  and  intestinal  para- 
sites, which  physicians  generally  regard 

THE  PATIENT'S  PROBLEM 


Health  problem 
arises 


Will  I be  turned 
away? 

I 

Will  I have  to 
wait  too  long? 


How  can  I get  in  touch 
with  "doctor"? 


\ 


When  should  I go 
to  "doctor"? 


How  can  I get  to 
"doctor"? 


Will  my  problem 
be  solved? 


as  both  preventable  and  readily  amenable 
to  therapy.  Sixty  percent  of  indigent 
families  had  noted  one  or  the  other  of 
these  conditions  but  only  one-hall’  recog- 
nized them  as  health  problems  and  less 
than  one-tenth  sought  medical  care.  The 
foregoing  examples  are  only  two  of  many 
illnesses  that  are  perceived  in  completely 
different  ways  by  the  physician  and  the 
patient. 


Table  1 
Question 

Do  you  worry  about  getting  in  touch  with  a doctor? 


Urban  % Rural  % 

Never  worry  77.8  31.3 

Seldom  worry  6.3  0 

Often  worry  11.1  68.8 

Not  ascertained  4 8 0 


After  recognition,  the  patient  must 
somehow  communicate  with  a physician 
or  health  facility.  As  seen  in  Table  1, 
communications  did  not  seem  to  be  much 
of  a problem  in  Charleston  Heights 
where  telephones  are  readily  at  hand ; but 
on  rural  Edisto  Island  fully  two-thirds  of 
families  listed  communication  with  the 
physician  as  a major  health  concern. 
Families  often  illustrated  this  anxiety 
with  stories  of  poor  people  with  severe  in- 
jury or  illness  who  could  not  get  help  for 
many  hours.  Whether  or  not  this  fear  is 
well  founded  is  a moot  point.  Certainly 
some  well  publicized,  easily  acceptable 


method  of  communication  with  emergency 
services  is  a need  of  any  community.  Per- 
haps the  installation  of  telephones  at  a 
few  additional  locales  on  Edisto  Island 
could  solve  the  problem. 

Outpatient  clinics  are  scheduled  in  a 
way  that  is  convenient  and  understand- 
able to  the  health  personnel  who  staff 
them.  However,  the  indigent  consumer 
often  views  such  clinics  as  an  enigma.  As 
Table  2 shows,  neither  urban  nor  rural 
families  have  any  good  idea  of  when  serv- 
ices are  available  at  the  various  facilities. 


Table  2 
Question 


Do  you  Know  schedule 

of  services 

at  facilities? 

Urban  % 

Rural  % 

Do  not  know  schedule 

71.4 

85.4 

Find  out  from  friends 

0 

0 

Contact  with  facility 

27.0 

14.6 

Not  ascertained 

1.6 

0 

In  general,  one  just  comes  ahead  to  the 
Medical  College  Clinic,  the  Health  Depart- 
ment or  the  Charleston  County  emer- 
gency room  hoping  that  one  can  get 
“service”.  Nine-tenths  of  the  families  in- 
terviewed would  like  to  have  a schedule 
of  clinics  made  available  to  some  com- 
munity group  such  as  a church. 

The  most  pressing  problem  revealed 
by  the  survey  involved  transportation  to 
and  from  health  facilities.  As  shown  in 
Table  3,  urban  residents  could  utilize  pub- 
lic transport,  usually  the  city  bus,  and 
over  one-quarter  had  cars.  On  Edisto  Is- 
land there  is  no  available  public  transpor- 
tation and  only  6 per  cent  of  the  inter- 
viewed families  own  cars.  Most  rural  resi- 
dents are  forced  to  hire  private  transpor- 
tation. Certain  residents  of  this  island 
earn  their  livelihood  by  running  an  un- 

Table  3 

Question 

What  transportation  do  you  use  to  and  from  health 
facilities? 


Urban  % 

Rural  % 

Public  transportation 
(bus  or  taxi) 

63.5 

0 

Hire  private  transportation 

0 

91.7 

Own  automobiles 

28.6 

6.3 

Other 

7.9 

0 

Not  ascertained 

0 

2.1 
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official  station  wagon  service  to  Charles- 
ton. At  times  the  station  wagon  is  quickly 
filled  and  rural  residents  patiently  waiting 
by  the  roadside  are  left  to  try  again 
another  day.  The  trip  usually  leaves 
Edisto  before  6:00  a.m.  and  returns  to  the 
island  about  5:00  p.m.  with  a fare  of  $2.00 
per  person  per  round  trip. 

A mother  with  a large  family  can  hardly 
afford  visits  to  a pediatric  clinic,  nor 
can  she  safely  leave  unattended  children 
at  home  for  the  necessary  12  hour  trip. 
With  such  problems,  is  it  any  wonder 
that  many  appointments  are  missed?  A 
possible  solution  might  be  to  collect  clinic 
patients  in  the  regular  school  buses  which 
could  take  them  to  public  schools  where 
a single  bus  might  transport  patients  to 
Charleston.  The  latter  bus  service  should 
be  so  arranged  that  clinic  patients  could 
be  seen  and  returned  to  the  Edisto  Island 
Schools  prior  to  regular  school  bus  de- 
parture. 

Once  they  arrived  at  the  facility  four- 
fifths  of  the  indigent  received  medical 
care  but  one-fifth  were  turned  away. 
Those  who  were  turned  away  stated  that 
the  facilities  were  overcrowded  that  day 
or  that  they  had  arrived  out  of  phase 
with  the  enigmatic  schedule. 


Table  4 
Question 

Are  you  satisfied  with  the  services? 


No 

Urban  % 
11.1 

Rural  % 

2.1 

Satisfied 

50.8 

68.8 

Partly  satisfied 

22.2 

27.1 

Not  ascertained 

15.9 

2.1 

Indigent  consumers  are  more 

tolerant 

than  most.  Only  two-thirds  of  sample 
families  felt  that  they  had  to  wait  ex- 
cessively before  seeing  a physician.  Most 
who  waited  excessively,  almost  40  per 
cent  of  the  sample,  felt  that  there  was 
a simple  reason  for  their  long  waits,  too 
few  doctors  and  too  many  patients.  How- 
ever, a few  were  more  critical ; one-eighth 
of  the  sample  thought  that  waiting  was 
due  to  physicians  wasting  time  by  arriv- 
ing late,  talking,  and  drinking  coffee. 


A small  but  significant  percentage  of 
patients  felt  that  the  medical  history 
was  just  more  clinic  red  tape  that  was 
senseless.  Clearly,  a segment  of  our  in- 
digent population  is  totally  unaware  that 
a good  medical  history  is  most  often  the 
key  to  accurate  diagnosis.  A simple  state- 
ment by  the  physician  explaining  the  pur- 
pose of  questioning  might  correct  this 
misunderstanding. 

Only  a small  proportion  of  the  sample 
was  dissatisfied  with  the  medical  care 
they  received,  but  a significant  portion 
refused  to  comment,  as  shown  in  Table 
4.  Over  three-quarters  of  the  families  who 
used  the  facilities  felt  doctors  and  nur- 
ses were  courteous,  had  helped  their  phy- 
sical ailments,  and  had  shown  a personal 
interest  in  them  beyond  professional 
duty.  On  the  other  hand,  admission  clerks 
were  often  thought  to  be  curt  rather  than 
courteous. 

One-third  of  urban  families  and  one- 
tenth  of  rural  families  did  not  use  pub- 
lic facilities  but  usually  obtained  care 
from  a private  physician.  This  observa- 
tion suggests  that  private  physicians  in 
Charleston  County  continue  to  care  for 
a substantial  portion  of  the  indigent  sick 
with  little  or  no  compensation.  In  many 
other  counties  of  South  Carolina  which 
have  fewer  public  facilities,  private  phy- 
sicians carry  almost  the  entire  burden. 


Table  5 

Average  Numbtr  of  Physician  or  Clinic  Visits 
Per  Patient  Per  Year 


Area  or  Group  Visits  Per  Year 

Year 

United  States 

5.3 

1960 

Southwide 

4.3 

1960 

Military  Dependents 

(Charleston  County) 

4.7 

1966 

Charleston  County  Indigent 

1.7-2. 4 

1966 

The  indigent  patient,  Caucasian  or  Neg- 
ro, receives  quantitatively  less  medical 
care  than  does  the  average  population. 
One  index  of  care  is  the  number  of  fa- 
cility or  physician  visits  per  patient  per 
year.  As  shown  in  Table  5,  the  indigent 
of  Charleston  County  at  best  have  about 
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half  the  health  care  that  is  available  to 
the  general  population. 

This  report  has  pointed  out  certain 
problem  areas  as  perceived  by  the  con- 
sumer. An  expression  of  professional  in- 
terest in  helping  the  community  solve 
these  problems  would  not  only  benefit  the 
patient  and  make  our  health  care  efforts 
more  effective  but  could  also  mitigate  ris- 
ing criticism  of  physicians  whom  the 
public  often  holds  responsible  for  every 
increment  in  medical  care  costs  and  the 
rising  crisis  in  health  manpower. 

Summary 

One  hundred  and  fifty  medically  in- 


digent Charleston  County  Negro  families 
were  interviewed  in  an  attempt  to  gain 
insights  into  their  views  of  health  serv- 
ices. Perception  of  illness,  communica- 
tion with  health  personnel,  transportation 
to  health  facilities,  enigmatic  clinic 
schedules,  unsympathetic  admissions 
clerks,  long  waiting  times  in  overcrowded 
clinics,  and  failure  to  understand  the 
purpose  of  the  medical  history  were  ma- 
jor areas  of  difficulty.  Private  physicians 
were  found  to  care  for  a significant  por- 
tion of  the  medically  indigent.  Sugges- 
tions are  presented  which  could  amelio- 
rate these  problems. 


Attention 

Interns  and  Residents 

Please  consider  Conway,  S.  C.!  There  is  an 
immediate  need  for  General  Practictioners, 
an  Internist  and  an  Orthopedist  in  this  town 
of  10,000  people.  Conway  Hospital  is  a 180  bed 
General  Hospital  serving  an  area  of  50,000 
people,  with  an  active  and  progressive  Medi- 
cal Staff.  All  members  of  the  Medical  Staff 
are  swamped  with  patients  and  a sincere  wel- 
come awaits  your  inquiry. 

CONTACT  ANY  OF  THE  FOLLOWING: 

Dr.  E.  L.  Proctor — Surgeon — Phone  249-8855 

Dr.  C.  W.  Delia — Pathologist — Phone  248-5651 

Dr.  R.  H.  Rush— General  Practictioner— 
Phone  248-5251 

Dr.  John  Wilson — Internist — Phone  249-6661 
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Prior  to  19591  the  very  term  immuno- 
globulin was  unknown  and  only  a few 
basic  scientists  were  involved  in  study- 
ing these  proteins.  Now  it  is  virtually  im- 
possible to  pick  up  any  clinical  journal 
without  seeing  an  article  devoted  to  some 
aspect  of  the  subject.  Thus  it  seems  ap- 
propriate to  devote  some  time  to  a review 
of  this  type  in  order  to  summarize  some 
of  the  major  features  known  about  the 
system  and  to  discuss  some  of  its  ab- 
normalities. 

Just  what  are  the  immunoglobulins? 
In  the  1930’s  Tiselius  used  an  electro- 
phoretic process  to  separate  the  serum 
proteins  into  albumin  and  3 globulin  frac- 
tions, which  he  arbitrarily  named  alpha, 
beta,  and  gamma.  It  became  evident  that 
the  gamma  region  consists  solely  of  the 
products  of  the  body’s  reactions  to  for- 
eign substances,  namely  antibodies.  These 
circulating  antibodies  are  the  immunoglo- 
bulins. They  have  been  separated  into  a 
number  of  classes  on  the  basis  of  their 
molecular  weights  and  antigenic  proper- 
ties. (Fig.  1) 

Despite  the  variations  necessary  to  al- 
low for  flexibility  in  the  system,  there 
is  a uniformity  of  structure  among  the 
immunoglobulins.  The  basic  unit  consists 
of  2 long  polypeptide  chains,  the  H or 
heavy  chains,  and  2 short  ones,  the  L 
or  light  chains,  all  united  by  disulfide 
bonds.  The  heavy  chain  is  distinctive  for 
each  class  of  immunoglobulin,  while  the 
same  light  chains,  in  one  of  two  forms 
(kappa  or  lambda)  are  found  in  all  clas- 
ses. A homogeneous  concentration  of  light 

From  the  Department  of  Clinical  Pathology 
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chains  of  one  type  found  in  the  urine  is 
known  as  Bence-Jones  Protein. 

The  larger  immunoglobulin  molecules, 
IgM  and  IgA,  consist  of  polymers  of  this 
basic  unit.  IgA  differs  from  the  others  in 
being  secreted  in  high  concentration  onto 
mucosal  surfaces  which  are  in  contact 
with  the  external  environment  in  the 
respiratory  and  gastrointestinal  tracts.2 
By  this  means  the  individual  is  protected 
from  the  many  foreign  antigens  con- 
stantly being  inhaled  and  ingested. 

It  is  now  well  established  that  anti- 
bodies are  produced  in  plasma  cells.  A 
single  plasma  cell  produces  a single  class 
of  heavy  chain  and  a single  class  of  light 
chain.  Thus  there  is  a large  population  of 
cells  in  the  body,  each  capable  of  produc- 
ing only  a single  category  of  antibody.  An 
antigen  may  stimulate  a variety  of  types 
of  cell  which  results  in  the  production  of 
a number  of  antibody  categories  and  pro- 
duces the  electrophoretic  pattern  known 
as  polyclonal  or  diffuse  hypergamma- 
globulinemia, signifying  the  diversity  of 
cell  clones  involved  in  the  response.  This 
is  the  pattern  seen  in  many  chronic  in- 
fections, chronic  liver  disease  (especially 
portal  cirrhosis  and  “lupoid”  hepatitis), 
and  many  of  the  collagen  diseases.  All 
categories  of  immunoglobulin  are  usually 
elevated,  with  IgG  predominating. 

In  contrast,  there  is  another  pattern, 
caused  by  neoplastic  proliferation  of 
plasma  cells,  with  the  production  of  a 
high  concentration  of  homogeneous  im- 
munoglobulin, seen  on  electrophoresis  as 
a tall  narrow  spike  or  “M”  protein.  This 
is  the  monoclonal  pattern  typically  seen 
in  multiple  myeloma  and  macroglobu- 
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Class 

Synonyms 

Mol.  Wt. 

Mean  Cone. 

Antibody  Activity 

igA 

gamma  A, 
beta2A 

gamma  i A- 

160,000 

180mg/  100ml 

isohemagglutinins 

antinuclear 

rheumatoid  factor 

anti-insulin 

antithyroglobuiin 

antiragweed 

anti-intrinsic  factor 

antiviral 

antibacterial 

IgG 

gamma  G,  7S 
gamma2,  gamma^ 

160,000 

lOuOmg/lOOOml 

antiviral 

antibacterial 

antitoxin 

IgM 

gamma  M, 
gammajM, 

19S, 

beta2M 

900,000 

lOOmg/lOOml 

natural  isohemagglutims 
cold  agglutinins 
rheumatoid  factor 
antibacterial 

igD 

gamma  D 

160,000 

3mg/100ml 

*;• 

lgE 

gamma  E 

? 

9 

linemia  of  Waldenstrom,  ancl  less  often  in 
some  lymphomas  ancl  leukemias.  Any  of 
these  conditions  may  be  accompanied  by 
Bence-Jones  proteinuria,  and  the  prog- 
nosis is  directly  related  to  the  amount  ex- 
creted. 

Multiple  myeloma  can  have  a variable 
asymptomatic  interval,  in  which  the  only 
abnormality  is  an  increased  sedimenta- 
tion rate,  abnormal  protein  on  electro- 
phoresis, or  Bence-Jones  proteinuria.  The 
type  of  myeloma  category  depends  on  the 
class  of  immunoglobulin  produced,  either 
IgA  or  IgG.  Recently  a few  cases  of 
myeloma  with  IgD  production  have  been 
described,3  but  the  clinical  course  is  no 
different  for  the  various  types. 

The  “M”  protein  produced  in  Walden- 
strom’s disease  is  IgM.  The  symptoms  of 
Raynaud’s  phenomena,  mucosal  bleeding 
episodes,  and  bizarre  neurologic  manifes- 
tations can  all  be  attributed  to  the  in- 
creased serum  viscosity  due  to  the  high 
concentration  of  macroglobulin  present. 

There  are  several  uncommon  variants 
of  these  plasma  cell  dyscrasias  in  which 
only  a fragment  of  the  immunoglobulin 
molecule  is  synthesized  by  the  neoplastic 
cells.  The  first  is  Franklin’s  disease  or 
heavy  chain  disease,4  which  often  pre- 
sents itself  as  a case  of  lymphoma  with 


an  elevated  serum  protein.  The  cells  pro- 
duce only  a piece  of  the  heavy  chain,  not 
the  whole  molecule.  These  patients  have 
increased  susceptibility  to  infections,  and 
frequently  die  with  bacterial  pneumonia. 
Another  variant  is  known  as  light  chain 
disease  or  micromolecular  paraproteine- 
mia, which  starts  like  multiple  myeloma, 
with  bone  pain  (due  to  lytic  bone  lesions), 
anemia,  or  proteinuria.5  Instead  of  hyper- 
gammaglobulinemia, though,  these  pa- 
tients have  hypogammaglobulinemia.  The 
tumor  cells  produce  large  quantities  of 
light  chains,  which,  being  of  small  size, 
pass  the  glomerular  membrane  readily  in- 
to the  urine,  accounting  for  the  high  con- 
centration of  Bence-Jones  protein  which 
these  patients  demonstrate. 

One  last  category  of  patients  who  have 
an  “M”  protein  on  electrophoresis  are 
those  who  fail  to  reveal  any  cause  for  it, 
even  after  extensive  workup.  These  are 
examples  of  idiopathic  paraproteinemia, 
or  benign  monoclonal  gammopathy.  In 
one  series  of  such  cases  found  inciden- 
tally, with  further  study  about  40%  were 
found  to  have  some  type  of  malignant 
process,  mostly  multiple  myeloma.  Fewer 
had  macroglobulinemia,  lymphomas  or 
even  epithelial  malignancies  of  the  gasto- 
intestinal  tract  or  lung.  The  remainder 
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had  no  disease  which  could  account  for 
the  abnormal  protein.  The  concentration 
of  the  protein  correlates  with  the  likeli- 
hood of  malignancy,  700  mg  100  ml  be- 
ing the  dividing  point. 

A different  category  of  diseases  in- 
volving abnormalities  of  th  immunoglo- 
bulin system  are  the  antibody  deficiency 
syndromes.  Before  discussing  these  we 
need  to  consider  the  normal  development 
of  the  system  first. 

Normal  newborn  serum  contains  IgG 
derived  from  the  mother  by  active  trans- 
port across  the  placenta.0  This  falls  dur- 
ing the  first  months  of  life,  with  a half- 
disappearance  time  of  about  23  days7  to 
reach  a low  at  3 months,  by  which  time 
active  production  begins  to  take  over. 
About  75%  of  adult  levels  are  reached  by 
1 year,  and  all  adult  levels  by  age  7.  The 
normal  mean  concentration  is  1000  mg 
with  a range  of  700-1500  mg. 

IgA  is  usually  undetectible  in  newborn 
serum  unless  the  mother  has  had  an  in- 
fection during  late  gestation.  Beginning 
after  the  first  week,  the  IgA  level  slowly 
increases  to  reach  adult  levels  by  14  years. 
The  normal  mean  concentration  is  about 
200  mg  with  a range  of  100-500  mg. 

IgM  is  made  by  the  fetus  in  low  quan- 
tities late  in  gestation.  After  birth  it  in- 
creases rapidly  to  reach  adult  levels  by 
1 to  2 years.  Normal  levels  are  about  100 
mg  with  a range  of  50-200  mg.  A level 
greater  than  20  mg  in  the  newborn 
strongly  suggests  the  occurrence  of  in- 
trauterine infection,  especially  rubella, 
syphilis,  cytomegalo-virus,  or  acute  bac- 
terial infection  acquired  shortly  before 
or  during  delivery. 

Sometimes  the  normal  infant  is  slow 
in  developing  the  ability  for  active  anti- 
body production,  causing  transient  hypo- 
gammaglobulinemia. 

In  the  rare  sex-linked  congenital  agam- 
maglobulinemia, there  is  marked  suscep- 
tibility to  recurrent  infections  with  the 
pyogenic  cocci.  Normal  resistance  to 
viruses  and  normal  cellular  immunity  are 


present.  The  diagnosis  rests  on  the  labora- 
tory finding  of  less  than  100  mg  of 
IgG.8 

There  is  also  a primary  acquired  type 
of  hypogammaglobulinemia  which  occurs 
in  previously  normal  adults.  Many  have 
sprue-like  symptoms,  granulomas  in  var- 
ious organs,  and  subsequently  develop 
lymphoma  or  leukemia.  Other  patients  de- 
velop hypogammaglobulinemia  and  in- 
creased susceptibility  to  infection  due  to 
some  other  disease  process  causing  loss 
or  decreased  production  of  normal  gam- 
ma globulin. 

Other  types  of  antibody  deficiency  syn- 
drome known  as  dysgammaglobudnemias 
have  a selective  absence  or  decrease  of 
one  or  two  of  the  main  immunoglobulins, 
although  the  total  concentration  of  gam- 
ma globulin  may  still  be  within  normal 
limits.  (Fig.  2)  The  ultimate  diagnosis 
depends  on  identification  of  the  deficient 
immunoglobulin. 

DYSGAMMAGLOBULINEMIAS 
Decrease  or  absence  of  1 or  2 of  immunoglobulins. 
Total  gamma  globulin  level  may  be  in  normal 
range. 

Type  1:  Decreased  IgA  and  IgG,  elevated  IgM 
(100-1000  mg/lOOml,  diffuse), 

Congenital  or  acquired 
Bacterial  susceptibility 

Hemolytic  anemia,  thrombocytopenia,  neutro- 
penia 

Type  2:  Decreased  IgA  and  IgM,  normal  IgG. 

IgG  may  lack  antibody  activity. 

Sprue-like  syndrome  with  nodular  lymphoid  hyper- 
plasia of  intestinal  tract. 

Type  3:  Isolated  lack  of  IgA. 

Occurs  in  some  normal  persons. 

High  percentage  of  patients  with  ataxia 
Telangiectasia  (severe  sinobronchopulmonary  in- 
fections) 

The  final  type  of  antibody  deficient 
syndrome  to  be  discussed  is  hereditary 
thymic  aplasia,  or  Swiss  type  agam- 
maglobulinemia. The  sine  qua  non  for 
the  diagnosis  is  absence  of  cellular  im- 
munity. Autopsy  reveals  lack  of  lym- 
phoid tissue  throughout  the  body  and  a 
rudimentary  thymus.  From  the  study  of 
these  patients  and  subsequent  animal  ex- 
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periments  it  has  become  apparent  that 
the  thymus  plays  a fundamental  role  in 
effecting  the  distribution  and  immuno- 
logic competence  of  lymphocytes  and 
plasma  cells.  The  precise  mechanism 
whereby  this  is  accomplished  has  not  yet 
been  established. 

Thus,  even  though  tremendous  ad- 
vances have  been  made  in  understanding 
this  system,  much  more  remains  to  be 
known.  It  has  been  postulated  that  this 
elaborate  defense  mechanism  arose  not 
for  protection  from  the  external  but  from 
the  internal  environment,  because  of  the 


selective  advantage  it  offered  those  cap- 
able of  eliminating  mutant,  potentially 
malignant,  cell  lines  from  the  body.  The 
possibility  of  thus  treating  or  even  pre- 
venting neoplasms  is  raised  but  little  has 
been  accomplished  in  this  area. 

Another  field  of  application  is  that  of 
organ  transplants,  in  which  the  physi- 
cian finds  himself  attempting  to  neutral- 
ize a force  older  than  man  himself,  name- 
ly, the  rejection  of  foreign  tissue. 
Obviously,  the  surface  has  hardly  been 
scratched  and  more  remains  unknown 
than  has  yet  been  discovered. 
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Treatment  of  Classical  Phenylketonuria— M.  S.  Mc- 

Bean  and  J.  B.  P.  Stephenson  Arch  Dis  Child 

53:1-7  i Feb)  1968. 

Thirty-one  children  with  classical  or  “true” 
phenylketonuria  were  treated  by  low-phenylalanine 
diet  and  assessed  after  at  least  one  year.  Four  points 
emerge:  (1)  Patients  treated  from  the  first  three 
months  of  life  retain  near-normal  intelligence.  Delay 
of  a few  weeks  after  birth  is  not  obviously  harmful. 
(2)  Elevated  serum  phenylalanine  levels  after  in- 
fancy are  associated  with  lower  resultant  intelli- 
gence quotients.  Persistently  low  serum  phenyla- 
lanine levels  in  infancy  may  be  equally  harmful. 
<3)  Dramatic  improvement  in  behavior,  school  prog- 
ress, or  intelligence  quotient  may  occur  in  older 
children.  <4>  Stopping  the  diet  may  be  dangerous: 
the  intelligence  quotient  of  one  2-year-old  declined 
steadily,  but  the  trend  was  reversed  when  the  diet 
was  renewed.  A review  of  102  treated  cases,  intelli- 
gence-tested after  2 years  of  age,  confirms  the 
value  of  early  phenylalanine  limitation. 
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A SOURCE  OF  CONTAMINATION? 
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During  the  daily  course  of  clinical 
anesthesia  at  the  Medical  College  Hos- 
pital, many  agents  are  used  from  mul- 
tiple dose  containers.  It  is  our  practice  to 
attempt  sterilization  of  the  rubber  stop- 
per by  wiping  it  with  an  alcohol  dab 
(70%  isopropyl  alcohol  solution)  before 
use  and  also  our  practice  to  use  disposable 
needles  and  syringes.  With  the  possibility 
of  numerous  individuals  with  varying 
aseptic  technics  being  involved  in  the 
handling  of  these  multiple  dose  contain- 
ers, the  question  arose  as  to  the  sterility 
of  the  solutions  remaining  after  multiple 
enterings.  There  was  also  the  question  of 
the  efficacy  of  our  aseptic  technics.  At 
the  end  of  an  operating  day,  there  might 
be  a considerable  quantity  of  possibly  con- 
taminated drugs.  Were  we  justified  in 
the  reuse  of  these  drugs  another  day  or 
should  these  drugs  be  discarded? 

It  has  been  well  documented  that  the 
multiple  dose  syringe  and  needle  have 
been  responsible  for  the  transmission  of 
viral  hepatitis  and  suspected  in  the  trans- 
mission of  other  infectious  diseases.  Be- 
cause of  this  fact,  the  disposable  syringes 
and  disposable  needles  were  developed 
and  established.  On  the  other  hand,  the 
contents  of  multiple  dose  vials  have  been 
rarely  incriminated  in  disease  transmis- 
sion. A search  of  the  literature  disclosed 
how  little  knowledge  there  is  regarding 
bacterial  contamination  in  multiple  dose 
vials.  The  few  studies  that  have  been  con- 
ducted have  resulted  in  conflicting  con- 
clusions. 

Dr.  Charles  E.  Corley  and  Dr.  John  D.  Thomas 
are  associated  with  the  Department  of  Anesthes- 
iology of  the  Medical  College  of  South  Carolina  and 
Dr.  John  P.  Manos  is  associated  with  the  Depart- 
ment of  Microbiology. 


Evans,1  in  1945,  reported  on  two  cases 
of  meningitis  that  he  attributed  to  con- 
tamination of  needles,  syringes,  or  the 
diluent,  water  for  injection.  There  have 
also  been  several  reports  in  the  foreign 
literature  that  have  implicated  diluting 
fluids  as  being  frequently  unsterile.2 

A check  on  the  agents  used  as  multiple 
dose  medications  will  reveal  that  there 
are  a number  of  different  preservative 
systems  in  use.  It  will  also  be  noted  that 
the  same  preservative  will  be  used  in 
varying  concentrations.  Here  again,  in- 
formation is  sparse  regarding  proper 
studies  for  the  evaluation  of  preserva- 
tives as  used  in  multiple  dose  vial  medi- 
cations. A group  from  the  University  of 
Colorado  School  of  Medicine  conducted  a 
study  on  490  vials  of  varying  injections 
for  possible  bacterial  contamination  while 
in  clinical  use.2  Thirteen  vials  were  found 
to  be  contaminated.  Sodium  chloride  in- 
jection and  water  for  injection  showed 
the  highest  incidence  of  contamination 
that  was  of  any  statistical  value.  No  com- 
mon microorganism  predominated,  but 
there  was  a common  denominator  in  re- 
gard to  the  preservative  used  and  the 
concentration  of  the  preservative  used.  It 
was  the  conclusion  of  their  study  that  a 
further  look  and  evaluation  into  the  pre- 
servative systems  used  in  multiple  dose 
vials  was  indicated. 

In  1958,  Young  and  Brehm3  conducted 
a study  of  possible  bacterial  contamina- 
tion in  remaining  multiple  dose  medica- 
tions. They  made  spot  check  cultures  on 
their  used  vials  and  found  no  contamina- 
tion. Then  with  deliberate  gross  contami- 
nation of  ten  selected  drugs  (Pontocaine 
[tetracaine],  Nembutal  [pentobarbital] 
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Xylocaine,  [lidocaine] , in  varying  con- 
centrations with  and  without  epinephrine, 
atropine,  Syncurine,  [decamethonium] 
tubocurarine,  Flaxedil  [gallamine],  and 
Pentotha!  [thiopental],  it  was  found,  with 
one  exception  (Pontocaine) , that  all  the 
agents  were  practically  sterile  by  the  end 
of  one  day  and  that  Pontocaine  was 
sterile  at  the  end  of  two  days.  They  con- 
cluded that  there  appears  to  be  a fail'iy 
rapid  self-sterilizing  activity  in  all  the 
ten  selected  agents  used  in  their  study. 
It  will  be  noted  that  sodium  chloride  in- 
jection and  water  for  injection  were  not 
included  as  part  of  the  above  study. 

Another  investigation1  discusses  brief- 
ly multiple  dose  vial  contamination  and 
suggests  that  perhaps  a practical  com- 
promise regarding  the  use  of  multiple 
dose  vials  would  be  to  set  an  arbitrary 
time  limit  such  as  two  weeks  (this  being 
about  the  upper  limit  necessary  for  slow 
growing,  cold-resistant  bacteria  to  be- 
come manifest).  At  the  end  of  this  time, 
it  would  be  more  meaningful  to  note 
whether  or  not  there  had  been  any  sig- 
nificant changes  in  the  physical  charac- 
teristics of  the  solution  in  the  vials  and 
such  changes  would  automatically  pro- 
hibit further  use  of  the  medication. 

A study  by  Rosenweig/’  in  1964,  on  the 
rubber  stopper  used  on  multiple  dose 
vials,  heretofore  thought  to  be  a satisfac- 
tory seal,  revealed  that  out  of  some  214 
vials  selected  at  random  for  leakage  and 
culture  studies,  21  showed  leakage 
through  the  needle  tracts  resulting  from 
one  or  more  punctures.  Only  two  of  the 
group  cultured  showed  any  contamina- 
tion. It  was  the  conclusion  of  this  study 
that  single  dose  vials  were  the  preferred 
method  for  dispensing  parenteral  drugs. 

Because  of  our  concern  about  possible 
contaminated  parenteral  injections,  we 
decided  to  study  the  multiple  dose  vials 
used  in  our  practice. 

Methods  cmd  Results: 

The  first  part  of  the  study  consisted  of  cultures 
made  from  a variety  of  solutions  from  clinically 


used  containers.  These  used  vials  were  collected 
over  a two  months  period.  Anesthesia  personnel 
were  advised  to  leave  the  remaining  one  or  two  ml 
in  each  of  the  vials.  They  were  not  told  the  purpose 
of  the  collection  in  order  to  minimize  the  chance 
that  extra  careful  aseptic  technic  would  be  exer- 
cised. One  ml  of  each  solution  was  withdrawn 
with  disposable  needle  and  syringe  after  the  rub- 
ber stopper  had  been  wiped  with  70%  ethyl  al- 
cohol sponges.  This  one  ml  was  injected  into  stand- 
ard thioglycollate  broth  and  incubated  at  37°C. 
for  72  hours.  All  the  cultured  broths  remained  nega- 
tive for  growth. 

The  agents  studied  were  succinylcholine  chloride 
• Anectine),  tubocurarine  chloride,  chloroprocaine 
hydrochloride  (Nesacaine),  water  for  injection, 
sodium  chloride  injection,  sodium  heparin  ( Lipo- 
hepin),  hexafluorenium  bromide  (Mylaxen),  atro- 
pine sulfate,  metaraminal  (Pressonex),  metara- 
minal  (Aramine),  ammonium  sulfate  6 per  cent, 
aminocaporic  acid  (Amicar),  lidocaine  1 per  cent 
(Xylocaine),  and  protamine  sulfate. 

In  the  second  part  of  the  study,  equal  amounts 
of  our  five  most  commonly  used  multiple  dose 
medications  were  inoculated  with  a known  quantity 
of  bacteria  to  check  bacterial  survival  in  each 
solution. 

A standard  18-hour  mixed  broth  culture  of  Staph, 
aureus  and  E.  coli  were  used  as  the  bacterial  ino- 
culum. Serial  dilutions  [(in  saline)  (101  — 1010)] 
were  made  of  the  broth  culture  and  standard  nu- 
trient agar  pour  plates  of  the  serial  dilutions  were 
made  in  duplicate.  These  were  incubated  at  37°  C. 
for  48  hours.  This  was  done  for  the  purpose  of 
counting  the  bacteria  in  each  inoculum.  Four  dif- 
ferent 18-hour  mixed  broth  cultures  were  used.  All 
four  of  the  18-hour  cultures  contained  approxi- 
mately the  same  number  of  organisms  per  ml  as 
indicated  by  Table  1. 


Table  1 


Number  of  Organisms  Per  Inoculum 
As  Determined  by  Pour  Plat*'  Method 

Number  Organisms 
Drug  in  1 ml/4  ml  Drug 

Succinylcholine  chloride 

(Anectine)  1.9  billion 

Chloroprocaine  hydrochloride, 

• Nesacaine)  1.2  billion 

Tubocurarine  chloride  1 billion 

Water  for  injection  1.3  billion 

Sodium  chloride  injection  1.3  billion 


Into  each  of  5 tubes  containing  4 ml  of  undiluted 
test  medication,  one  ml  of  each  of  the  first  five 
dilutions  of  18-hour  broth  culture  were  inoculated, 
e.g.,  one  ml  of  ML1  dilution  into  one  tube  con- 
taining 4 ml  of  test  medication,  one  ml  of  102 
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dilution  into  another  tube  containing  4 ml  of  test 
medication,  etc. 

These  tubes  were  then  incubated  at  room  tem- 
perature for  seven  days.  Room  temperature  was 
used  as  we  felt  this  simulated  actual  clinical  con- 
ditions. At  the  end  of  the  week’s  incubation,  ten 
fold  serial  dilutions  (in  saline)  were  made  of  each 
of  the  5 tubes.  Again,  using  standard  pour  plate 
technics,  duplicates  of  each  dilution  of  each  tube 
were  made.  These  pour  plates  were  incubated 
at  37°C.  for  48  hours  and  the  surviving  organisms 
were  counted.  Table  2 illustrates  the  results;  suc- 
cinylcholine  chloride  showed  the  highest  number 
of  bacteria  surviving  with  8 x lO5  or  0.4%  of  the 
original  inoculum.  Water  for  injection  and  sodium 
chloride  injection  showed  a smaller  number  sur- 
viving, 0.01  per  cent  and  0.03  per  cent,  respectively. 
Chloroprocaine  and  tuboeurarine  showed  no  sur- 
vival at  the  end  of  seven  days’  incubation. 

Table  2 

Bacterial  Survival  in  Multiple  Dose  Medications 
Following  Bacterial  Seeding 

Percent 

Killed 

Drug  in  7 days 

Succinylcholine  chloride,  (Anectine)  90.6% 

Chloroprocaine  hydrochloride,  (Nesacaine)  100% 
Tuboeurarine  chloride  100% 

Water  for  injection  99.99% 

Sodium  chloride  injection  99.97% 

Discussion: 

Conclusions  which  may  be  drawn  from 
the  foregoing  data  are:  (1)  none  of  the 
medications  tested  acted  as  a nutrient 
medium  for  the  bacteria;  (2)  since  there 
was  a sharp  decline  in  the  bacterial  popu- 
lation, all  of  the  medications  tested  ap- 
peared to  have  bactericidal  properties. 
The  number  of  bacteria  used  for  the  in- 
oculation of  our  test  medications  was  con- 
siderably larger  than  any  conceivable  ac- 
cidental inoculation  which  might  occur 
during  the  actual  use  of  these  vials.  Our 
inoculum  would  be  analogous  to  injecting 
a ml  of  pus  into  a vial.  In  spite  of  the 
relatively  large  number  of  bacteria  intro- 
duced, tuboeurarine  and  Nesacaine 
showed  complete  sterilization  in  seven 
days.  Sodium  chloride,  water,  and  Anec- 
tine showed  a very  small  percentage  of 
the  bacteria  surviving  after  seven  days. 

No  attempt  was  made  to  evaluate  the 


factors  that  make  each  solution  bacteri- 
cidal. Tuboeurarine,  sodium  chloride,  and 
water  used  0.9%  benzyl  alcohol  as  their 
preservative.  The  fact  that  no  bacteria 
survived  in  tuboeurarine  and  a small  per- 
cent survived  in  sodium  chloride  and 
water  infers  that  tuboeurarine  has  an  in- 
herent bactericidal  property.  Nesacaine 
and  Anectine  used  the  same  preservative, 
0.1%  methyparaben.  No  bacteria  sur- 
vived in  Nesacaine,  whereas  a small  per- 
centage survived  in  Anectine.  It  is  pos- 
sible that  Nesacaine  has  bactericidal 
properties  of  its  own.  It  is  also  known 
that  Anectine  is  a heat  labile  drug  and 
the  test  being  conducted  at  room  tem- 
perature may  have  accounted  for  the  de- 
crease in  bactericidal  property  of  Anec- 
tine. It  is  conceivable  that  the  breakdown 
products  of  Anectine  somehow  interfered 
with  the  action  of  the  preservative.  It 
could  also  be  that  methyparaben  0.1%  is 
unable  to  contend  with  such  gross  con- 
tamination. 

Accidental  contamination  of  vials 
which  are  punctured  a number  of  times 
may  occur.  The  bactericidal  properties  of 
these  solutions  tested  is  a prime  factor  in 
preventing  infections  from  this  source. 

With  gross  contamination  of  the  five 
medications  tested,  the  smallest  per  cent 
of  organism  killed  by  any  one  medication 
was  99.6%.  The  bacteria  used,  Staph 
aureus  and  E.  coli  are  both  hardy,  com- 
mon hospital  bacteria.  Since  there  were 
few  survivors  at  seven  days,  the  medica- 
tions tested  may  be  considered  highly 
bactericidal  at  the  end  of  one  week. 

The  bactericidal  properties  of  each 
medication  in  30  minutes,  two  hours,  or 
one  day  is  not  answered  by  our  study. 

Some  caution  should  be  exercised  in 
the  repeated  use  of  Anectine,  sodium 
chloride,  and  water.  However,  it  must  be 
tempered  by  the  knowledge  that  these 
drugs  were  practically  sterile  after  gross 
contamination  and  that  all  spot  cultures 
of  the  clinically  used  vials  were  sterile. 
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MULTIPLE  DOSE  VIALS 


Knowing’  that  these  drugs  are  highly 
bactericidal  should  comfort  us,  but  should 
not  in  any  way  lower  our  standards  for 
asepsis. 

Summary  : 

Two  groups  of  tests  were  made  to  de- 
termine the  sterility  or  contamination  of 
selected  medications  in  multiple  dose  vials 
used  in  clinical  anesthesia. 

The  first  test  composed  of  spot  check 
cultures  of  263  solutions  used  clinically 
during  a two  month  period. 

The  second  test  consisted  of  bacterial 
counts  at  the  end  of  seven  days’  incuba- 
tion at  room  temperature  on  five  selected 
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Conclusions: 

Spot  checks  of  clinically  used  multiple 
dose  vials  showed  no  contamination. 

Deliberate  gross  contamination  of  the 
selected  multiple  dose  medications  showed 
two  of  the  medications  to  be  sterile  after 
seven  days’  incubation.  Of  the  remaining 
three  medications,  Anectine  showed  the 
greatest  number  of  bacteria  surviving, 
with  0.4%  of  the  original  inoculum 
present  at  the  end  of  the  seven  days’  in- 
cubation. 

There  appears  to  be  a bactericidal 
property  inherent  to  tubocurarine. 
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Arcus  Not  So  Senilis — P.  V.  J.  Macaraeg,  L.  Lasag- 

na,  and  B.  Snyder  Ann  Intern  Med  68:345-354  <Feb> 

1968 

A survey  of  two  populations  of  Negroes  and  whites 
was  done  to  quantify  the  prevalence  of  corneal  arcus. 
One  group  consisted  of  hospital  patients  who  were 
examined  for  the  presence  of  arcus  and  their  charts 
reviewed  for  a history  of  angina,  myocardial  in- 
farction or  stroke,  and  evidence  of  abnormal  fasting 
blood  sugar,  electrocardiograms,  or  blood  pressure. 
Children  were  examined  solely  for  the  presence  of 
arcus.  A different  population  of  Negroes  and  whites, 
both  more  economically  homogeneous  and  free  of 
serious  disease,  were  examined  for  the  presence  of 
arcus,  blood  pressure  was  obtained,  and  annual 
income  ranges  were  recorded.  Results  revealed  a 
higher  frequency  of  corneal  arcus  in  the  Negro. 
While  both  races  show  a tendency  to  develop  the 
lesion  with  advancing  age,  some  Negroes  will  show 
lesions  relatively  early  in  life.  The  corneal  lesion 
seems  not  to  be  a useful  predictor  of  diastolic  hyper- 
tension, myocardial  infarction,  or  cerebrovascular 
accidents.  In  the  Negro  at  least  the  development  of 
arcus  may  be  genetically  determined.  It  would  ap- 
pear desirable  to  label  this  lesion  arcus  corneae 
rather  than  arcus  senilis. 
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X-RAY  FILMS  OF  THE  MONTH 


S.  E.  PUCKETTE,  JR.,  M.D. 
Medical  College  Hospital 
Charleston,  S.  C. 


These  films  of  the  wrist  were  taken 
on  a 42  year  old  white  male  who  fell  on 
his  outstretched  hand.  A “silver  fork” 
deformity,  tenderness  and  swelling  were 
present  in  this  region  of  the  carpal  bones. 


This  patient  has  a perilunar  disloca- 
tion. Here,  the  lunate  has  maintained  its 
usual  relationship  with  the  radius,  but 
the  rest  of  the  carpal  bones  are  dislocated 
posteriorly  about  it.  As  the  clinical  ap- 
pearance is  fairly  similar  to  a Colies’ 
fracture,  one  may  focus  attention  on  the 
distal  radius  and  ulna,  thus  overlooking 


it.  The  lateral  film  is  the  more  informa- 
tive of  the  views  taken.  A somewhat 
similar  injury  is  a lunate  dislocation. 
Here,  the  lunate  is  dislocated,  both  in  re- 
lationship to  the  other  carpal  bones  and 
to  the  radius. 

Both  the  lunate  and  perilunate  disloca- 
tion are  often  associated  with  fractures 
of  the  navicula  and/or  the  styloid  pro- 
cess of  the  distal  radius  and  ulna. 

Treatment  consists  primarily  of  closed 
reduction,  preferrably  under  anesthesia, 
with  plaster  cast  immobilization.  In  some 
cases,  open  reduction  will  be  necessary. 
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Dear  Doctor  Wyman: 

In  my  daily  work  of  calling  on  physicians,  I have 
an  opportunity  to  hear  comments  and  conversations  be- 
tween pa  ients  which  the  physicians  themselves  do  not 
hear.  Doctors  are  used  to  hearing  the  jokes  about  how 
rich  they  are,  how  they  take  everybody’s  money,  how  he 
drives  the  big  car,  etc.  I am  not  referring  to  these  jokes, 
however.  I am  referring  to  the  serious,  vicious  comments 
about  the  same  subjects,  but  not  made  in  a joking  man- 
ner. 

Why  am  1 concerned  about  this?  Because  enough 
of  these  disgruntled  people  can  hasten  the  day  of  gov- 
ernment controlled  medicare  for  us  all — one  of  the  worst 
things  that  could  happen  to  the  American  people. 

My  purpose  for  writing  is  to  offer  one  suggestion  for  changing  the  attitude  of 
people  toward  the  spending  of  their  money  for  medical  care.  Any  reasonable  person 
knows  that  he  should  budget  his  money  for  medical  care  just  as  he  does  for  his  elec- 
tricity, food  or  car  payments.  But  most  people  don’t.  Then  when  he  has  to  go  to  the 
doctor  and  has  to  pay  $7.00  for  the  visit,  he  gets  mad  because  he  would  rather  spend  the 
money  some  other  way. 

The  general  public  has  not  been  educated  to  the  facts  that: 

1.  His  health  is  his  most  valuable  asset 

2.  American  doctors  (and  medical  care  in  general)  are  the  finest  in  the  world 

3.  Americans  should  be  proud  and  grateful  that  they  live  in  a land  that  offers  them 
this  unexcelled  medical  care 

4.  To  be  able  to  spend  a small  portion  of  his  money  for  this  unexcelled  medical 
care  by  the  doctor  of  his  choice,  to  maintain  his  health,  is  truly  one  of  the 
greatest  blessings  Americans  have  today. 

Getting  these  points  across  must  be  an  educational  process  that  will  not  only  pro- 
duce youngsters  with  the  right  attitude,  but  it  should  change  the  current  antagonistic 
attitude  of  many  adults.  There  are,  no  doubt,  many  ways  it  can  be  done— using  tele- 
vision, billboards  and  other  mass  communications  media.  I offer  one  specific  recom- 
mendation here. 

In  Anderson  nearly  every  doctor  and  dentist  recently  displayed  a large  sign  in  his 
office  which  said,  “WE  SUPPORT  FLUORIDATION”.  In  the  referendum  following, 
fluoridation  was  overwhelmingly  approved  for  the  city  water  supply.  I expect  that 
many  people  gazed  upon  that  sign  for  long  periods  while  waiting  his  turn  to  see  the 
doctor.  It  had  its  effect! 

Nearly  everybody  goes  to  the  doctor,  sooner  or  later.  Why  couldn’t  a sign  be  placed 
in  every  doctor’s  office,  to  be  gazed  upon  for  long  periods  by  some,  which  says  some- 
thing like  this: 

1.  ISN’T  AMERICA  GREAT?  YOU  CAN  GO  TO  THE  DOCTOR  OF  YOUR 
CHOICE ! 


Preside  n t s 
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2.  AMERICAN  MEDICAL  CARE  IS  THE  BEST  IN  THE  WORLD.  WOULD  YOU 
LIKE  TO  SETTLE  FOR  LESS  THAN  THE  BEST?  IT’S  CHEAPER! 


3.  WHEN  YOU  SPEND  YOUR  MONEY  FOR  MEDICAL  CARE  ISN’T  IT  NICE 
TO  KNOW  YOU  SPENT  IT  FOR  THE  WORLD’S  BEST! 


BETTER  MEDICAL  CARE— NO  MATTER  HOW  MUCH  WE  PAH)  FOR  IT! 

These  are  just  suggestions  which  should  get  the  point  across.  Perhaps  some  others 
would  be  better.  However,  for  the  program  to  be  successful,  I would  like  to  make  two 
other  suggestions: 

1.  The  same  program  should  be  used  in  every  doctor’s  office  in  the  state  in  order 
to  create  a united  front. 

2.  If  signs  are  displayed,  they  should  be  LARGE  (at  least  two  feet  by  two  feet), 
so  they  can  be  seen  and  demonstrate  that  the  doctor  means  it  and  is  behind  the 
message. 

The  medical  profession  is  now  receiving  very  little  praise  from  the  general  public. 
Complaints  about  the  cost  of  hospital  care,  doctors’  tees  and  drug  prices  are  common.  It 
seems  to  me  that  a concerted  effort  should  be  made  now  by  the  medical  profession  to 
try  to  change  these  attitudes.  The  alternative  will  be  eventually  for  all  of  us  to  be  on  the 
Federal  payroll.  If  that  happened,  you  could  not  put  up  these  signs.  Their  message 
would  no  longer  be  true. 


Comments,  anyone?  The  Public  Relations  Committee  of  the  South  Carolina  Medi- 
cal Association  will  welcome  any  suggestions  you  may  have. 


4.  IF  WE  LIVED  ANYWHERE  ELSE  IN  THE  WORLD,  WE  COULD  NOT  GET 


Sincerely, 

A Sales  Representative 


Joel  W.  Wyman,  President 


50  YEARS  AGO 


November  1918 


The  value  of  whiskey  in  treating  influenza  and 
pneumonia  was  debated  at  some  length. 
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Editorials 


Wilbur  Cohen  to  L.  B.  J. 

In  a communication  to  the  President, 
Mr.  Cohen  says  “it  is  now  essential  that 
the  Federal  Government  take  steps  to 
make  certain  that  the  best  possible  use 
is  made  of  the  available  and  anticipated 
fund  of  health  resources,  not  only  those 
under  the  direct  control  of  the  Federal 
Government,  but  also  those  in  the  private 
health  sector,  in  State  and  local  health  de- 
partments, and  in  nonprofit  and  voluntary 
health  agencies  and  organizations.” 

“.  . . there  does  not  now  exist  an  ade- 
quate mechanism  for  comprehensive  as- 
sessment of  national  health  problems  and 
needs  and  of  the  most  efficient  and  eco- 
nomical approaches  toward  dealing  with 
them  . . . for  example, 

1.  The  drafting  of  physicians  by  the 
Department  of  Defense  to  provide  care 
for  civilian  dependents  in  the  United 
States.  This  allocation  of  a portion  of  the 
critically  scarce  physician  pool  mater- 
ially affects  programs  intended  to  make 
health  care  as  widely  available  as  pos- 
sible, a national  health  goal  that  goes  far 
beyond  the  mission  of  the  Department  of 
Defense ; 

2.  The  manner  in  which  the  Department 
of  Defense  makes  hospital  care  available 
at  low  cost  for  retirees  and  their  depend- 
ents, thus  creating  a demand  for  addi- 
tional DOD  hospital  construction  when 
community  facilities  are  available; 


3.  The  decision  that  the  Federal  Gov- 
ernment will  provide,  through  the  Vet- 
erans Administration,  treatment  of  VA 
beneficiaries  suffering  kidney  disease 
without  making  this  expensive  and  life- 
saving care  (kidney  dialysis)  available  to 
other  members  of  the  population  in  need 
of  it.  . . ” 


Surprise? 

Medicare  Increase  Announced  ...  In 
a speech  to  the  American  Hospital  Asso- 
ciation, HEW  Secretary,  Wilbur  J.  Cohen, 
announced  that  medicare  hospital  bene- 
fits would  cost  the  elderly  more  begin- 
ning January  1,  1969.  ...  In  an  address  at 
AHA’s  70th  Annual  Meeting,  the  Secre- 
tary stated  that  the  patient  would  pay  the 
first  $44  (presently  $40)  of  his  hospital 
bill;  $11  per  day,  rather  than  $10,  for 
hospitalization  beginning  with  the  61st 
day  and  continuing  through  the  90th 
day;  and  $22  per  day,  rather  than  $20, 
for  the  next  60  days  thereafter.  The  rate 
for  care  in  a nursing  home,  beginning  with 
the  21st  day,  would  be  raised  from  $5  to 
$5.50.  ...  In  explaining  the  increase,  Mr. 
Cohen  pointed  to  the  rise  in  hospital  costs 
citing  that  the  average  hospital  stay  of 
a medicare  beneficiary  costs  $600.  . . . Mr. 
Cohen  concluded  that  he  favored  the  ex- 
tension of  health  insurance  so  that  by 
1976,  every  American  has  coverage. 


TERMINAL  CASE 
By  Robert  Quinn,  M.D. 

The  room  redolent  of  memory  of  roses, 
She,  fragrant  vestigial  of  former  flower, 
Sitting,  dusk-blurred,  in  covertly  calm 
poses, 

We  spoke  slowly,  knowing  the  lateness  of 
the  hour. 
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PART-TIME  FACULTY  PARTICIPATION  IN  TEACHING  PROGRAMS* 


The  present  practice  in  some  medical 
schools  for  clinical  departments  to  limit 
severely  the  participation  of  the  part- 
time  faculty  in  teaching  activities  de- 
prives the  students  and  house  staff  of 
instruction  derived  from  experience  not 
generally  obtainable  in  a teaching  hos- 
pital. Such  a policy  is  unsound  from  both 
educational  and  professional  standpoints. 
It  is  not  in  the  best  interest  of  the  school 
or  the  public. 

The  part-time  faculty  consists  of  spe- 
cialists who  have  acquired  professional 
recognition  as  evidenced  by  publications 
in  their  field,  society  memberships,  and 
the  confidence  of  the  local  profession.  Be- 
cause of  their  availability  and  close  con- 
tact with  the  public,  their  practices  con- 
sist predominantly  of  patients  with  the 
more  common  diseases  or  with  acute  con- 
ditions, and  are  characterized  by  the  care 
of  the  same  patients  and  families  over  a 
period  of  years  for  the  same  or  different 
illnesses.  Their  specialty  training  has 
been  taken  in  university-affiliated  hos- 
pitals or  large  private  clinics.  In  most 
cases  they  have  participated  in  the  teach- 
ing program  and  often  in  research.  From 
the  standpoint  of  scientific  interest,  pro- 
fessional prestige,  and  in  some  cases 
mainly  altruistic  motives,  many  would 
like  to  continue  some  degree  of  activity 
in  the  field  of  education.  For  this  purpose 
they  become  part-time  members  of  the 
medical  school  faculty.  Some  lose  inter- 
est, generally  as  their  practices  develop; 
however,  others  consider  active  partici- 
pation in  the  teaching  program  to  be  of 
importance  throughout  their  professional 
career. 

These  specialists  can  render  a particu- 
larly valuable  service  by  conducting  lec- 
tures, demonstrations,  and  conferences  in 
areas  in  which  they  have  gained  profes- 
sional recognition  as  well  as  on  those  sub- 
jects common  to  their  practices  but  not 


^Reprinted  from  The  Journal  of  Medical  Educa- 
tion, 43:749-750. 


generally  encountered  in  a medical  school 
hospital.  In  some  areas  their  teaching  is 
complementary  to  that  of  the  full-time 
faculty,  in  others  where  there  is  an  over- 
lapping of  interest,  the  varying  exper- 
ience of  the  2 groups  leads  to  healthy  di- 
vergence of  opinion.  Ward  rounds  by 
part-time  faculty  members  provide  an 
opportunity  for  the  expression  of  opin- 
ions other  than  those  of  the  attending 
staff.  As  most  students  and  house  staff 
will  engage  in  some  form  of  private  prac- 
tice, they  should  be  given  the  benefit  of 
instruction  by  physicians  who  are  experi- 
enced in  its  various  aspects. 

Physicians  on  the  part-time  faculty 
are  able  to  make  firm  teaching  commit- 
ments if  schedules  are  set  in  advance; 
however,  fulfilling  office  responsibilities 
and  visiting  patients  in  other  hospitals 
limit  their  availability  for  assignments 
upon  short  notice.  Although  partnership 
or  group  practice  arrangements  reduce 
the  problem  of  emergencies  impinging  on 
teaching  commitments,  there  are  situa- 
tions which  require  that  the  physician 
take  direct  personal  responsibility ; there- 
fore, some  provision  for  substitute  teach- 
ing coverage  should  be  made  by  him  or 
by  the  clinical  department.  Teaching  as- 
signments spaced  over  a length  of  time 
interfere  less  with  office  responsibilities 
and  hospital  obligations  than  intensive 
short-term  schedules  and  accordingly  are 
generally  preferred  by  part-time  faculty. 
Interest  in  the  teaching  program  is  re- 
flected by  a sense  of  responsibility  in 
meeting  commitments. 

If  part-time  faculty  members  are  to 
contribute  effectively  to  the  teaching  pro- 
gram, they  must  be  made  to  feel  that 
they  are  on  the  active  staff.  They  should 
be  included  in  conferences  concerning 
student  teaching  and  residency  training 
and  should  have  an  opportunity  to  ex- 
press their  ideas.  Hospital  privileges  are 
important  from  the  standpoint  of  profes- 
sional recognition ; in  addition,  they  en- 
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able  the  part-time  faculty  to  become 
familiar  with  the  ward  teaching  and  to 
get  to  know  the  members  of  the  house 
staff.  Nothing  is  as  effective  in  promot- 
ing accord  between  the  full-time  staff 
and  the  part-time  staff  as  their  working 
together  on  the  same  wards  and  in  the 
same  operating  rooms.  Part-time  staff 
people  should  be  encouraged  to  submit 
clinical  articles  for  publication  and  to  do 
laboratory  research  by  making  adequate 
facilities  available  to  them. 

As  has  been  noted,  effective  participa- 
tion by  part-time  faculty  complements 
the  teaching  of  the  full-time  faculty  and 
in  this  as  well  as  in  other  respects  pro- 


duces a better  balanced  program.  It  also 
constitutes  a valuable  form  of  continuing 
medical  education  for  an  important  seg- 
ment of  the  local  physicians  in  private 
practice.  There  results  a closer  and  more 
healthy  relationship  between  “town  and 
gown.”  The  public  is  favorably  impres- 
sed by  the  school’s  making  use  of  all 
available  qualified  physicians  in  its  ed- 
ucational program.  The  department  is  in 
a better  position  to  take  care  of  an  in- 
crease in  the  number  of  students  and 
members  of  the  house  staff. 

William  H.  Prioleau,  M.D.,  F.A.C.S. 
Clinical  Professor  of  Surgery 
Medical  College  of  South  Carolina 


ESTABLISHMENT  OF  NEW  AMA 
DIVISION  OF  PUBLIC  AFFAIRS 


At  the  June,  1968  meeting  of  the  House  of  Dele- 
gates, a resolution  introduced  by  the  Illinois  dele- 
gation (No.  62)  was  passed,  calling  for  development 
of  public  affairs  program  within  the  AMA. 

An  important  consideration  made  early  implemen- 
tation of  Resolution  62  especially  urgent.  The  Direc- 
tor of  the  Division  of  Field  Service,  Aubrey  Gates, 
will  reach  retirement  age  in  May,  1969.  The  activi- 
ties of  this  Division  are  integral  to  any  public  af- 
fairs program.  It  was  vital  that  planning  for  the 
transition  be  immediate. 

Although  a management  consulting  firm  is  about 
to  be  assigned  the  task  of  developing  recommenda- 
tions for  administration  of  the  AMA,  the  Board 
felt  its  responsibility  called  for  action  now  to  es- 
tablish an  effective  public  affairs  structure. 

The  new  Division  of  Public  Affairs,  effective 
September  23,  assumed  the  functions  of  the  Division 
of  Field  Service,  and  amalgamated  the  AMA  and 
AMPAC  field  staffs  into  one.  It  will  assume  broader 
responsibilities  in  the  public  affairs  area.  These 
include  community,  civic,  and  governmental  ac- 
tivities, all  of  which  are  important  to  the  medical 
profession  and  its  ability  to  provide  health  care 
for  the  American  people.  Specifically,  the  new 
division  will  be  charged  with  implementing  AMA 
policy  as  it  affects  continuing  relations  between 


medicine  and  government,  and  be  responsible  for 
many  of  the  education  and  research  programs 
formerly  conducted  by  AMPAC. 

As  AMA  salaried  employees,  the  field  staff  of  the 
D'vision  of  Public  Affairs  will  not,  of  course,  engage 
in  political  activities  of  supporting  candidates  for 
nomination  or  election  to  public  office.  Such  activi- 
ties will  continue  exclusively  as  AMPAC  functions. 

This  move  is  practical  and  logical,  and  will  re- 
sult in  better  staff  coordination,  administrative 
efficiency  and  economic  operation.  When  fully  opera- 
tive, the  Public  Affairs  Division  will  not  only  be 
capable  of  providing  better  legislative,  and  socio- 
economic services  to  the  constituent  and  component 
medical  societies,  but  coordinate  them  better  from 
the  management  to  the  field  levels. 

AMPAC  will  maintain  its  individual  entity  as  an 
organization  separate  from  the  AMA  and  governed 
by  its  own  Board  of  Directors.  As  in  the  past,  it 
will  function  as  the  political  action  arm  of  organized 
medicine. 

Joe  D.  Miller,  formerly  the  Executive  Director  of 
AMPAC,  is  the  new  division’s  director;  and  Aubrey 
Gates  is  now  Executive  Assistant  in  the  office  of 
the  Executive  Vice  President. 

The  AMPAC  Board  of  Directors  has  named  D.  W. 
Powers  as  Acting  Executive  Director. 
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MINUTES  OF  COUNCIL 
SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


Columbia,  South  Carolina 

The  meeting  of  Council  of  the  South  Carolina 
Medical  Association  was  held  at  2:00  p.m.,  July  10, 
1968,  at  the  Sims  Building,  2600  Bull  Street,  Colum- 
bia, with  Dr.  John  B.  Booker,  Chairman,  presiding. 

Dr.  Martin  Teague  gave  the  invocation. 

Present:  Dr.  John  P.  Booker,  Chairman,  Dr.  Mar- 
tin M.  Teague,  Vice-Chairman,  Dr.  Joel  W.  Wyman, 
President  of  SCMA,  Dr.  C.  Tucker  Weston,  Vice- 
President  of  SCMA,  Dr.  J.  I.  Waring,  Editor  of 
SCMA  Journal,  Dr.  Clay  Evatt,  Dr.  Waitus  O. 
Tanner,  Dr.  John  N.  Gaston,  Jr.,  Dr.  J.  Harvey 
Atwill,  Dr.  Harold  P.  Hope,  Dr.  Joseph  P.  Cain,  Jr., 
Dr.  Thomas  Parker,  Dr.  Michael  Holmes,  Dr.  J.  D. 
Gilland,  Mr.  M.  L.  Meadors,  Executive  Secretary, 
and  Dr.  Strother  Pope,  Secretary. 

Absent:  Dr.  W.  L.  Perry,  President-Elect  of 
SCMA,  Dr.  George  D.  Johnson  and  Dr.  J.  Hal 
Jameson. 

Minutes  of  the  previous  meeting  were  approved 
with  a minor  correction. 

Committee  appointments  were  made:  (See  this 
JOURNAL) 

Dr.  Joel  W.  Wyman  announced  that  he  had  ap- 
pointed Dr.  William  Perry  Chairman  on  the  AAPS 
Essay  Contest.  Appointment  approved. 

Dr.  Wyman  also  announced  that  he  had  ap- 
pointed Dr.  O.  B.  Mayer  and  Dr.  R.  P.  Watson  to 
represent  the  SCMA  on  the  Council  on  Aging.  These 
appointments  were  approved. 

Dr.  D.  Strother  Pope,  Chairman,  Dr.  Waitus  O. 
Tanner,  and  Dr.  C.  Tucker  Weston  were  appointed 
as  a committee  to  work  iwth  DPW  on  Title  XIX. 

Internal  Revenue  Service’s  policies  regarding 
deductions  for  physician’s  automobiles  were  dis- 
cussed. Dr.  Atwill  made  a motion  that  this  be  held 
in  abeyance  until  Dr.  George  D.  Johnson’s  resolu- 
tion is  introduced  at  the  AMA  meeting  in  Miami  in 
December.  Dr.  Gaston  seconded  the  motion.  Motion 
carried. 

Dr.  Dunn,  representative  of  The  Travelers  Insur- 
ance Company,  discussed  the  Title  XIX  program. 
The  Travelers  Insurance  Comany,  as  intermediary, 
will  handle  the  billing  for  this  program.  Usual  and 
customary  fees  will  be  paid.  These  fees  are  based 
on  computerized  profiles  which  have  been  developed 
in  this  State  on  the  basis  of  railroad  experience 
mostly  and  profiles  based  on  Title  XIX  claims  are 
being  developed.  One-half  of  the  bills  will  be  paid 
on  the  10th  of  each  month  and  one-half  on  the  25th. 
Therefore,  each  doctor  will  be  paid  once  a month, 
with  an  itemized  statement  as  to  what  bills  are 
being  paid.  Bills  are  to  be  submitted  daily.  In  reply 
to  a question  by  Dr.  Tanner,  it  was  pointed  out  that 
when  Travelers  Insurance  Company  cuts  a bill  for 
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payment,  the  doctor  will  be  notified.  If  there  is 
any  disagreement  concerning  the  amount  that  is 
paid,  there  will  be  several  courses  of  action  avail- 
able. In  the  first  place,  Travelers  claim  personnel 
will  make  every  effort  to  discuss  the  matter  with 
the  physician  and  resolve  any  misunderstanding. 
If  that  is  unsuccessful,  the  problem  may  be  re- 
ferred to  the  local  Medical  Consultant  of  the  State 
Welfare  Department  and  the  Consultant  will  make 
every  effort  to  resolve  the  controversy.  If  the  local 
Consultant  is  not  able  to  resolve  the  misunder- 
standing, then  a committee  from  the  State  Medical 
Association  may  be  agreeable  to  being  a final  re- 
sort for  controversies  relating  to  fees. 

Dr.  Rivers,  State  Director  of  Public  Welfare,  then 
discussed  ID  cards  and  emphasized  that  the  num- 
ber and  name  thereof  must  be  noted  on  the  bills 
rendered.  ID  cards  are  being  issued  to  each  one 
of  the  families  receiving  cash  assistance  and  the 
recipient  is  listed  on  the  left  hand  side  and  the 
spouse,  if  it  is  an  adult  category,  will  be  listed  on 
the  right  hand  side  and  there  is  certain  identify- 
ing information  on  that  particular  person  shown  on 
that  card.  It  is  in  figures  and  if  the  ID  card  shows 
that  the  recipient  of  the  check  is  the  wife,  show 
her  number.  It  may  be  03  and  two  or  four  more 
figures.  Show  that  on  your  bill.  If  it  is  the  other 
one,  the  spouse,  show  the  number  following  his 
name.  Families  with  dependent  children  will  have 
ID  cards  showing  the  caretaker,  which  is  the 
mother  in  most  instances,  on  the  left  hand  side 
and  on  the  right  hand  side,  there  may  be  six  or 
seven  children  listed.  Each  one  of  those  children 
will  be  listed  and  will  show  birthdates  and  you  must 
show  those  numbers  following  their  names  in  mak- 
ing your  bill,  as  well  as  the  ID  number.  For  the 
time  being,  if  a patient  has  an  ID  card,  it  will  be 
honored. 

Replying  to  a question  by  Dr.  Atwill,  Dr.  Rivers 
stated  that  if  a patient  is  over  65,  both  his  case 
number  (ID  number)  and  Social  Security  number 
should  appear  on  the  bill,  and  the  bill  should  be 
submitted  for  the  time  being  to  the  Department  cf 
Public  Welfare.  Bills  for  patients  under  65  should 
be  submitted  directly  to  the  Travelers  Insurance 
Company. 

There  must  be  no  direct  billing.  Later  on,  when 
the  program  is  extended  to  the  medically  indigent, 
it  will  be  permissible  to  bill  direct.  When  a person 
is  eligible  under  XVIII  and  XIX,  only  the  drug 
bill  will  be  paid  by  Medicaid. 

On  office  calls,  only  Form  1490W  will  be  neces- 
sary to  submit. 
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When  admitting  a patient  to  a hospital,  it  will  be 
necessary  for  the  doctor  to  certify  that  hospitaliza- 
tion is  necessary. 

If  a patient  cannot  write,  have  someone  witness 
his  mark. 

Dr.  Rivers  requested  that  meetings  be  set  up 
between  him  and  doctors  over  the  State.  To  set 
up  a meeting,  contact  Dr.  Rivers  at  P.  0.  Box 
1520,  Columbia,  South  Carolina  29201. 

Dr.  Rivers  also  requested  that  a committee  of 
doctors  be  appointed  to  meet  with  him,  preferably 
in  the  Columbia  area.  The  committee  appointed 
was  Dr.  D.  Strother  Pope,  Chairman,  Dr.  Waitus 
0.  Tanner,  and  Dr.  C.  Tucker  Weston.  This  com- 
mittee is  to  work  closely  with  Dr.  Harriet  Pinner, 


Liaison  Representative  between  SCMA  and  the 
Department  of  Public  Welfare.  The  purpose  of 
this  committee  is  to  prepare  a Physician’s  Manual 
for  Title  XIX. 

Dr.  Rivers  explained  that  due  to  the  lack  of 
funds,  it  was  not  intended  to  include  all  drugs  in 
the  drug  formulary.  He  stated  that  he  would  be 
glad  to  have  suggestions  from  physicians  for  addi- 
tional deletions,  additions,  or  other  changes.  Further 
meet;ngs  will  be  held  to  expand  the  drug  formulary. 
Dr.  John  D.  Gilland  of  Council  was  added  to  this 
committee. 

Adjournment. 

D.  Strother  Pope,  M.D.,  Secretary 


COMMITTEES  OF  THE  HOUSE  OF 
DELEGATES 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
Year  1968-1969 


COMMITTEE  ON  SCIENTIFIC  PROGRAM: 

Dr.  Walter  M.  Bonner,  Jr.,  Chairman,  Charleston 

Dr.  J.  K.  Owens,  Jr.,  Bennettsville 

Dr.  B.  Owen  Ravenel,  Charleston 

Dr.  Edwin  R.  Wallace,  III.  Barnwell 

Dr.  John  C.  Hawk,  Jr.,  Charleston 

Dr.  James  S.  Garner,  Jr.,  Mullins 

Dr.  Dana  C.  Mitchell,  Jr.,  Columbia 

COMMITTEE  ON  LEGISLATIVE  ACTIVITIES: 

Dr.  Donald  G.  Kilgore,  Jr.,  Chairman,  Greenville 
Dr.  Strother  Pope,  Columbia 
Dr.  Henry  L.  Laffitte,  Allendale 
Dr.  Hugh  H.  Wells,  Seneca 
Dr.  Michael  F.  Patton,  Spartanburg 
Dr.  Harold  S.  Pettit,  Charleston 

Dr.  Joseph  P.  Cain,  Jr.,  Mullins 

Sub-Committee: 

Committee  on  Coroners — Medical  Examiners 
Dr.  E.  Arthur  Dreskin,  Chairman,  Greenville 
Dr.  Gordon  Henniger,  Charleston 
Dr.  Kenneth  Aycock,  Columbia 
Dr.  D.  Strother  Pope,  Columbia 
Dr.  Joseph  Converse,  Greenville 
COMMITTEE  ON  COOPERATIVE  ACTIVITIES: 
Dr.  Harold  P.  Hope,  Chairman,  Union 

Dr.  C.  Benton  Burns,  Sumter 

Dr.  Judson  E.  Hair.  Clemson 
Dr.  Robert  S.  Solomon,  Moncks  Corner 
Dr.  William  C.  Cantey,  Columbia 
Dr.  Vince  Moseley,  Charleston 
Dr.  William  T.  Hendrix,  Spartanburg 
Sub-Committees: 

Advisory  Committee  to  the  Department  of  Public 
Welfare 


Committee  on  Alcoholism  and  Drug  Addiction 
Committee  on  Religion  and  Medicine 
Advisory  Committee  to  Vocational  Rehabilitation 
Committee  on  Medical  Aspects  of  Sports 
Committee  on  Medical  Education  Foundation 
• AMA-ERF) 

Advisory  Committee  to  the  Woman’s  Auxiliary 
Advisory  Committee  to  Crippled  Children’s  Society 
Committee  on  Liaison  with  Allied  Professions 
Committee  on  Eye  Bank 

Committee  on  Liaison  with  Nursing  Education 
COMMITTEE  ON  MEDICAL  EDUCATION: 

Dr.  Thomas  E.  Hair,  Jr.,  Chairman,  Columbia 
Dr.  J.  Harvey  Atwill,  Orangeburg 
Dr.  Richard  S.  Pollitzer,  Spartansburg 
Dr.  William  A.  Klauber,  Greenwood 
Dr.  Dale  Groom,  Charleston 
Dr.  William  H.  Hunter,  Clemson 
Dr.  John  P.  Booker,  Walhalla 
Sub-Committees: 

Committees  on  Careers  in  Medicine 
COMMITTEE  ON  MEDICAL  SERVICES: 

Dr.  A.  Izard  Josey,  Chairman,  Columbia 
Dr.  Hugh  H DuBose,  Columbia 
Dr.  Martin  M.  Teague,  Laurens 
Dr.  Edmund  R.  Taylor,  Columbia 
Dr.  Roland  K.  Charles,  Jr.,  Columbia 
Dr.  Wyman  King,  Batesburg 
Dr.  Charles  H.  Banov,  Charleston 
Dr.  James  S.  Garner,  Jr.,  Mullins 
Dr.  C.  Birnie  Johnson,  Orangeburg 
Dr.  Guy  C.  Heyl,  Jr.,  Aiken 
Sub-Committees: 

Committee  on  Emergency  Medical  Care 
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Committee  on  Accident  Prevention 
Committee  on  Insurance  Programs 
COMMITTEE  ON  MENTAL  HEALTH: 

Dr.  James  B.  Galloway,  Chairman,  Columbia 
Dr.  R.  R.  Mellette,  Jr.,  Charleston 
Dr.  Michael  Holmes,  Kingstree 
Dr.  Joseph  J.  Nanarello,  Greenville 
Dr.  William  S.  Hall,  Columbia 
Dr.  A.  L.  Agardy,  Greenwood 
Dr.  Robert  G.  Mann,  Easley 
Sub-Committees: 

Committee  to  Work  with  Government  Agencies 
on  Mental  Retardation 
COMMITTEE  ON  PUBLIC  RELATIONS: 

Dr.  Joseph  I.  Waring,  Chairman,  Charleston 
Dr.  Robert  S.  Solomon,  Moncks  Corner 
Dr.  Joel  W.  Wyman,  Anderson 
Dr.  Ralph  P.  Baker,  Newberry 
Dr.  Winston  Y.  Godwin,  Cheraw 
Dr.  John  R.  Timmons,  Columbia 
Dr.  H.  Biemann  Othersen,  Jr.,  Charleston 
Sub-Committees: 

Public  Information  Committee 
Dr.  Joseph  I.  Waring,  Chairman,  Charleston 
Dr.  Leon  Banov,  Sr.,  Charleston 
Dr.  J.  Decherd  Guess,  Greenville 
Dr.  John  P.  Manos,  Charleston 
Dr.  Willard  B.  Mills,  Greenville 
Dr.  John  M.  Preston,  Columbia 
COMMITTEE  ON  INDUSTRIAL  MEDICINE: 

Dr.  J.  Hal  Jameson,  Chairman,  Easley 
Dr.  George  V.  Rosenburg,  Abbeville 
Dr.  Joseph  L.  Goodman,  N.  Charleston 
Dr.  H.  Leon  Poole,  Spartanburg 
Dr.  Allen  R.  Slone,  Hartsville 
Dr.  Dexter  M.  Evans,  Jr.,  Lake  City 
Dr.  Rufus  K.  Nimmons,  Jr.,  Seneca 
COMMITTEE  ON  MATERNAL  HEALTH: 

Dr.  Edward  J.  (Bill)  Dennis,  Chairman,  Charleston 
(1962) 

Dr.  Herbert  M.  Black,  Columbia 

Dr.  Harrison  L.  Peebles,  Estill 

Dr.  William  W.  King,  Jr.,  Newberry 

Dr.  Samuel  B.  Moyle,  Walhalla  (1962-1967) 

Dr.  James  C.  Brice,  Jr.,  Easley 
Dr.  R.  H.  Hand,  Anderson 

Dr.  Hilla  Sheriff  (State  Board  of  Health,  Columbia) 
COMMITTEE  ON  INFANT  AND  CHILD  HEALTH: 
Dr.  Casper  E.  Wiggins,  Chairman,  Greenwood 
(1962-1965) 

Dr.  William  P.  Bennett,  Columbia 
Dr  Kemper  D.  Lake,  Whitmire  (1962-1965) 

Dr.  Robert  E.  Holman,  Elloree 

Dr.  Samuel  P.  Fleming,  Spartanburg  (1964-1967) 

Dr.  Marion  Caughman,  Orangeburg 

Dr.  Jack  W.  Rhodes,  Charleston  (1963-1966) 

Dr.  Girard  C.  Rippy,  Jr.,  Anderson  (1963-1966) 

Dr.  Frank  R.  Huff,  St.  Matthews  (1963-1966) 

Dr.  Hilla  Sheriff  (State  Board  of  Health),  Columbia 
Sub-Committee: 

Committee  on  School  Health 


MEMORIAL  COMMITTEE: 

Dr.  J.  Richard  Sosnowski,  Chairman,  Charleston 
Dr.  Clay  W.  Evatt,  Charleston 
Dr.  Samuel  0.  Cantey,  Jr.,  Marion 
COMMITTEE  ON  HISTORICAL  MEDICINE: 

Dr.  Joseph  I.  Waring,  Chairman,  Charleston 

Dr.  William  C.  Herbert,  Jr.,  Spartanburg 

Dr.  Leon  Banov,  Jr.,  Charleston 

Dr.  J.  Richard  Allison,  Jr.,  Columbia 

Dr.  Richard  Pollitzer,  Greenville 

COMMITTEE  ON  CONSTITUTION  AND  BY-LAWS: 

Dr.  Clay  W.  Evatt,  Chairman,  Charleston 

Dr.  George  G.  Durst,  Sullivans  Island 

Dr.  Swift  C.  Black,  Dillon 

Dr.  Wallis  D.  Cone,  Sumter 

Dr.  William  A.  Wallace,  Spartanburg 

Dr.  William  H.  Hunter,  Clemson 

Dr.  J.  Gavin  Appleby,  St.  George 

MEDIATION  COMMITTEE: 

Dr.  R.  G.  Latimer,  Chairman,  Cayce,  2nd  District 
Dr.  John  W.  Rheney,  Jr.,  Sec’y.,  Orangeburg,  8th 
District 

Dr.  Robert  S.  Solomon,  Moncks  Corner,  1st  District 
Dr.  E.  Gordon  Able,  Newberry,  3rd  District 
Dr.  Donald  G.  Kilgore,  Jr.,  Greenville,  4th  District 
Dr.  Max  A.  Culp,  Fort  Mill,  5th  District 
Dr.  Swift  C.  Black,  Dillon,  6th  District 
Dr.  Marion  Davis,  Manning,  7th  District 
Dr.  W.  A.  Wallace,  Spartanburg,  9th  District 
BENEVOLENCE  FUND  COMMITTEE: 

(Elected  by  House  of  Delegates,  SCMA)  3-year  term 

Dr.  Ripon  W.  LaRoche,  Chairman,  Camden 

Dr.  V.  Wells  Brabham,  Jr.,  Orangeburg 

Dr.  Clay  W.  Evatt,  Jr.,  Charleston 

STATE  BOARD  OF  NURSING  EXAMINERS 

(Appointed  by  Governor)  5-year  appointments 

Dr.  J.  Richard  Allison,  Columbia  (Replace  Dr. 

Jowers) 

Dr.  Charles  R.  Holmes,  Columbia 

HOSPITAL  ADVISORY  COUNCIL  TO  THE 

STATE  BOARD  OF  HEALTH 

(Appointed  by  Governor)  4-  year  appointments 

Dr.  Thomas  C.  McFall  (Reappt.),  Charleston 

Dr.  Ralph  P.  Baker,  Newberry 

Dr.  B.  J.  Workman,  Sr.,  Woodruff 

MEDICAL  ADVISORY  BOARD  OF  THE  SOUTH 

CAROLINA  INDUSTRIAL  COMMISSION 

(2-year  term) 

Pathologists: 

Dr.  Edward  E.  McKee,  Charleston 
Dr.  Hunter  W.  May,  Greenwood 
Dr.  D.  James  Greiner,  Florence 
Radiologists: 

Dr.  Hyman  H.  Addlestone,  Charleston 
Dr.  Henry  E.  Plenge,  Spartanburg 
Dr.  J.  Harvey  Atwill,  Jr.,  Orangeburg 
Physicians: 

Dr.  Waitus  0.  Tanner,  Columbia 
Dr.  William  W.  Edwards,  Greenville 
Dr.  C.  Tucker  Weston,  Columbia 
Member  at  Large: 
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Dr.  Shepard  N.  Dunn,  Columbia 

STATE  BOARD  OF  MEDICAL  EXAMINERS  OF 

SOUTH  CAROLINA 

• Appointed  by  Governor)  4-year  appointments 
Dr.  A.  Richard  Johnston,  St.  George,  1st  District 
Dr.  Kirby  D.  Shealy,  Columbia,  2nd  District 
Dr.  William  P.  Turner,  Greenwood,  3rd  District 
Dr.  Charles  N.  Wyatt,  Greenville,  4th  District 
Dr.  Roderick  Macdonald,  Rock  Hill,  5th  District 
Dr.  Harold  S.  Gilmore,  Nichols,  6th  District 
Dr.  Harold  E.  Jervey,  Jr.,  Columbia,  Member  at 
Large 

Dr.  William  0.  Whetsell,  Orangeburg,  Member  at 
Large 

TUBERCULOSIS  CONTROL  ADVISORY 
COMMITTEE:  (State  Board  of  Health) 

2-year  appointment  (By  Governor) 

Dr.  E.  Alex  Heise,  Sumter 

ACTIVE  COMMITTEES— Appointed  by  Council 

1968-1969 

Investment  Committee  (Different  from  1967-1968) 

Dr.  Howard  Stokes,  Florence 

Dr.  Harvey  Atwill,  Orangeburg 

Dr.  Norman  Eaddy,  Sumter 

Dr.  Harrison  Peeples,  Estill 

Dr.  Joel  Wyman,  Anderson 

Mr.  M.  L.  Meadors — Ex-officio,  Florence 

Advisory  Committee  to  SCALPEL 

Dr.  Harvey  Atwill,  Orangeburg 

Dr.  Joel  W.  Wyman,  Anderson 

Dr.  Howard  Stokes,  Florence 

Ad  hoc  Committee  on  Organ  Transplants 

(Appointed  by  Dr.  Eaddy,  Voted  by  Council  May, 

1968  to  be  on  a permanent  basis) 

Dr.  Dan  W.  Ellis,  Charleston 

Dr.  Curtis  P.  Artz,  Charleston 

Dr.  Arthur  V.  Williams,  Charleston 

Dr.  Peter  C.  Gazes,  Charleston 

Dr.  H.  Biemann  Othersen,  Jr.,  Charleston 

Committee  to  serve  with  Pharmaceutical  Members 

on  Category  of  Illnesses  and  Drugs 

Dr.  Robert  Brownlee,  Greenville 

Dr.  James  B.  Galloway,  Columbia 

Dr.  Hunter  Rentz,  Columbia 

Dr.  Berryman  E.  (Ted)  Coggeshall,  Cheraw 

Dr.  Ira  B.  Horton,  Orangeburg 

Dr.  Donald  Saunders,  Columbia 

Dr.  William  W.  Vallotton,  Charleston 

Dr.  John  D.  Gilland,  Conway 

COMMITTEE  ON  COOPERATIVE  ACTIVITIES— 
Sub-Committees 

Committee  on  Liaison  with  Nursing  Profession: 

Dr.  Lawrence  Jowers,  Chairman,  Columbia 
Dr.  Eddie  Parker,  Charleston 
Dr.  J.  Decherd  Guess,  Greenville 
Committee  on  Mental  Retardation: 

Dr.  B.  Owen  Ravenel,  Chairman,  Charleston 
Dr.  Frank  Wrenn,  Greenville 
Dr.  Bruce  Ford,  Spartanburg 
Dr.  Louis  P.  Jervey,  Charleston 


Dr.  Roy  Suber,  Clinton 

Dr.  Robert  Brownlee,  Greenville 

Advisory  Committee  to  Crippled  Children’s  Society: 

Dr.  Joseph  I.  Waring,  Chairman,  Charleston 

Dr.  Francis  I.  Doyle,  Georgetown 

Dr.  Clark  S.  Collins,  Greenville 

Dr.  William  Weston,  III,  Mt.  Pleasant 

Dr.  Julian  Price,  Florence 

Dr.  C.  Guy  Castles,  Columbia 

Dr.  John  E.  Keith,  Spartanburg 

Dr.  O.  B.  Mayer,  Columbia 

Dr.  William  Weston,  Jr.,  Columbia 

Dr.  Angus  Hinson,  Rock  Hill 

Dr.  F.  A.  Kennedy,  Aiken 

Dr.  William  A.  Klauber,  Greenwood 

Dr.  Walter  J.  Roberts,  Columbia 

Dr.  George  Dean  Johnson,  Spartanburg 

Dr.  Joel  Wyman,  Ex-Officio,  Anderson 

Committee  on  Medical  Aspects  of  Sports: 

Dr.  Judson  E.  Hair,  Chairman,  Clemson 

Dr.  E.  M.  Lunceford,  Jr.,  Columbia 

Dr.  Edward  L.  Proctor,  Conway 

Dr.  Sam  Garrison,  Johnston 

Dr.  Hames  L.  Hughes,  Chester 

Dr.  W.  R.  Henderson,  Spartanburg 

Dr.  C.  C.  Wannamaker,  N.  Charleston 

COMMITTEE  ON  COOPERATIVE  ACTIVITIES: 

SUBCOMMITTEES: 

Advisory  Committee  to  Womens  Auxiliary: 

Dr.  Peter  Gazes,  Charleston 

Dr.  David  D.  Moise,  Sumter 

Dr.  George  Dean  Johnson,  Spartanburg 

Dr.  Owen  Ravenel,  Charleston 

Dr.  Charles  H.  White,  Sumter 

Dr.  Frank  C.  McLane,  Ware  Shoals 

Dr.  C.  Benton  Burns,  Sumter 

Dr.  Thomas  Parker,  Greenville 

Committee  on  Alcoholism  & Drug  Addiction: 

Dr.  Robert  S.  Soloman,  Chairman,  Moncks  Corner 

Dr.  Donald  L.  Duerk,  Myrtle  Beach 

Dr.  Joseph  Marshall,  Charleston 

Dr.  Hunter  Rentz,  Columbia 

Dr.  Harold  W.  Moody,  Spartanburg 

Committee  on  Eye  Bank: 

Dr.  John  H.  Young,  Chairman,  Columbia 
Dr.  David  Asbill,  Jr.,  Columbia 
Dr.  Joseph  0.  Beasley,  Spartanburg 
Dr.  James  H.  Gressette,  Orangeburg 
Dr.  Clay  Evatt,  Jr.,  Charleston 
Committee  on  Religion  and  Medicine: 

Dr.  N.  B.  Baroody,  Chairman,  Florence 

Dr.  Samuel  0.  Cantey,  Jr.,  Marion 

Dr.  Norman  Eaddy,  Sumter 

Dr.  Walter  Masters,  Columbia 

Dr.  John  May,  Bennettsville 

Dr.  Elbert  Johnson,  Columbia 

Committee  on  Liaison  with  Allied  Professions: 

Dr.  J.  W.  Blanton,  Chairman,  Charleston 
Dr.  W.  McGill  Woodward.  Charleston 
Dr.  Patrick  H.  Dennis,  Charleston 
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I)r.  William  H.  Cain  of  Charleston  has 
announced  the  relocation  of  his  office  to 
Charleston  Medical  Center,  315  Calhoun 
Street.  His  practice  is  limited  to  surgery. 
Dr.  Nicholas  K.  Moore  of  Columbia  has 
opened  his  office  at  1609  Brabham  Ave- 
nue. His  practice  will  be  limited  to  treat- 
ment of  clinical  allergy.  Dr.  Moore  was 
graduated  from  the  Medical  College  of 
South  Carolina  and  served  his  internship 
and  residency  at  Union  Memorial  Hospital, 
Baltimore.  He  was  a fellow  in  clinical  al- 
lergy at  Johns  Hopkins  Hospital  and  also 
served  at  the  U.  S.  Naval  Hospital  at 
Bethesda.  Dr.  W.  Carl  Walsh  Jr.  has  be- 
gun the  practice  of  medicine  in  Easley  in 
partnership  with  Dr.  Dexter  B.  Rogers. 
He  was  graduated  from  the  Medical  Col- 
lege of  South  Carolina  and  served  his  in- 
ternship at  Greenville  General  Hospital. 

I)r.  R.  T.  Whitehead  has  been  elected 
president  of  the  medical  staff  of  the  Lower 
Florence  County  Hospital.  Dr.  William  C. 
Marett  has  been  named  chief  of  cancer 
and  heart  disease  control  at  the  S.  C. 
Board  of  Health.  He  is  a graduate  of  The 
Citadel  and  the  Medical  College  of  South 
Carolina.  Dr.  John  R.  Paul  Jr.  has  been 
appointed  director  of  the  Vince  Moseley 
Diagnostic  and  Evaluation  Clinic,  a di- 
vision of  the  S.  C.  Retarded  Children’s 
Habilitation  Center  in  Charleston.  He  has 
replaced  Dr.  Allan  D.  Lieberman  who  has 
been  named  director  of  clinical  services 
at  the  Summerville  Habilitation  Center. 
A native  of  Seneca,  Dr.  Michael  Anthony 
Sisk,  has  been  awarded  a residency  fellow- 
ship in  pediatrics  by  Wyeth  Laboratories. 
Dr.  Sisk  is  serving  his  first  year  of  resi- 
dency at  the  N.  C.  Baptist  Hospital, 
Winston-Salem. 

Dr.  James  R.  Young  of  Anderson,  who 
was  one  of  the  founders  of  the  American 


Cancer  Society’s  state  organization  in 
South  Carolina,  was  elected  president 
emeritus  of  the  S.  C.  Division  at  a recent 
meeting  of  its  board  of  directors.  Dr.  Wil- 
liam E.  Jett  has  joined  the  physician’s 
service  for  the  emergency  room  at  Green- 
ville General  Hospital.  Dr.  Jett  was  grad- 
uated from  the  Medical  College  of  South 
Carolina  and  has  lived  in  Greenville  for 
10  years,  where  he  has  engaged  in  gen- 
eral practice  with  offices  in  San  Souci. 
Dr.  Joel  W.  Wyman,  president  of  SCMA, 
was  guest  speaer  at  a meeting  of  the  ex- 
ecutive board  of  the  Woman’s  Auxiliary 
in  September.  Dr.  John  Jackson  has  joined 
the  practice  of  internal  medicine  in  as- 
sociation with  Drs.  William  R.  Craig, 
C.  W.  Harper,  H.  G.  Howe  Jr.  and  J.  K. 
Dixon  at  24  Vardry  Street,  Greenville.  He 
is  a graduate  of  the  Medical  College  of 
South  Carolina.  Dr.  William  B.  Stocking 
has  opened  an  office  at  7722  N.  King’s 
Highway,  Myrtle  Beach,  for  the  practice 
of  general  medicine. 

Dr.  Charles  W.  Simmons  has  announced 
the  opening  of  his  office  at  126V»>  Rut- 
ledge Avenue,  Charleston  for  the  practice 
of  internal  medicine.  Dr.  George  P.  Graf, 
specialist  in  internal  medicine,  has  been 
named  resident  physician  and  medical  di- 
rector of  the  hospital  at  Bob  Jones  Uni- 
versity. He  received  his  medical  degrees 
from  the  University  of  Wisconsin  and  has 
spent  three  years  on  a fellowship  in  in- 
ternal medicine  at  the  Mayo  Clinic.  S.  C. 
Board  of  Health  has  announced  the  ap- 
pointment of  Dr.  J.  E.  Padgett  of  Ridge- 
land  as  assistant  director  of  the  Personal 
Health  Service  Bureau.  He  joined  the 
bureau  after  private  practice  in  Aiken. 

Dr.  John  S.  Floyd  III  has  opened  his 
office  at  Medical  Arts  Building,  65  Gads- 
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den  St.,  Charleston,  for  the  practice  of 
obstetrics  and  gynecology.  I)r.  Lee  J. 
Knight  has  opened  his  office  in  the  Gil- 
bert Building,  3962  Rivers  Avenue,  Char- 
leston Heights,  for  the  practice  of  pedia- 
trics. Dr.  Henry  C.  Heins  Jr.  and  Dr. 
Thomas  G.  Herbert  Jr.  have  announced 
the  association  of  Dr.  Wilson  B.  Rumble 
for  the  practice  of  obstetrics  and  gyne- 
cology at  59  Bee  Street,  Charleston.  Dr. 


Arno  R.  Hohn  of  Charleston  has  been 
elected  the  first  president  of  the  South- 
eastern Society  of  Pediatric  Cardiology. 
Dr.  Forde  Mclver  of  Charleston,  will  en- 
ter the  private  practice  of  pathology  in 
Charleston  in  January  1.  Dr.  G.  Lynn  Der- 
rick of  Columbia  will  serve  a two-month 
voluntary  tour  aboard  the  hospital  ship 
S.  S.  Hope  in  Colombo,  Ceylon.  Dr.  Der- 
ric  is  a specialist  in  ophthalmology. 


MEETINGS 


The  Southern  Medical  Association  will 
hold  its  62nd  annual  meeting  in  New 
Orleans  November  18-21. 

For  more  information  write : Southern 
Medical  Association,  2601  Highland  Ave- 
nue, Birmingham,  Ala.  35205. 


The  Third  Annual  Radiotherapy  Sym- 
posium of  the  University  of  Miami  School 
of  Medicine  will  be  held  January  23-25, 
1969,  at  the  Sheraton-Four  Ambassadors 
Hotel,  Miami,  Florida.  This  postgraduate 
seminar  will  be  co-sponsored  by  Dr.  Vic- 
tor Politano,  Professor  and  Chief  of  the 
Division  of  Urology.  Basic  theme  will  be 
diagnosis  and  management  of  genitour- 
inary tumors,  including  pediatric  GU 
tumors.  Included  in  the  subjects  to  be 
covered  are  1)  carcinoma  of  the  kidney, 
2)  advances  in  treatment  of  the  urinary 
bladder,  3)  consideration  of  preoperative 
irradiation  of  cancer  of  the  prostate,  and 
4)  management  of  GU  tumors  in  infants. 

For  additional  information  write  to 
Mario  Vuksanovic,  M.D.,  Director,  Radia- 
tion Therapy  Division,  Jackson  Memorial 
Hospital,  1700  N.  W.  10th  Avenue,  Miami, 
Florida  33136. 


The  American  Heart  Association’s  41st 
Scientific  Sessions  will  be  held  November 
21-24  in  the  Americana  Hotel,  Bal  Har- 
bour, Florida. 

The  Association’s  Annual  Meeting  will 
follow  the  Scientific  Sessions  and  is  sched- 
uled for  November  24-26.  For  more  in- 
formation, write:  the  American  Heart  As- 


sociation, 44  East  23  Street,  New  York, 
N.  Y.  10010. 


Specialists  in  internal  medicine  in  North 
Carolina  will  hold  a scientific  meeting  in 
Greensboro,  N.  C.,  Dec.  5-7,  under  the 
auspices  of  the  American  College  of  Phy- 
sicians (ACP). 

Special  guest  at  the  meeting  will  be  H. 
Marvin  Pollard,  M.D.,  Ann  Arbor,  Mich., 
ACP  President.  Dr.  Pollard  is  Professor 
of  Internal  Medicine  at  the  University  of 
Michigan  Medical  School  and  Head  of  the 
Section  of  Gastroenterology  at  the  Uni- 
versity of  Michigan  Medical  Center.  Also 
attending  will  be  Edward  C.  Rosenow,  Jr., 
M.D.,  Philadelphia,  Pa.,  Executive  Direc- 
tor of  the  College. 

The  meeting  is  under  the  general  direc- 
tion of  Joseph  B.  Stevens,  M.D.,  Greens- 
boro, N.  C.  ACP  Governor  for  North  Caro- 
lina and  Chief  of  Neurology  at  Wesley 
Long  Community  Hospital. 


The  Seventh  District  Medical  Associa- 
tion met  September  19  at  Goat  Island 
Restaurant,  south  of  Manning,  S.  C. 

Doctors  from  the  five  counties  in  the 
district  attended  as  well  as  20  others  from 
Charleston  and  Columbia. 

Newly  elected  officers  include  Dr.  Her- 
man Deny,  president;  Dr.  Marion  Davis, 
secretary ; and  Drs.  C.  E.  Coker  Jr.,  Lee 
Morrison,  Leon  Hunt,  Jack  Rowe  and 
Howard  Poston,  vice  presidents. 

The  association  will  meet  next  Septem- 
ber with  the  Lee  County  Medical  Society 
as  host. 
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Medical  College  of  South  Carolina 


Two  new  schools  and  vastly  expanded 
numbers  of  students  in  the  health  profes- 
sional schools  and  allied  health  sciences 
are  the  goals  contained  in  a Master  Plan 
for  Expansion  released  by  the  Medical 
College  of  South  Carolina. 

Dr.  William  M.  McCord,  president  of  the 
Medical  College  of  South  Carolina  said, 
“The  need  for  more  health  scientists  in 
South  Carolina  is  acute.  We  see  the  solu- 
tion of  this  problem  as  one  of  our  primary 
responsibilities  as  the  state’s  major  health 
educational  institution.” 

Dr.  McCord  said,  “Our  Planning  Com- 
mittee has  reached  into  the  faculties  of 
all  six  of  our  existing  schools  and  coordi- 
nated into  a logical,  comprehensive  Mas- 
ter Plan  the  best  thinking  of  all  of  our 
health  educators.” 

The  plan  calls  for  doubling  the  size  of 
the  student  bodies  of  the  schools  of  Medi- 
cine, Dentistry,  and  Pharmacy.  The  stu- 
dent body  at  the  School  of  Nursing  would 
triple  to  150  in  the  entering  class.  The 
School  of  Graduate  Studies  would  also 
triple  its  student  body,  and  the  School  of 
Allied  Health  Sciences  would  increase  its 
number  eight-fold.  Medicine  would  have 
160  in  the  entering  class,  Dentistry  75, 
and  Pharmacy  70  if  the  present  school 
remains  in  operation  at  the  University  of 
South  Carolina. 

Internships  and  residencies  in  the  medi- 
cal and  dental  specialties  would  triple  in 
number  to  335  such  postgraduate  medical 
study  positions. 

The  two  new  schools  proposed  are  a 
School  of  Public  Health  and  Veterinary 
Medicine.  Dr.  McCord  said,  “The  sophis- 
tication of  community  health  practice,  not 


only  in  medicine  but  also  in  related  fields 
during  recent  years,  has  placed  an  ex- 
treme demand  upon  existing  schools  of 
public  health.  The  need,  therefore,  for 
such  a school  at  the  Medical  College  of 
South  Carolina  can  be  supported.  Only 
two  such  schools  now  exist  in  the  south- 
eastern United  States.”  It  is  planned  for 
this  school  to  start  in  1975  with  twenty 
students  in  the  entering  class  and  build- 
ing to  a total  enrollment  of  100  students 
by  1980. 

The  School  of  Veterinary  Medicine  is 
slated  to  begin  in  1973  with  40  freshmen 
students,  expanding  to  a total  enrollment 
of  240  students  by  1980. 

The  total  enrollment  at  the  Medical  Col- 
lege of  South  Carolina  is  anticipated  to 
reach  3,350  by  1980. 

Total  additional  square  footage  required 
for  all  programs  is  1,485,360  by  1980.  At 
current  construction  prices  this  will  mean 
an  investment  of  $59,414,400.  These  fig- 
ures do  not  include  two  500  car,  high-rise 
parking  buildings,  which  would  cost  an 
estimated  2.5  million  dollars. 

“We  anticipate  that  future  needs  for 
dormitory  space  can  be  provided  by  pri- 
vate investors  under  contract  with  the 
Medical  College,”  Dr.  McCord  said. 

Some  of  the  physicial  plant  facilities 
called  for  are  a new  clinical  care  building, 
150,000  square  feet;  research  and  grad- 
uate teaching  area  for  basic  scientists, 
graduate  school  administration,  and  vi- 
varium, 150,000  square  feet;  School  of 
Dentistry  research  and  graduate  training 
in  the  dental  specialties,  57,000  square 
feet;  a 200-bed  childrens’  hospital  annex 
with  an  additional  25  beds  in  pediatric 
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psychiatry,  150,000  square  feet;  new 
nursing  school  teaching  areas  including  a 
Master’s  Degree  program,  57,000  square 
feet;  and  a new  School  of  Pharmacy, 
which  will  include  Master’s  and  Doctor 
of  Philosophy  degree  programs,  49,000 
square  feet. 

Allied  Health  Sciences  instructional  and 
laboratory  space  will  be  expanded 
throughout  the  system. 

A 40,000  square  foot  continuing  educa- 
tion center  also  is  planned. 

The  School  of  Public  Health  will  re- 
quire 75,000  square  feet  of  teaching  and 
administrative  space. 

The  proposed  School  of  Veterinary 
Medicine  will  occupy  235,000  square  feet 
for  teaching  and  laboratory  space  on  and 
off  the  main  Medical  College  campus. 
Some  one  hundred  acres  of  land  will  be 
acquired  to  house  small  and  large  animal 
facilities  plus  a small  dormitory  for  stu- 
dents and  staff. 

“Faculty  expansion  will  be  extensive 
in  all  schools  in  order  to  maintain  an  ac- 
ceptable faculty — student  ratio,”  Dr.  Mc- 
Cord explained. 

“We  can,”  continued  Dr.  McCord,  “with 
this  plan,  which  is  under  continuing  study 
and  development,  expect  to  obtain  con- 
siderable private  and  federal  support  for 
these  valuable  and  necessary  programs 
and  projects  if  we  get  adequate  support 
from  the  General  Assembly  of  South  Caro- 
lina. I am  confident  this  support  will  be 
forthcoming  as  needed  in  view  of  the 
excellent  support  we  have  been  receiving 
from  those  in  the  General  Assembly.” 


The  Medical  College  of  South  Carolina 
is  offering  a course  for  biomedical  engi- 
neers covering  anatomy,  physiology,  and 
the  problems  of  patient  care. 

For  several  years,  medically  oriented 
companies  have  shown  great  interest  in 
such  a program,  and  after  much  investiga- 
tion, the  Department  of  Surgery  decided 
to  offer  one  July  5- Aug.  2,  1968. 

Under  the  direction  of  Dr.  Curtis  P. 
Artz,  Chairman  of  the  Dept,  of  Surgery, 


and  Thomas  S.  Hargest,  Director  of  Engi- 
neering, the  course  offered  the  engineers 
a unique  opportunity  to  observe  firsthand 
hospital  procedures  and  operations.  The 
program  included  the  following:  physi- 
ology and  anatomy  lectures;  observation 
and  limited  participation  in  operating  and 
emergency  rooms,  intensive  and  cardiac 
care  units,  and  central  supply ; training 
and  service  in  general,  orthopedic  and 
neurosurgery  wards  and  internal  and 
physical  medicine  wards.  Seminars  con- 
cerning technical  problems  of  their  spe- 
cialties were  conducted  by  members  of 
the  faculty. 

According  to  Dr.  Artz,  Hargest,  and  the 
engineers,  the  real  benefit  to  be  realized 
from  such  a course  is  the  development  of 
new  products  brought  about  by  a better 
understanding  of  hospital  problems  and 
procedures.  Judging  from  student  re- 
sponse, the  program  has  been  a successful 
one  which  the  Medical  College  hopes  to 
continue  on  an  annual  basis. 

Dr.  Louis  P.  Jervey  has  resigned  as  as- 
sociate Dean  and  Chairman  of  the  Ad- 
missions Committee  at  the  Medical  Col- 
lege and  will  devote  his  entire  time  to  his 
position  as  Associate  Professor  of  Medi- 
cine. 

Dr.  C.  Capers  Smith,  assistant  profes- 
sor of  neurology  at  the  Medical  College  of 
South  Carolina,  has  been  named  director 
of  the  department  of  neurology  at 
Broughton  Hospital  in  Morganton,  N.  C. 

He  will  also  be  a consultant  neurologist 
for  the  Western  North  Carolina  Region 
for  mental  health  and  will  help  organize 
a foundation  to  aid  in  the  understanding 
of  and  help  for  epileptics. 

Dr.  Smith  was  first  associated  with  the 
Medical  College  as  an  instructor  in  medi- 
cine in  1946.  He  took  a leave  of  absence 
from  1954-57  to  take  his  residency  in  neu- 
rology at  the  University  of  North  Carolina 
Medical  School  and  to  study  in  London, 
England. 

On  his  return  to  the  Medical  College, 
he  served  as  an  associate  in  neurology  un- 
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til  1959  when  he  became  an  assistant  pro- 
fessor. 

He  has  also  been  director  of  the  seizure 
clinic  at  the  Medical  College  since  1957. 

He  is  a graduate  of  the  College  of 
Charleston  and  the  Medical  College.  He 
served  as  a battalion  surgeon  with  the 
rank  of  major  from  1942-45  and  entered 


private  practice  with  his  father,  Dr.  W. 
Atmar  Smith,  in  1946. 

He  was  one  of  the  founders  of  the  S.  C. 
Epilepsy  Foundation  whose  purpose  is  to 
educate  the  public  about  what  epilepsy  is 
and  teach  them  to  accept  the  epileptic  as 
a responsible  member  of  society. 


THE  MONTH  IN  WASHINGTON 

Medicaid  Muddle 


The  American  Medical  Association  pro- 
tested strongly  against  proposed  new 
medicaid  regulations  affecting  payments 
to  physicians  and  utilization  review. 

The  proposed  regulation  on  physicians’ 
reasonable  charges  was  described  as  an 
anomaly  in  a protest  to  the  Department 
of  Health,  Education  and  Welfare. 

In  the  protest  filed  with  the  Depart- 
ment of  Health,  Education  and  Welfare, 
the  AMA  termed  the  proposed  regulation 
on  physicians’  “reasonable”  charges  as  an 
anomaly  because  it  is  based  on  payments 
received  with  no  consideration  given  to 
the  usual  and  customary  fee. 

Since  medicare  payments  made  by  the 
government  are  80  per  cent  of  the  reason- 
able charge,  this  amount  could  become 
the  maximum  of  every  charge  under 
medicare,  the  AMA  said.  Or,  were  phy- 
sicians to  receive  less  than  full  payment 
and  write  off  losses,  the  reduced  pay- 
ments could  become  the  basis  for  the 
reasonable  charge  under  medicaid. 

The  new  regulation  on  utilization  review 
would  require  a state  medicaid  plan  to  pro- 
vide for  utilization  review  of  each  item  of 
service,  including  a physician’s  in  his  of- 
fice or  the  patient’s  home.  The  AMA  said 
it  could  lead  to  a set  of  national  standards 
with  authorized  treatment  for  each  medi- 
cal condition  limited  in  a manner  set  by 
regulation. 

The  AMA  said  it  is  not  opposed  to  a 
“claims  review”  process  similar  to  that 
now  in  operation  in  many  areas  or  as  con- 
ducted under  medicare.  Nor,  the  AMA 
added,  did  it  find  fault  with  inquiring  in- 
to a physician’s  conduct  where  fraud  is 


alleged,  or  where  it  appears  on  the  basis 
of  medicare  claims  submitted,  that  there 
is  reasonable  ground  for  further  investi- 
gation of  a possible  fraud. 

In  another  development,  the  Advisory 
Commission  in  Intergovernmental  Rela- 
tions supported  a medicaid  goal  of  com- 
prehensive health  care  for  the  needy 
and  medically  needy  by  1975,  but  proposed 
changes  in  financing  and  operation  of  the 
federal-state  program. 

The  report  was  directed  particularly  to 
“the  virtually  unmanageable  fiscal  burden 
imposed  on  state  and  local  governments 
by  the  program.”  It  urged  that  considera- 
tion be  given  to  “broadening  medicaid’s 
financial  base  through  increased  involve- 
ment of  the  private  sector  through  an  em- 
ployer-employee contributory  health  in- 
surance system.”  If  congress  approved 
this  proposal,  it  would  be  a giant  step 
toward  national  compulsory  government 
health  insurance. 

The  commission  rejected  proposals  to 
limit  federal  sharing  in  medicare  and  to 
establish  national  eligibility  standards  for 
beneficiaries. 

The  report  was  made  public  soon  after 
the  Senate  voted  a $500  million  cutback 
in  medicaid  funds  and  when  some  states 
already  were  trimming  their  medicaid 
programs  because  of  a financial  pinch. 

The  commission  recommended  that  the 
states  “move  vigorously  to  experiment 
with  methods  of  increasing  the  efficiency 
and  economy  of  health  services  under  the 
medicaid  program,”  including:  (1)  Reim- 
bursing hospitals  contingent  on  their  op- 
erating under  an  acceptable  standard  of 
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management  efficiency,  (2)  expanding 
prior  authorization  for  elective  surgical 
procedures,  (3)  payment  for  physicians’ 
services  on  a basis  other  than  usual  and 
customary  charges,  (4)  use  of  co-pay- 
ments for  the  purchase  of  specified  health 
care  services,  and  (5)  improved  techni- 
ques of  utilization  review. 

The  26-member  Commission  is  a bipar- 
tisan body  established  by  federal  law  in 
1959  to  maintain  continuing  review  of 
the  relations  among  federal,  state  and 
local  governments.  Its  membership  con- 
sist of  governors,  mayors,  county  offi- 
cials, state  legislators,  and  representa- 
tives of  both  houses  of  Congress,  the  fed- 
eral executive  branch,  and  the  general 
public.  The  chairman  is  Farris  Bryant, 
former  governor  of  Florida. 

* * * 

Congress  approved  a two-year  exten- 
sion of  the  regional  medical  programs  and 
a one-year  extension  of  the  Hill-Burton 
program  of  federal  aid  for  construction  of 
hospitals  and  other  health  care  facilities. 

The  legislation  authorizes  appropria- 
tion of  $65  million  in  this  fiscal  year,  end- 
ing next  June  30,  and  $120  million  for  the 
next  year  for  the  regional  medical  pro- 
grams. The  Senate  had  voted  a three-year 
extension  but  it  was  dropped  in  a House- 
Senate  conference  which  worked  out  the 
compromise. 

House  conferees,  however,  emphasized 
that  “this  program,  although  a new  es- 
tablished one,  has  already  proved  its 
value  and  should  be  considered  as  a 
permanent  program.”  They  said  they  ac- 
cepted the  two-year  extension  to  give  the 
next  congress  an  opportunity  to  review 
the  program. 

The  Hill-Burton  program  was  author- 
ized $195  million  for  hospitals  and  $100 
million  for  other  health  care  facilities. 
The  conferees  abandoned  Senate  provis- 
ions for  a new  three-year  program  of 
federal  loans  of  $200  million  a year  for 
hospital  modernization  and  a guaranteed 
loan  program  of  the  same  amount  with 
a federal  subsidy  of  interest.  These  pro- 


visions also  were  left  for  further  con- 
sideration by  the  next  Congress. 

A total  of  $40  million  was  authorized 
for  two  years  for  construction  and  staf- 
fing of  rehabilitation  facilities  for  nar- 
cotics addicts  and  alcoholics.  As  a declara- 
tion of  Congress,  the  measure  states: 

“Alcoholism  is  a major  health  and  so- 
cial problem  afflicting  a significant  pro- 
portion of  the  public  and  much  more  needs 
to  be  done  by  public  and  private  agencies 
to  develop  effective  prevention  and  con- 
trol.” 

The  program  of  grants  for  family 
health  service  clinics  for  migratory  agri- 
cultural workers  was  extended  for  two 
years  with  $9  million  authorized  for  the 
current  fiscal  year  and  $15  million  for 
the  next  year. 

* * * 

The  Committee  on  Emergency  Medical 
Services  of  the  National  Research  Coun- 
cil has  recommended  establishment  of  a 
nationwide  program  for  the  training  of 
ambulance  personnel. 

The  committee  proposed  guidelines  for 
such  training,  stating  that  there  is  at 
present  “no  uniformity  in  the  course  of 
instruction  and  ...  no  generally  accepted 
standards  of  proficiency  to  be  used  by 
those  empowered  to  certify  ambulance 
personnel.” 

The  committee’s  recommended  guide- 
lines cover:  either  the  standard  or  ad- 
vanced first  aid  courses  of  the  American 
National  Red  Cross  as  a prerequisite,  the 
operation  of  emergency  vehicles,  safety 
precautions  at  the  accident  scene,  priori- 
ties of  care,  records,  the  use  of  communi- 
cation systems,  the  use  of  equipment  and 
supplies,  medicolegal  problems,  and  rescue 
procedures. 

The  levels  of  proficiency  designed  to 
result  from  the  course  proposed  in  the 
report  are  attainable  in  most  areas  of 
the  country  within  a reasonable  time, 
the  committee  said.  However,  to  realize 
the  greatest  life-saving  potential,  the 
ambulance  attendant  of  the  future  should 
be  trained  to  the  same  level  as  lay  as- 
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sistants  in  emergency  departments  or 
medical  corpsmen  in  combat  areas;  and, 
ideally  he  should  be  qualified  to  carry  out, 
either  independently  or  through  voice 
communication  with  a physician,  such 
procedures  as  tracheostomy,  defibrilla- 
tion, and  mechanical  external  cardiac  com- 
pression, the  committee  said. 

To  attain  these  goals,  the  committee 
said,  accredited  hospital  training  pro- 
grams must  be  established  that  will  pro- 
duce professional  ambulance  attendants 
and  emergency  department  assistants  of 
the  caliber  of  certified  x-ray,  laboratory, 
physical  therapy,  and  other  accredited 

Down’s  Syndrome  Registry 
Established  at  Summerville  Center 

The  first  state-wide  registry  of  Down’s 
Syndrome  (Mongoloid)  babies  has  been 
established  at  the  South  Carolina  Re- 
tarded Children’s  Habilitation  Center  in 
Summerville,  (Ladson,  S.  C.)  Dr.  Allan 
D.  Lieberman,  Clinical  Services  Director 
of  the  Center,  has  announced. 

An  attempt  has  been  made  to  contact 
all  physicians  in  the  state  who  care  for 
infants  and  children  to  request  their  co- 
operation in  voluntarily  reporting  the 
birth  of  babies  with  Down’s  Syndrome  to 
the  Center.  The  purpose  of  the  registry 
is  to  identify  all  such  babies  for  statisti- 
cal and  research  purposes,  and  to  enable 
the  Center  to  provide  counselling  for 
parents,  who  are  always  in  need  of  advice 
on  the  care  and  management  of  such 
babies. 

Down’s  Syndrome,  commonly  known  as 
Mongolism,  is  a chromosomal  abnormality 
occuring  in  about  1 in  every  600  babies 
born.  It  is  estimated  that  about  80  such 
babies  will  be  born  in  South  Carolina  this 
year.  The  syndrome  is  characterized  by 
marked  floppiness,  mental  retardation  and 
a characteristic  facial  appearance. 

According  to  Dr.  Lieberman,  our  great- 
est hope  in  combating  this  type  of  mental 
retardation  lies  in  research  into  its  causes 
and  the  means  of  preventing  it.  The  first 
step  in  such  research  is  the  identification 
and  registration  of  all  such  babies. 


medical  technicians. 

The  ambulance  attendant,  it  added, 
must  be  fully  engaged  in  emergency  care 
in  an  established  career  pattern  that  pro- 
vides attractive  compensation,  prestige, 
and  recognition  deserving  of  his  services 
as  a member  of  the  emergency  care  team. 
Where  the  needs  for  ambulance  services 
are  low  so  that  he  is  not  fully  occupied, 
such  as  in  small  communities,  he  should 
be  an  employee  of  a hospital,  where  he 
can  maintain  his  interest  and  proficiency 
as  an  assistant  in  the  emergency  depart- 
ment, intensive-care  unit,  or  operating 
room  the  committee  said. 

New  Members 

Dr.  William  N.  Adams-Smith 
Med.  College  of  S.  C. 

Charleston 

Dr.  Jesse  J.  Floyd 
2757  Laurel  St. 

Columbia 

Dr.  William  A.  Hammill 
385  Serpentine  Dr. 

Spartanburg 

Dr.  Cecil  F.  Jacobs 
334  Calhoun  St. 

Charleston 

Dr.  Ronald  V.  Lanford 
1704  Skylyn  Dr. 

Spartanburg 

Dr.  Norman  S.  Walsh 
126 1/2  Rutledge  Ave. 

Charleston 


The  Orangeburg  County  Mental  Health 
Clinic,  with  a part-time  consulting  psy- 
chiatrist and  a full-time  psychatric  social 
worker,  has  begun  operations  in  offices 
in  the  Way  Office  Building  at  304  St.  John 
St.,  S.  E. 

With  William  L.  Belvin  Jr.  as  the  full 
time  psychiatric  social  worker  and  Dr. 
Arthur  Africano  as  the  consulting  psy- 
chiatrist, the  clinic  will  provide  three 
services  that  mental  health  workers  have 
long  felt  were  badly  needed. 
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THE  SOCIAL  SECURITY  DISABILITY  PROGRAM 

IIow  Recent  Amendments  Will  Affect  The  Physician  And  His  Patients 


If  you  pay — or  if  you  have  ever  paid — 
social  security  contributions  on  your  earn- 
ings, you  and  your  family  may  be  covered 
by  the  social  security  disability  program. 

In  the  disability  program,  a worker 
under  65  may  be  eligible  for  monthly 
payments  if  he  is  disabled  because  of  a 
severe  physical  or  mental  impairment 
which  has  lasted  (or  is  expected  to  last) 
a year  or  longer.  He  must  be  unable  to 
do  not  only  his  usual  job,  but  any  work 
in  keeping  with  his  age,  education,  and  ex- 
perience. 

The  disability  program  was  improved 
by  legislation  that  became  law  early  this 
year.  As  a result  of  an  increase  in  bene- 
fits under  the  new  social  security  amend- 
ments, monthly  payments  can  amount  to 
as  much  as  $189.90  for  a disabled  worker 
and  $395.60  for  a family.  In  forthcoming 
years,  maximum  monthly  benefits  will  be 
even  higher. 

To  be  insured  for  disability  purposes,  a 
person  disabled  when  he  is  31  or  older 
needs  to  have  worked  under  social  se- 
curity for  at  least  5 of  the  10  years  pre- 
ceding the  onset  of  disability.  For 
younger  workers,  who  may  not  have  had 
the  chance  to  work  this  long,  the  work 
requirement  ranges  down  with  age  to 
as  little  as  U/2  years  of  work  credits. 

Under  the  new  amendments,  an  addi- 
tional group  of  people— disabled  widows 
(including  certain  surviving  divorced 
wives)  and  disabled  dependent  widowers 
of  insured  workers — can  become  eligible 
for  reduced  benefits  at  50  or  older,  even 
though  they  themselves  never  worked. 
The  disability  must  occur  before  or  with- 
in 7 years  after  the  spouse’s  death — or,  in 
the  case  of  a widow  caring  for  a child 


DILL  I).  BECKMAN* 


Private  practitioners  came  under  social  se- 
curity in  1965.  In  addition  to  earning  retirement 
and  survivors  protection,  they  may  also  have 
earned  disability  protection.  Work  credits  could 
have  been  accumulated  before  1965  through 
internships,  residencies,  military  service  and 
other  covered  employment.  This  article  dis- 
cusses the  disability  program,  and  how  recent 
changes  in  the  law  affect  the  physician  and  his 
patients. 


entitled  to  benefits,  within  7 years  after 
her  benefits  as  a mother  end.  Note: 
Factors  such  as  age,  education  and 
previous  work  experience  are  not  con- 
sidered in  deciding  whether  a widow  is 
disabled  (as  they  may  for  a disabled 
worker) . 

Benefits  begin  with  the  7th  full  month 
of  disability.  (A  6-month  waiting  period 
is  required  by  law.)  Payments  can  last 
as  long  as  the  disability  continues.  At  65, 
payments  to  disabled  workers  are  con- 
verted into  retirement  benefits  without 
any  change  in  amount. 

Helping  Your  Patients 

Many  physicians  routinely  advise  any 
patient  who  they  think  might  qualify  for 
disability  benefits  to  consult  his  social 
security  office.  Such  advice  can  be  a great 
service  to  the  patient.  Since  disabled 
patients  are  often  having  financial  diffi- 
culties, your  suggestion  that  they  file 
may  result  in  their  getting  urgently 
needed  funds. 

The  people  in  any  social  security  office 
can  tell  a claimant  what  the  eligibility 
requirements  are  and  can  help  him  apply 
for  benefits.  If  a person  is  unable  to  come 
to  the  office  because  he  is  homebound  or 
hospitalized,  a social  security  representa- 
tive can  arrange  to  visit  him. 

Up  to  the  present  the  most  frequent 
causes  of  disability  have  been  arterio- 


*Director,  S C.  Vocational  Rehabilitation  De- 
partment 400  Wade  Hampton  State  Office  Build- 
ing Columbia,  South  Carolina  29201. 
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sclerotic  and  hypertensive  heart  disease, 
emphysema,  schizophrenic  disorders,  pul- 
monary tuberculosis,  rheumatoid  arthritis 
and  osteoarthritis.  Currently  in  South 
Carolina  about  22,700  disabled  persons — 
plus  about  19,731  dependents — receive 
about  $2,851,961  a month  in  benefits  un- 
der the  social  security  disability  program. 

Reporting  Data 

When  a patient  applies  for  disability 
benefits,  he  is  expected  to  furnish  re- 
ports from  his  treatment  sources  for  use 
in  evaluating  his  claim  for  disability  bene- 
fits. 

Disability  decisions  under  the  social 
security  program  are  made  by  an  evalua- 
tion team  consisting  of  a physician  and 
a lay  disability  evaluation  specialist.  The 
team  works  in  an  agency  of  the  State  in 
which  the  applicant  lives — in  South  Caro- 
lina, at  the  Vocational  Rehabilitation  De- 
partment. 

Typically,  the  evaluating  physician  is 
a private  practitioner  serving  the  agency 
on  a part-time  basis.  He  reviews  the  re- 
ports from  physicians  and  hospitals  and, 
in  conjunction  with  the  non-medical  mem- 
ber of  the  team,  decides  whether  the  ap- 
plicant’s impairment  is  disabling  under 
the  law.  The  evaluating  physician  neither 
sees  nor  examines  the  patient.  He  de- 
pends entirely  on  the  evidence  reported 
by  you  and  others  who  have  examined  or 
treated  the  applicant. 

Experience  has  shown  that  the  extent 
of  a patient’s  disability  can  be  determined 
largely  on  evidence  from  his  own  physi- 
cian’s records.  By  giving  a detailed  report 
of  objective  data  in  your  files,  you  can 
help  speed  the  decision  on  your  patient’s 
claim.  On  the  other  hand,  long  delays  can 
result  if  the  physician  responsible  for 
evaluating  the  evidence  must  write  back 
to  you  or  seek  from  other  sources  medical 
information  about  symptoms,  signs  and 
laboratory  findings  that  you  may  already 
have  in  your  files. 

To  be  most  helpful,  report  the  same 
information  that  you  would  send  any  col- 
league to  give  him  a complete  medical 


picture  of  the  patient.  This  report  should 
contain  not  only  a diagnosis,  but  also  a 
complete  history,  results  of  physical  ex- 
amination and  relevant  diagnostic  tests. 

You  may  wish  to  save  time  in  preparing 
the  report  by  enclosing  photocopies  of 
pertinent  portions  of  the  patient’s  chart, 
including  laboratory  reports,  electro- 
cardiograms, x-ray  films  and  the  like. 
Originals  are  welcome  and  will  be 
promptly  returned  if  requested.  Under 
the  law,  your  patient — not  the  Govern- 
ment— is  responsible  for  providing  the 
initial  medical  evidence  in  support  of  his 
claim. 

Sometimes  more  medical  evidence  is 
needed  for  an  evaluation  than  is  available 
in  the  patient’s  chart.  In  this  situation, 
the  physician  evaluating  the  claim  may 
ask  you  to  perform  the  needed  tests  and 
examinations  at  Government  expense,  or 
he  may  find  it  necessary  to  refer  the  pa- 
tient for  an  independent  consultative  ex- 
amination, also  at  Government  expense. 
When  the  latter  is  done,  the  consultant’s 
report  can  be  sent  to  you  if  you  wish. 

“Childhood  Disability” 

In  addition  to  covering  disabled  work- 
ers and  disabled  widows,  the  social  se- 
curity program  has  a provision  for 
“childhood  disability”  benefits — a some- 
what anomalous  title  since  these  benefits 
are  paid  after  the  person  reaches  18.  Or- 
dinarily, children  cannot  get  social  se- 
curity benefits  as  dependents  after  reach- 
ing 18  unless  they  are  full-time  students, 
and  then  only  until  they  reach  22.  But 
under  the  childhood  disability  provisions, 
a person  continuously  disabled  since  be- 
fore reaching  18  can  be  eligible  for  bene- 
fits after  he  reaches  18. 

Childhood  disability  benefits  are  pay- 
able when  the  beneficiary’s  parent  covered 
under  social  security  dies  or  becomes  en- 
titled to  retirement  or  disability  benefits. 
Benefits  can  continue  as  long  as  the 
“child”  lives  if  he  remains  disabled.  He 
need  not  himself  have  worked  under  so- 
cial security. 

Since  1957  the  childhood  disability  pro- 
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gram  has  awarded  monthly  benefits  to 
nearly  300,000  persons  too  handicapped 
to  be  self-supporting.  Over  65  per  cent  of 
beneficiaries  under  this  program  suffer 
from  some  form  of  mental  deficiency. 
Other  prevalent  conditions  of  benefici- 
aries under  the  program  include  cere- 
bral palsy,  schizophrenic  disorders  and 
epilepsy. 

Motivating  Rehabilitation 

In  addition  to  paying  cash  benefits,  one 
of  the  main  goals  of  the  disability  pro- 
gram is  to  help  restore  as  many  appli- 
cants as  possible  to  gainful  work.  At 
the  time  your  patient’s  claim  is  being 
evaluated,  he  is  also  being  considered  for 
possible  services  by  South  Carolina  De- 
partment of  Vocational  Rehabilitation. 
Such  services — which  include  medical  re- 
habilitation, counseling,  teaching  of  new 
employment  skills,  training  in  the  use  of 
prostheses  and  job  placement — are  us- 
ually financed  from  State-Federal  appro- 
priations. 

Additional  resources  are  also  provided 
through  social  security  trust  funds  to 
pay  the  costs  of  rehabilitating  certain  dis- 
ability beneficiaries.  This  should  save  so- 
cial security  money  because  in  the  long 


run  the  cost  of  rehabilitating  beneficiaries 
is  less  than  the  expense  of  paying  them 
benefits. 

As  the  patient’s  physician,  you  are  in 
a good  position  to  reinforce  his  interest 
in  returning  to  productive  work,  if  this 
is  feasible.  Incorporated  in  the  social 
security  disability  program  are  several 
incentives  for  rehabilitation  that  doctors 
often  cite  to  help  motivate  patients. 

For  instance,  a worker  on  the  dis- 
ability rolls  who  returns  to  work  despite 
a severe  impairment  may  continue  to  get 
monthly  benefits  for  as  long  as  a year 
while  he  tries  to  re-establish  himself  as 
self-supporting.  If  at  the  end  of  this 
period  he  shows  himself  able  to  work, 
benefits  stop.  Benefits  continue,  however, 
if  his  attempt  is  unsuccessful.  This  helps 
overcome  the  anxiety  of  a beneficiary  who 
fears  all  income  will  be  cut  off  if  he  fails 
in  his  attempt  to  work. 

As  a further  incentive,  former  bene- 
ficiaries who  have  recovered  or  returned 
to  work  get  special  consideration  should 
they  again  become  disabled.  If  disability 
recurs  within  5 years  (7  years  for 
widows),  they  need  not  go  through 
another  6-month  waiting  period  before 
benefits  resume. 


SOCIAL  SECURITY  DISABILITY  PROVISIONS  AT  A GLANCE 

Benefits  go  to  disabled  workers  under  65  and  their  dependents. 

A disabled  worker  needs  credit  for  a certain  amount  of  work  under  social  security.  If 
he  is  disabled  before  age  31,  he  can  now  be  eligible  for  benefits  with  credit  for  fewer  years 
of  work  than  before. 

Widows  and  dependent  widowers  who  are  50  or  older  can  receive  reduced  benefits  based  on 
disability,  if  the  spouse  was  covered  under  social  security. 

Persons  handicapped  continuously  since  before  18  may  get  benefits  under  the  “childhood 
disability”  provisions  when  a parent  covered  under  social  security  dies  or  becomes  en- 
titled to  retirement  or  disability  benefits. 

Benefits  are  payable  if  the  disability  has  lasted,  or  is  expected  to  last,  12  months  or  longer 
or  result  in  death. 

Benefits  generally  begin  with  the  7th  full  month  of  disability. 

Benefits  for  a worker  are  the  same  amount  that  retirement  benefits  would  be  if  he  were  65. 
All  applicants  are  considered  for  vocational  rehabilitation  services. 
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It  won’t  do  the  job. 

Neither  will  protection  which  pays  for  only 
a small  portion  of  hospital  and/or  surgical 
costs. 

Blue  Cross  and  Blue  Shield  pre-payment 
plans  are  today’s  best  answer  for  surgical 
and  hospital  protection. 


Blue  Cross -Blue  Shield 
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DEATHS 


I)r.  Ingram  Carpenter  Taylor 

Dr.  Ingram  Carpenter  Taylor,  63,  a 
retired  physician,  of  711  South  Ott  Rd. 
died  September  3 at  the  Veterans  Hos- 
pital in  Columbia. 

Dr.  Taylor  was  born  in  Milo,  Iowa.  He 
received  his  B.S.  Degree  from  the  Univer- 
sityof  Chicago,  his  M.D.  degree  from  the 
State  University  of  Iowa  College  of  Medi- 
cine, and  served  his  internship  at  Mercy 
Hospital  in  Des  Moines,  Iowa. 

He  was  a member  of  the  American  Med- 
ical Association,  Iowa  State  Medical  So- 
ciety, Fellow  Emeritus  of  American  Col- 
lege of  Chest  Physicians,  American 
Thoracic  Society  of  the  National  Tuber- 
culosis Association,  Reserve  Officers  As- 
sociation of  the  United  States,  The  Amer- 
ican Legion,  where  he  was  an  active  mem- 
ber of  the  Boy  Scout  Committee  Troop 
39,  The  Medicine  of  the  40  & 8 Voiture 
Local  No.  1025,  and  was  a member  of  the 
nurses  training  committee  and  the  Na- 
tional Association  of  Retired  Civil  Service 
Employees  Columbia  Chapter  No.  87. 

After  serving  for  10  years  at  Columbia 
Veterans  Hospital  he  retired  from  the 
Veterans  Administration. 


Dr.  Abraham  Silver 

Dr.  Abraham  Silver,  a West  Columbia 
physician,  was  found  dead  at  his  office 
September  24. 

Dr.  Silver  practiced  in  Columbia  for  a 
number  of  years,  moved  to  Florida,  and 
then  returned  to  West  Columbia  two  years 
ago. 


Dr.  Matthew  Steinberg 

Dr.  Matthew  Steinberg,  a Charleston 
physician,  was  pronounced  dead  on  arrival 
at  the  emergency  room  at  the  Baptist 
Hospital  in  Columbia  September  12. 

Dr.  and  Mrs.  Steinberg,  of  34-D  Smith 
St.,  were  returning  to  Charleston  from 
Atlanta  when  Dr.  Steinberg  became  ill. 

Dr.  Steinberg,  was  born  in  Charleston, 
Dec.  11,  1908. 


He  was  a 1928  graduate  of  the  College 
of  Charleston  and  first  honor  graduate  of 
the  Medical  College  of  South  Carolina  in 
1932. 

Dr.  Steinberg  was  a past  president  and 
member  of  the  board  of  Synagogue 
Emanu-El. 

Dr.  Steinberg  served  on  the  executive 
board  of  Baker  Hospital  and  was  on  the 
staffs  of  Roper  Hospital,  St.  Francis  Hos- 
pital and  McClennan-Banks  Hospital,  as 
well  as  Baker  Hospital. 

His  professional  memberships  included 
the  American  Medical  Association,  South 
Carolina  Medical  Association,  Medical  So- 
ciety of  South  Carolina,  Charleston 
County  Medical  Society,  American  Aca- 
demy of  General  Practice,  Southern  Med- 
ical Association,  Tri-State  Medical  Asso- 
ciate, Medico-Chi  Club,  Coastal  Medical 
Society  ,and  Widows  and  Orphans  Society. 

Dr.  Steinberg  had  been  a member  of 
the  board  of  the  Charleston  Jewish  Com- 
munity Center  since  it  was  organized  in 
1945.  He  also  served  on  the  board  of  the 
Charleston  Jewish  Welfare  Fund. 

He  was  a member  of  the  Charleston 
Jewish  Social  Service  Committee  and  vol- 
unteered his  professional  services  to  that 
group.  He  also  was  a member  of  the  He- 
brew Benevolent  Society,  organized  in 
1774  and  the  oldest  charitable  organiza- 
tion in  the  United  States. 


Prognosis  and  Treatment  of  Idiopathic  Facial 
(Bell’s)  Palsy— D.  Taverner,  F.  Kemble,  and  S.  B. 
Cohen  Brit  Med  J 4:581-583  'Dec  9)  1967. 

The  results  obtained  in  the  management  of  331 
consecutive  patients  with  idiopathic  intranuclear 
facial  (Bell’s)  palsy  of  less  than  five  days’  duration 
are  reported.  Measurement  of  the  threshold  for  an- 
odal  galvanic  stimulation  established  the  prognosis 
for  recoverable  conduction  block  with  an  accuracy  of 
over  90%.  Treatment  with  corticotropin  gel  intra- 
muscularly was  given  to  216  patients.  The  results 
in  the  whole  group  of  381  patients  show  a reduction 
in  the  overall  incidence  of  denervation  by  two  thirds, 
and  of  severe  denervation  by  90%. 
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SOUTH  CAROLINA  SILVER- 
SMITHS 1090-1860,  E.  Milby 
Burton.  Charles  E.  Tuttle 
Co.,  Rutland,  Vermont,  1968. 
$7.50. 

While  South  Carolina’s  early 
settlers  sought  in  vain  for  the 
local  silver  which  was  suppose 
to  abound,  their  descend- 
ents  imported  a considerable 
amount  and  a number  of  them 
devoted  themselves  very  suc- 
cessfully to  the  manufacture 
of  silver  objects.  With  increasing  prosperity  there 
was  much  demand  for  fine  silver  coffee  pots,  tank- 
ards, sugar  bowls,  flatware,  and  the  like.  Two  ma- 
jor wars  account  for  the  disappearance  of  much 
of  the  South  Carolina  silver. 

Present  prosperity  among  physicians  may  lead  to 
increasing  interest  in  the  acquisition  of  fine  pieces 
of  silver.  This  book  would  certainly  be  a valuable 
tool  for  the  collector.  It  is  a meticulous  piece  of 
research  on  South  Carolina  silversmiths  and  serves 
as  an  excellent  reference  work  for  anyone  interested 
in  the  subject.  Its  popularity  is  evidenced  by  the 
need  for  this  second  printing. 

J.I.W. 


THE  SIDE  OF  THE  ANGELS  by  John  Rowan  Wil- 
son, Doubleday  & Co.,  Inc.,  Garden  City.  $5.95. 
Written  by  a physician,  this  is  an  absorbing  and 
readable  novel.  Its  principal  figure  is  a scientist 
who  is  working  in  Russia,  is  entrusted  by  a col- 


league with  vital  scientific  information  which  he 
feels  should  not  be  revealed  to  his  superiors.  His 
escape  from  the  Soviet  Union  and  his  strugggle  to 
preserve  his  scientific  integrity  in  the  face  of  com- 
mercial pressures  in  America  make  a story  of 
suspense  and  power.  This  book  should  appeal  es- 
pecially to  physicians. 

J.I.W. 


End  Results  in  Cancer  of  the  Breast— M B Shimkin 
Cancer  20:1039-1043  (July)  1967 

It  is  very  difficult  to  demonstrate  improvement  in 
the  therapeutic  results  for  cancer  of  the  breast 
during  the  last  30  years.  Comparison  of  statistics 
from  different  centers  and  overall  data  suggest 
that  the  prognosis  has  remained  rather  stable  dur- 
ing this  period;  however,  this  should  not  lead  to 
an  attitude  of  therapeutic  nihilism. 

Cadaveric  Renal  Transplantation — P.  Kincaid-Smith 
et  al.  Lancet  2:59-62  (July  8)  1967. 

Twenty  of  24  patients  who  received  a cadaveric 
renal  transplant  over  the  past  two  years  have  satis- 
factory function  in  the  grafted  kidney.  None  of  the 
20  living  patients  received  more  than  one  graft. 
Stable  renal  function  has  been  maintained  in  five 
of  seven  patients  who  received  a graft  over  a year 
ago,  and  in  11  of  14  patients  who  received  a graft 
over  six  months  ago.  Patients  were  prepared  for 
grafting  by  means  of  Kiil  dialysis  according  to  the 
methods  advocated  for  long-term  hemodialysis. 
Cadaveric  renal  transplantation  at  present  seems 
to  offer  a more  practical  solution  to  the  treatment 
of  chronic  renal  failure  than  recurrent  hemodialysis. 


New  Pharmaceutical  Specialties 

by  Paul  De  Haen 


For  detailed  information  regarding  indications, 
dosage,  contraindications,  and  adverse  reactions, 
refer  to  the  manufacturer’s  package  insert  or 
brochure. 

Single  Chemicals— Drugs  not  previously  known, 
including  new  salts. 

Duplicate  Single  Products— Drugs  marketed  by 
more  than  one  manufacturer. 

Combination  Products— Drugs  consisting  of  two 
or  more  active  ingredients. 

New  Dosage  Forms — Of  a previously  introduced 
product. 

DUPLICATE  SINGLE  PRODUCTS 
DYNAPEN 

Antibiotic-Penicillin.  Rx 

Manufacturer:  Bristol  Laboratories 

Nonproprietary  Name:  Sodium  Dicloxacillin  Mono- 
hydrate 


Indications:  Infections  due  to  penicillinase-pro- 
ducing staphylococci,  streptococci,  pneumococci, 
and  also  penicillin-sensitive  staphylococci. 
Contraindications:  Hypersensitivity  to  pencillin. 
Dosage:  Adults  and  children  over  88  lbs.— 125  to 
250  mg  q6h.  Children  under  88  lbs. — 12.5  to  25  mg/ 
kg/day  in  divided  doses,  q6h. 

Supplied:  Capsules — 125  and  250  mg,  bottles  of 
24  and  100.  Powder  for  Oral  Suspension— 62.5  mg/ 
5 ml.  bottles  of  80  ml. 

MYOCON  Granucaps 
Vasodilator-Coronary.  Rx 
Manufacturer:  S.  J.  Tutag  Company 
Nonproprietary  Name:  Nitroglycerin 
Indications:  Management  of  angina  pectoris. 

Not  intended  for  immediate  relief  of  anginal  at- 
tacks. 

Contraindications:  Early  myocardial  infarction, 
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severe  anemia,  glaucoma,  increased  intracranial 
pressure. 

Dosage:  One  capsule  ql2h.,  may  be  increased  to 
q8h.  For  oral  use,  not  sublingual. 

Supplied:  Capsules,  sustained  release — 2.5  mg. 

COMBINATION  PRODUCTS 
GOURMASE 

Enzyme-Digestive.  Rx 

Manufacturer:  Rowell  Laboratories 

Composition:  Alpha-amylase  20  mg. 

Pepsin  150  mg. 

Pancreatin  525  mg. 

Ox  bile  extract  100  mg. 

Indications:  Digestive  disturbances  due  to  over- 
eating, age,  illness,  surgery,  pregnancy,  or  nervous 
indigestion. 

Contraindications:  Hypersensitivity  to  any  of  the 
ingredients. 

Dosage:  1 to  2 capsules  tid,  with  meals.  Not  for 
children  under  6 yrs. 

Supplied:  Capsules— bottles  of  100,  500,  and  1.000. 

GOURMASE-PB 

Enzyme-Digestive.  Rx 

Manufacturer:  Rowell  Laboratories 

Composition:  Alpha-amylase  20  mg. 

Pepsin  150  mg. 

Pancreatin  525  mg. 

Ox  bile  extract  100  mg. 

Phenobarbital  15  mg. 

Belladonna  15  mg. 


Indications:  Digestive  disturbances  due  to  over- 
eating, age,  illness,  surgery,  pregnancy,  or  nervous 
indigestion  associated  with  tension  and/or  pain  due 
to  gas  formation. 

Contraindications:  Acute  glaucoma,  advanced 

renal  or  hepatic  disease,  biliary  tract  obstruction, 
or  hypersensitivity  to  any  of  the  ingredients. 

Dosage:  One  capsule  with  each  meal. 

Supplied:  Capsules— bottles  of  100,  500,  and  1,000. 


NEW  DOSAGE  FORMS 
MACRODANTIN 
Antibacterial-Urinary.  Rx 

Manufacturer:  Eaton  Laboratories 

Nonproprietary  Name:  Nitrofurantoin  macro- 

crystals 

Indications:  Infections  of  the  genitourinary  tract, 
i e.  pyelonephritis,  pyelitis,  cystitis,  and  prostatitis 
due  to  susceptible  organisms,  as  shown  by  culture 
and  sensitivity  testing. 

Contraindications:  Anuria,  oliguria,  hypersensi- 
tivity to  the  drug,  pregnancy  at  term,  infants  under 
one  month  of  age,  nursing  mothers. 

Dosage:  100  mg  qid,  with  meals,  for  10-14  days. 
For  individuals  of  less  than  average  size:  5-7  rng / 
kg/24  hrs.  in  4 divided  doses,  not  to  exceed  400 
mg/day. 

Supplied:  Capsules— 50  and  100  mg,  bottles  of  30, 
100,  and  500. 


WINCHESTER 

“CAROLINAS’  HOUSE  OF  SERVICE" 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 
Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 
Phone  No.  919-272-5656 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year, 
and  invite  your  inquiries. 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921, 
and  advertised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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let’s  be  specific  about  Campbell’s  Soups... 


and  dfcti 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


Warnings:  Lomotil  should  be  used  with  caution  in 
patients  taking  barbiturates  and  with  caution,  if  not 
contraindicated,  in  patients  with  cirrhosis,  advanced 
liver  disease  or  impaired  liver  function. 
Precautions:  Lomotil  is  a Federally  exempt  narcotic 
with  theoretically  possible  addictive  potential  at 
high  dosage;  this  is  not  ordinarily  a clinical  prob- 
lem. Use  Lomotil  with  considerable  caution  in 
patients  receiving  addicting  drugs.  Recommended 
dosages  should  not  be  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children.  Should  ac- 
cidental overdosage  occur,  signs  may  include  severe 
respiratory  depression,  flushing,  lethargy  or  coma, 


hypotonic  reflexes,  nystagmus,  pinpoint  pupils,  I 
tachycardia;  continuous  observation  is  necessary. 
Adverse  Reactions : Side  effects  reported  with  | 
Lomotil  therapy  include  nausea,  sedation,  dizziness,  i 
vomiting,  pruritus,  restlessness,  abdominal  discom- 
fort, headache,  angioneurotic  edema,  giant  urticaria, 
lethargy,  anorexia,  numbness  of  the  extremities,  r 
atropine  effects,  swelling  of  the  gums,  euphoria, 
depression  and  malaise.  Respiratory  depression  and  j. 
coma  may  occur  with  overdosage.  Ji 

Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are  as  follows: 


diarrheas . . . 


• careful  supervision 

• electrolyte  replacement 

• specific  anti-infective  therapy 
and... 

LOMOTIL 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

( Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 

LOMOTIL,  in  conjunction  with  specifically  indicated  medical 
management,  may  be  lifesaving  in  children  with  severe 
diarrhea. 

Lomotil  lowers  the  excessive  intestinal  propulsion  characteristic 
of  diarrhea.  This  reduction  of  precipitate  intestinal  flow  allows  a 
normal  or  more  nearly  normal  reabsorption  of  fluid  and  electrolytes 
and  counteracts  the  dehydration  so  hazardous  to  children. 

Moreover,  eight  years’  experience  has  demonstrated  that  Lomotil 
controls  diarrhea  with  a minimum  of  unwanted  secondary  actions. 

Senra  del  Valle  and  his  associates1  conducted  a study  of  477 
children  with  diarrhea,  most  of  whom  were  hospitalized  with  the 
disorder.  Lomotil,  used  in  407  of  the  children,  shortened  the  dura- 
tion of  the  diarrhea. 

Grinszpan,  Goldstein  and  Divito-  used  Lomotil  in  20  children 
with  diarrhea  and  also  reported  a prompt  disappearance  of  diarrhea. 
Harris  and  Beveridge1  in  a double-blind  study  of  50  children  with 
diarrhea,  however,  found  no  clear  pattern  to  suggest  that  Lomotil 
influenced  the  course  of  the  condition. 

Michener,  Brown  and  Turnbull4  added  evidence  supporting  the 
beneficial  effects  of  Lomotil  in  80  children,  concluding  that  Lomotil 
was  highly  useful  in  controlling  abdominal  cramping,  diarrhea  and 
hypermotility. 


(lildren:  Total  Daily  Dosage 

-6  mo.  . . . 1/2  tsp.*  t.i.d.  (3  mg.) . j J 
>-12  mo. . . V2  tsp.  q.i.d.  (4  mg.)  jj  jj  jj  | 

j -2 y r V2  tsp.  5 times  daily  (5  mg.)  £ J j]  £ £ 

| -5 y r 1 tsp.  t.i.d.  (6  mg.)  ^ * « 

-8yr 1 tsp.  q.i.d.  (8  mg.)  1 1 & 1 

-12yr.  ...  1 tsp.  5 times  daily  (10  mg.)  | j|  j ^ 8 

I ults:  ....  2 tsp.  5 times  daily  (20  mg.)  M ««  M 

or  2 tablets  q.i.d.  ae  ee 

*1  ed  on  4 cc.  per  teaspoonful. 

.pintenance  dosage  may  be  as  low 
one-fourth  the  initial  daily  dosage. 


References: 

I.  Senra  del  Valle,  A.;  Llnfante  de  Rufinelll,  E.  B.; 

Brumetti,  E.,  and  Rossi,  R.  H.:  El  chlorhldrato  de 
difenoxilato  en  las  diarreas  Infantiles,  Sem.  Med.  (Buenos 
Aires)  127:475-484  (Oct.  4)  1965.  2.  Grinszpan,  I.  L.; 
Goldstein,  A.,  and  Divito,  J.:  El  chlorhldrato  de  difenoxilato 
en  las  diarreas  Infantiles,  Sem.  Med.  (Buenos  Aires) 
125:758-763  (Aug.  27)  1964.  3.  Harris,  M.  J.,  and  Beveridge, 

J. :  Diphenoxylate  in  the  Treatment  of  Acute  Gastro-Enterltis 
in  Children,  Med.  J.  Australia  2: 921-922  (Nov.  27)  1965. 

4.  Michener,  W.  M.;  Brown,  C.  H.,  and  Turnbull,  R.  B.,  Jr.: 
Ulcerative  Colitis  in  Children.  II.  Medical  and  Surgical 
Therapy,  Amer.  J.  Dis.  Child.  108: 236-242  (Sept.)  1964. 
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once-popular  treatment  for  back  pains 
ras  to  have  the  seventh  son  of  a seventh  son 
tand  or  walk  on  the  patient's  back. 


or  headache,  a sovereign  remedy  was 
> wear  a snakeskin  round  one’s  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 

to  pain 
relief 


Empirin’ 


Compound  with  Codeine 
phosphate  gr.  1/2  No.  3 


3ch  tablet  contains: 
cdeine  Phosphate  gr.  1/2  (Warning- 
ay  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
spirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 


ceeps  the  promise 
I pain  relief 


W.  & Co.'  narcotic  products  are 

2ss  "B",  and  as  such  are  available  on  oral 

sscription,  where  State  law  permits. 


[]&  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
T\ickahoe,  N.Y. 
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Spas 


Muscle 


in 


and  Valium  (diazepam) 


The  ability  of  Valium  to  help  relieve  skeletal  muscle  spasm— 
as  well  as  psychic  tension— demonstrates  its  clinical  value  and 
versatility. 

The  muscle-relaxant  effect  obtained  with  Valium,  used  ad- 
junctively  with  other  drugs  or  physiotherapy,  favorably 
affects  the  entire  cluster  of  spasm-related  symptoms  . . . helps 
accelerate  return  to  normal  activity. 

When  skeletal  muscle  spasm  and  psychic  tension  coexist,  the 
calming  effect  of  Valium  is  an  added  therapeutic  benefit  that 
contributes  to  the  total  management  of  the  patient. 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis,  stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  under  6 months 
of  age.  Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  ill  psychotic  patients.  Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of  standard  anticonvulsant  medication;  abrupt  with- 
drawal may  be  associated  with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  under  careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In  pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido, 

nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo,  uri- 
nary retention,  blurred  vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation,  have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Valium  (diazepam) 

2-mg,  5-mg,  10 -mg  tablets 


Roche 

LABORATORIES 

Division  of  Hoffmann -La  Roche  Inc. 
Nutley.  New  Jersey  07110 


HY-6060 


A littli 


Just  one  50  or  100  rm 
tablet  in  the  morning 
can  work  a long 
diuretic  day  in  edemc 
and  hypertension. 


t 


liygrofon  can  work  a long  day  too 

nlorthalidone 


fiat's  because  of  its  prolonged 
:tion,  which  usually  provides 
j'nooth  diuretic  activity 
roughout  the  day.  And 
le-a-day  dosage  means  few 
blets  to  take  and  few  tablets 
pay  for  in  the  long  run. 


Hygroton,  brand  of  chlorthali- 
done, may  mean  troublesome 
side  effects  for  certain  patients. 
And  you  can  t prescribe  it  in 
cases  of  demonstrated  hyper- 
sensitivity to  the  drug  or  in 
severe  renal  or  hepatic  diseases. 


Before  writing  it  for  your 
patients,  please  check  the 
Prescribing  Information.  It's 
summarized  on  the  next  page. 


Itygroton 

ilorthalidone  in  edema  and  hypertension  Geigy 


in  edema  and  hypertension 


A little  Hygrotorr  can  work  a long 

chlorthalidone 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supplements, 
which  should  be  used  only  when  ade- 
quate dietary  supplementation  is  not 
practical,  the  possibility  of  small-bowel 
lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  been 
required  frequently  and  deaths  have 
occurred.  Discontinue  enteric-coated 
potassium  supplements  immediately  if 
abdominal  pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleeding 
occur. 

Use  with  caution  in  pregnant  women 
and  nursing  mothers  since  the  drug 
may  cross  the  placental  barrier  and 
appear  in  cord  blood  and  since  thia- 
zides may  appear  in  breast  milk. The 
drug  may  result  in  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which 
have  occurred  in  the  adult.  When  used 
in  women  of  childbearingage,  balance 
benefits  of  drug  against  possible  haz- 
ards to  fetus. 


Precautions:  Antihypertensive  therapy 
with  this  drug  should  always  be  initi- 
ated cautiously  in  postsympathectomy 
patients  and  in  patients  receiving 
ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs  or 
curare.  Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one-half.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated. 

Electrolyte  imbalance,  sodium  and/or 
potassium  depletion  may  occur.  If 
potassium  depletion  should  occur  dur- 
ing therapy,  the  drug  should  be  dis- 
continued and  potassium  supplements 
given,  provided  the  patient  does  not 
have  marked  oliguria. 

Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  consti- 
pation and  cramping,  dizziness,  weak- 
ness, restlessness,  hyperglycemia, 
glycosuria,  hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypoten- 


sion, which  may  be  potentiated  wher 
chlorthalidone  is  combined  with  bar- 
biturates, narcotics  or  alcohol,  aplasl 
anemia,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  impotence, 
dysuria,  transient  myopia,  skin  rashe 
urticaria,  purpura,  necrotizing  angiit 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia,  pares- 
thesia, and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every  oth« 
day. 

Availability:  White,  single-scored  tat 
lets  of  100  mg.  and  aqua  tablets  of  5< 
mg.,  in  bottles  of  100  and  1000. 
(B)46-230-E 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


...but  her  other  symptoms: 

depressed  mood,  insomnia, 
anorexia,  feelings  of  guilt 

strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVIEHC1 

(AMITRIPTYLINE  HCI  | MSD) 

Indications:  Mental  depression  and  mild  anxiety  accompany- 
ing depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitantly. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement; 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs, 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun- 
dice; agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 
depressant activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lack 
of  response  sometimes  occurs.  Response  to  medication  will 
vary  according  to  severity  as  well  as  type  of  depression  pres- 
ent. Elderly  patients  and  adolescents  can  often  be  managed 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  and 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injection 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  ami 
triptyline  HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and 
0.2  mg.  propylparaben. 

For  more  detailed  information,  consult  your  Merck  Sharp  & 
Dohme  representative  or  see  the  package  circular. 

MERCK  SHARP  & DOHME  Division  of  Merck  & Co  Inc  West  Point  Pa  19486 


WHERE  TODAY’S  THEORY  IS  TOMORROWS  THERAPY 


52-A 


The  Journal  of  the  South  Carolina  Medical  Association 


To  fight  TB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULINJINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  act've 
tuberculosis  Available  in  5's  and  25’s. 


FOR  RENT 

Suite  of  Doctor’s  offices,  on  first  floor, 
with  on  premise  parking  available  No- 
vember 1st.  Suite  consists  of  large  wait- 
ing room,  nine  private  offices,  equipped 
with  central  heating  and  cooling.  Utili- 
ties and  jantor  services  furnished. 
Located  one  block  from  Columbia  Hos- 
pital and  five  blocks  from  Baptist 
Hospital,  1420  Gregg  Street,  Columbia, 
S.  C.  29202.  Write  or  call  John  H. 
Young,  Jr.,  P.  0.  Box  67,  Columbia, 
S.  C.  29202.  OND 


One  by  one 
the  family’s  downed 
Because  the 
G.I.  bug’s  around 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 
Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary. 


Parepectolin 

Each  fluid  ounce  of  creamy  white  suspension  contains: 

*Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (214  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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THE  BRADLEY  CENTER 


An  all  new  homelike  psychiatric  residence  located  on  a lovely  five-acre  tract  inside  the  city, 
providing  a comprehensive  range  of  services,  including  inpatient  (28  beds),  day  care,  and  out- 
patient treatment.  The  therapeutic  setting  is  an  open  community  one  with  no  provisions  for 
locked  wards.  Each  patient  participates  in  an  intensive  treatment  program  consisting  of  indi- 
vidual pyschotherapy,  group  psychotherapy,  topical  small  group  discussions,  occupational  therapy 
and  recreational  therapy,  and  other  group  activities  in  the  Center  as  well  as  in  the  community, 
depending  on  individual  interests  and  needs.  Drugs  are  used  when  appropriate. 

Any  individual  may  be  admitted  who,  in  the  opinion  of  the  staff,  might  benefit  from  the  serv- 
ices provided  in  this  particular  setting.  This  can  best  be  determined  by  a preadmission  consul- 
tation with  the  person  and  a responsible  member  of  his  family. 

Brochures  and  rate  schedules  are  available  on  request. 


Leonard  T.  Maholick,  M.  D. 

Medical  Director 

Maj.  Gen. (Ret.)  Howard  Snyder 

Administrator 


THE  BRADLEY  CENTER,  INC. 

2000  Sixteenth  Avenue 
Columbus,  Georgia  31901 
Area  Code  404  “324-4882 
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anticostive* 

hematinic 
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PERITINIC" 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate)  . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Be 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

§ Bottles  of  60 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic? 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


488-7R— 6062 


Associate  Medical  Director,  Full-Time, 
Interested  in  Preventive  Medicine  for  a 
Plant  of  a Large  Corporation  Located 
in  Winston-Salem,  North  Carolina,  With 
5,000  Shop  and  Office  Workers.  Gen- 
eralist, Internal  Medicine  or  Occupa- 
tional Health  Background  Preferred. 
Desirable  Age  30  to  45.  Salary  Com- 
mensurate With  Experience.  Reply  to 
Box  10,  S.  C.  Medical  Association,  113 
N.  Coit  St.,  Florence,  S.  C.  29501. 


HIGH  TIME  TO  KEEP  UP 

If  you  are  a practicing  physician  who  sees  pa- 
tients with  cerebrovascular  disease,  but  feel  you 
can’t  take  time  off  to  keep  up,  the  following  in- 
formation is  for  you! 

The  Bowman  Gray  School  of  Medicine  has  es- 
tablished a program  through  which  internists  and 
generalists  may  take  two-to-six  weeks  of  inten- 
sive training  in  the  prevention  and  treatment  of 
stroke.  The  unique  program  includes  re-orienta- 
tion in  basic  and  clinical  neurology  as  well  as 
cerebrovascular  medicine. 

Physicians  accepted  for  the  program  receive 
$200  per  week. 

For  additional  information  write  to: 

Monroe  Cole,  M.D. 

Department  of  Neurology 
Bowman  Gray  School  of  Medicine 
Winston-Salem,  N.  C.  27103 
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Luirexm 

HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


t 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 

( LTR23 ) 


) 


Whenever  anxiety  induces  or  intensifies  clinical  symptoms 


Quickly  relieves  anxiety -Helps  improve  response  in 
psychophysiologic  disorders -Seldom  impairs 
mental  acuity  or  physical  coordination,  on  proper  dosage- 
Has  wide  margin  ofi safety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows : 

Indications:  Indicated  when  anxiety,  tension 
and  apprehension  are  significant  components 
of  the  clinical  profile. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving)  .Though  physi- 
cal and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone  indi- 
viduals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing 


gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  gener- 
ally not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxi- 
ety states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 


Roche ® 

LABORATORIES 
Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  07110 


and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but  s 
also  occasionally  observed  at  the  lower  dosag 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor  met 
strual  irregularities,  nausea  and  constipation 
extrapyramidal  symptoms,  increased  and  de- 
creased libido— all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  it 
EEG  patterns  (low-voltage  fast  activity)  ma} 
appear  during  and  after  treatment;  blood  dy 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  prc 
tracted  therapy. 

Usual  Daily  Dosage:  Individualize  forma: 
mum  beneficial  effects.  Oral— Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or  10  c 
t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.c 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HC 
Capsules,  5 mg,  10  mg  and  25  mg— bottles  c 
50.  LibritabsT'M'  (chlordiazepoxide)  Tablets 
5 mg,  10  mg  and  25  mg— bottles  of  100.  W 
respect  to  clinical  activity,  capsules  and  tabl< 
are  indistinguishable. 


Also  available:  LihritaUs  '(chlordiazepoxide ) 5 -mg,  10-mg  2 5 -mg  tabl 
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Each  Pulvule®  col||Mfes  65 
yphene  hydrocMorile,  227 
162  rag.phenacetin.ahd  32.4 
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Additional  information  available  to  the 
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ELI  LILLY  AND  COMPANY 
INDIANAPOLIS,  INDIANA  46206 


BSP®  DISPOSABLE  UNIT 


HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


BROMSULPHALEIN® 
IN  A COMPLETE, 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

The  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  dosage  schedule 
imprinted  on  the  barrel,  a sterile  needle, 
alcohol  swab  and  a 7.5  ml.  or  10  ml.  size 
ampule  of  terminally  sterilized  BSP 
solution.  Each  unit  contains  complete 
directions  for  use,  precautions  and 
contraindications. 


PATIENT-UNIT. 


This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor  — the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING.  INC. 


< 0SPO3  ) 


BALTIMORE,  MARYLAND  21201 


December,  1968 


1-A 


THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 


Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 


A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 


Psychotherapy,  analytic  or  directive,  individually  or  group  oriented; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 


Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 
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pinworms 

in  this 

school? 


possibly,  because  hygienic  mea- 
sures alone,  however  meticulous, 
may  not  prevent  the  spread  of 
pinworm  infections  which  are 
estimated  to  occur  in  from  Vz  to 
more  than  Vi  of  all  American 
children  from  every  social  level 
REMINDER:  Because  pinworm  infections 
spread  easily  and  quickly  in  families, 
schools,  and  institutions,  multiple  infec- 
tions among  primary  groups  seem  to  be 
the  rule  rather  than  the  exception.  For 
successful  management,  it  is  desirable 
to  check  all  exposed  members  of  the 
family  or  play  group.  The  single-dose 
efficacy  of  POVAN  makes  therapy 
entirely  practical,  convenient,  and 
economical. 

INDICATION:  Pinworm  infection. 
PRECAUTIONS:  Tablets  should  be  swal- 
lowed whole  to  avoid  staining  teeth. 
Pyrvinium  pamoate  will  stain  most 
materials.  Stools  may  be  colored  red. 
ADVERSE  REACTIONS:  Nausea,  vomit- 
ing, cramping,  and  diarrhea  have  been 
reported. 

POVAN  is  available  in  suspension  or 
tablet  form.  The  pleasant-tasting,  straw- 
berry-flavored suspension  contains  the 
pamoate  equivalent  of  1 0 mg.  of 
pyrvinium  base  per  cc.,  in  2-oz.  bottles. 
The  sugar-coated  tablets  each  contain 
the  pamoate  equivalent  of  50  mg.  of 
pyrvinium  base,  bottles  of  25. 

When  examination  reveals  pin- 
worm infection— an  increasing 
number  of  physicians  favor  treat- 
ment with  a single,  well-tolerated 
dose  of— 


(pyrvinium  pamoate) 


PARKE,  DAVIS  & COMPANY.  DETROIT.  M I C H I G A N 48  2 3 2 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  190  b 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF 
DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified 

for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psy- 
chiatric patients,  including  individual  psychotherapy,  group  therapy, 
psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy, 
drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive 
and  well  organized  activities  program,  including  occupational  therapy, 
art  therapy,  athletic  activities  and  games,  recreational  activities  and  out- 
ings. The  treatment  program  of  each  patient  is  carefully  supervised  in 
order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are 
now  available  on  grounds.  The  School  Program  is  fully  integrated  into 
the  hospital  treatment  program  and  is  accredited  through  the  Asheville 
School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded 
grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Area  Code  704  253-2761 
Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
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^Wlien  you 
» can’t  control 
the  cause... 
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you  can 
control  its 
effect. 


he 


An  antihistamine-decongestant  available  in  slow  release 
capsules  containing  phenylephrine  hydrochloride,  25.0  mg.: 
chlorpheniramine  maleate,  7.5  mg.;  pyrilamine  maleate, 
25.0  mg.;  methapyrilene  hydrochloride,  12.5  mg.  Also  avail- 
able as  liquid  in  regular  non-sustained  release  dosage. 


PALOHIST  MILD 


Same  sustained  release  capsules  and  formula  as  PALOHIST 
except  in  one-half  strength  per  capsule. 


HISTOR-D 


A sustained  release  capsule  that  allows  prompt  symptomatic 
relief  and  a continuing  release  of  remaining  medication 
over  a period  of  6 to  10  hours.  Each  capsule  contains 
chlorpheniramine  maleate,  8 mg.;  phenylephrine  HC1,  20 
mg.;  methscopolamine  nitrate,  2.5  mg. 
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SUGAR  FREE 
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LESS  THAN  1 CALORIE  PER  BnTTl  F 


mu 
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PROOF  POSITIVE 

Diet-Rite  Cola  ...  America ’ s Number  One  low-calorie  cola... 
no  sugar  at  all . . . less  than  one  calorie  per  bottle  . . . the 
one  with  the  wonderful  taste  of  cola . . . pH  approximately 
2.6  to  2. 8... same  general  range  acidity  as  other  cola 
beverages  plus  number  of  fruit  juices. 

You  will  like  Diet-Rite  Cola.  So  will  your  patients. 


Royal  Crown,  Cola  Co  . Columbus,  Georgia 

"DIET-RITE"  IS  A TRADEMARK  OF  ROYAL  CROWN  COLA  CO.  REG.  U.S.  PAT.  OFF.  © 1967  ROYAL  CROWN  COLA  CO. 


In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a I new!  reason 
for  prescribing;  Mellaril 

r ° (Thioridazine  HC1) 

effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 

Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System — 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 

Skin — Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 

While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril 

(Thioridazine  HC1) 

25  mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 

A 

SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  68-169 


Q.  How  much  does 

the  anticostive* 
hematinic  cost? 

A • No  more  than 
costive  hematinics 
cost! 


The  anticostive  hematinic  is 

PERITINIC* 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  effect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 

* 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic? 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


"TAC  T (triacetyloleandomycin) 

Brief  Summary 


INDICATIONS:  Include  staphylococci, 
streptococci,  pneumococci  and  gono- 
cocci. Recommended  for  acute,  severe  in- 
fections where  adequate  sensitivity  test- 
ing has  demonstrated  susceptibility  to 
this  antibiotic  and  resistance  to  less 
toxic  agents. 

CONTRAINDICATIONS:  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction, 
and  in  individuals  hypersensitive  to  the 
drug. 

PRECAUTIONS:  CAUTION:  USE  OF  THIS 
DRUG  MAY  PRODUCE  ALTERATIONS  IN 
LIVER  FUNCTION  TESTS  AND  JAUNDICE.  CLIN- 
ICAL EXPERIENCE  AVAILABLE  THUS  FAR 
INDICATES  THAT  THESE  LIVER  CHANGES 
WERE  REVERSIBLE  FOLLOWING  DISCONTIN- 
UATION OF  THE  DRUG. 

Not  recommended  for  prophylaxis  or  in 
the  treatment  of  infectious  processes, 
which  may  require  more  than  ten  days 
continuous  therapy.  In  view  of  the  possi- 
ble hepatotoxicity  of  this  drug  when  ther- 
apy beyond  ten  days  proves  necessary, 
other  less  toxic  agents  should  be  used.  If 
clinical  judgment  dictates  continuation 
of  therapy  for  longer  periods,  serial  moni- 
toring of  liver  profile  is  recommended, 
and  the  drug  should  be  discontinued  at 
the  first  evidence  of  any  form  of  liver 
abnormality.  When  treating  gonorrhea  in 
which  lesions  of  primary  or  secondary 
syphilis  are  suspected,  proper  diagnostic 
procedures,  including  dark-field  examina- 
tions, should  be  followed.  In  other  cases 
in  which  concomitant  syphilis  is  sus- 
pected, monthly  serological  tests  should 
be  made  for  at  least  four  months.  When 
used  in  streptococcal  infections,  therapy 
should  be  continued  for  ten  days  to  pre- 
vent the  development  of  rheumatic  fever 
or  glomerulonephritis.  The  use  of  antibi- 
otics may  occasionally  permit  overgrowth 
of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re- 
evaluation  of  the  patient’s  therapy.  In  the 
- event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and 
specific  antibacterial  and  supportive 
therapy  instituted. 

ADVERSE  REACTIONS:  Although  reactions 
of  an  allergic  nature  are  infrequent  and 
seldom  severe,  those  of  the  anaphylac- 
toid type  have  occurred  on  rare  occasions. 


J.B.ROERIG  DIVISION 

CHAS.  PFIZER  & CO..  INC. 
235  EAST  42nd  STREET 
NEW  YORK,  N.Y.10017 


In  vitro 

susceptibility  results 

■“TAG 


(triacetyl- 

oleandomycin) 


in  Staphylococcus 
aureus  cultures, 
as  shown  in 
studies  of 
antibiotics. 


nrAni  (triacetyl- 
IibJ  oleandomycin) 

is  a macrolide  antibiotic,  for  use  only  in 
the  treatment  of  acute  severe 
infections  where  adequate 
sensitivity  testing  has 
demonstrated  susceptibility 
to  this  antibiotic  and  resistance 
to  other  less  toxic  agents. 


when  cough 
is  not 

the  only  sound 


OMNI-TUSS'  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome— coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (I)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage— extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 


Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strascnburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester.  N.Y. 


Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 
Children  (6-12  years):  Vi  teaspoonful  ql2h. 


A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


EmpirixiT 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

•'  Codeine  Phosphate  gr.  1/2  (Warning— 

• May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

B.W.  & Co.'  narcotic  products  are 
Class  "B",  and  as  such  are  available  on  oral 
prescription,  where  State  law  permits. 

AlP  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

.Lui  Tuckahoe,  N.Y. 


A realistic 
approach 

to  pain 
relief 


Louie  lost  weeks  with  acute  shoulder  bursitis.That’s  a k 
of  pain,  stiffness  and  tenderness... and  also  a lot  of  fist. 
It  might  have  been  different  with  Butazolidin0  alk 


100  mg.  phenylbutazone 
100  mg.  dried  aluminum  hydroxide  gel 
150  mg  magnesium  trisilicate 


If  it  doesn’t  work  in  a week,  forget 


But  please  don’t  forget  this: 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of 
peptic  ulcer;  renal,  hepatic  or  cardiac  dam- 
age; history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when 
the  patient  is  senile  or  when  other  potent 
drugs  are  given  concurrently.  Large  doses 
of  the  alka  formulation  are  contraindicated 
in  glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic  ulcer; 
perform  upper  gastrointestinal  x-ray  diag- 
nostic tests  if  drug  is  continued.  Pyrazole 
compounds  may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  patients 
receiving  such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy  and  in  patients 
with  thyroid  disease. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  Patients  should  not 
exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
if  fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia);  sudden  weight  gain 
(water  retention);  skin  reactions;  black  or 
tarry  stools  or  other  evidence  of  intestinal 
hemorrhage  occur.  Make  complete  blood 
counts  at  weekly  intervals  during  early  therapy 
and  at  2-week  intervals  thereafter.  Discon- 
tinue the  drug  immediately  and  institute 
countermeasures  if  the  white  count  changes 
significantly,  granulocytes  decrease,  or  im- 
mature forms  appear.  Use  greater  care  in  the 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  more  common  are 
nausea  and  edema.  Swelling  of  the  ankles  or 
face  may  be  minimized  by  withholding  dietary 
salt,  reduction  in  dosage  or  use  of  diuretics. 

In  elderly  patients  and  in  those  with  hyperten- 
sion the  drug  should  be  discontinued  with  the 
appearance  of  edema.  The  drug  has  been  as- 
sociated with  peptic  ulcer  and  may  reactivate  a 


latent  peptic  ulcer.  The  patient  should  be 
instructed  to  take  doses  immediately  before 
or  after  meals  or  with  milk  to  minimize  gastric 
upset.  Drug  rash  occasionally  occurs.  If  it 
does,  promptly  discontinue  the  drug.  Agranu- 
locytosis, exfoliative  dermatitis,  Stevens- 
Johnson  syndrome,  Lyell’s  syndrome  (toxic 
necrotizing  epidermolysis),  or  a generalized 
allergic  reaction  similar  to  serum  sickness  may 
occur  and  require  permanent  withdrawal  of 
medication.  Agranulocytosis  can  occur  sud- 
denly in  spite  of  regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may 
occur.  Leukemia  and  leukemoid  reactions 
have  been  reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  relationship 
cannot  be  excluded.  Thrombocytopenic  pur- 
pura and  aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache,  blurred 
vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia, 
hepatitis,  jaundice,  hypersensitivity  angiitis, 
pericarditis  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 
Moderate  lowering  of  the  red  cell  countdue 
to  hemodilution  may  occur. 


Dosage  in  Painful  Shoulder:  Initial : 3 to  6 
capsules  daily  in  3or4equal  doses. Trial 
period:  1 week.  Maintenance  dosage  should 
not  exceed  4 capsules  daily;  response  is  often 
achieved  with  1 or  2 capsules  daily. 


In  selecting  the  appropriate  dosage  in  any 
specific  case,  consideration  should  be  given 
to  the  patient’s  weight,  general  health,  age  and 
any  other  factors  influencing  drug  response. 

(B)  46-070- 

For  complete  details, 

please  see  full  prescribing  information. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


Butazolidin®  alka  Geigy 

Capsules 

100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

150  mg.  magnesium  trisilicate 


When  it’s  more  than  a had  cold 


your  patient  can  feel  better 
while  he’s  getting  better 


Achrocidin 

Tetracycline  HCI— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  injection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription— prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Mateate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial—  bulging  fontanels  in  young  infants. 
Teeth— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 


PARKE-DAVIS 


0IBRC7 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  m9- 

Dobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 
(The  total  vitamin  B,;  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) ^5  mg. 

Folic  Acid 1 m3' 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 
Precautions:  Anemia  is  a manifestation  that  requires  appropria 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequa 
vitamin  B,2  therapy  may  result  in  hematologic  remission  but  ne 
rological  progression.  Adequate  doses  of  vitamin  B,2  (parenter 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hematic 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt,  < 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resistan 
may  develop  in  some  cases  of  pernicious  anemia  to  the  potentr 
tion  of  absorption  of  physiological  doses  of  vitamin  B,2.  If  resis 
ance  occurs,  parenteral  therapy,  or  oral  therapy  with  so-caiie 
massive  doses  of  vitamin  B,2l  may  be  necessary.  No  single  rec 
men  fits  all  cases,  and  the  status  of  the  patient  observed  i 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Period 


You  can  treat  combined 
deficiencies  with 


Trinsicon 

— the  multifactor  hematinic 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
B12  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 


% 

* 


Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


Ilinical  and  laboratory  studies  are  considered  essential  and  are 
ijcommended. 

dverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
reduces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
ation.  Reducing  the  dose  and  administering  it  with  meals  will 
minimize  these  effects. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
Mowed  oral  administration  of  liver-stomach  material.  Instances 
apparent  allergic  sensitization  have  also  been  reported  after 
al  administration  of  folic  acid. 

osage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
andard  response  in  the  average  uncomplicated  case  of  perni- 
ous  anemia.) 

dw  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
trinsic  factor,  Lilly),  in  bottles  of  60  and  500.  [o32568] 

II  I & . 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 

801668 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.1,2  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


oea  If  the  patient  is  in  the 
pain-spasm-cycle. . .there  is  no  alternative 
or  substitute  for  absolute  bed  rest...”3 


k , . linn  H!  nr 

^©thocarban 

75Om0 


"wnutloU 


Board 


iy  i f jji  j oHeat  “A  very  valuable 

% t!  \ \\|l.  I \jS  method  of  applying 

6 * 'iJ%  4 heat  at  home  is  a prolonged 


f,  ; t hot  bath. 


‘Boards  should  be  ordered  under 
the  mattress . . . these  boards  act 
by  immobilizing  the  spine...”4 

Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  (lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  500  mg.)  Robaxin  Injectable  (methocarbamol,  1 Gm./lOcc.) 
References:  (1 ).  Godfrey,  C.M.:  Applied  Therap.  8.-950,  1966.  (2).  Gottschalk, 
I.A.:  GP  33:91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2.-219,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  18: 26,  1965.  (5).  Soto-Hall,  R.; 

Med.  Sc.  14:23,1963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62=1 42, 1 962.  (7) . Feuer,  S.G.,  et  a/..-  New  York  J.  Med.  62:1 985, 1 962. 


Robaxin-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated6 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
“...without  interfering  with  normal 
tone  and  movement."7  And  there 
is  little  likelihood  of  sedation.6 
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Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin's  Disease?  Syphilis? 
Systemic  Funial  Diseases? 
Chronic  Chest  Diseases? 
or 


(Histoplasmosis  — "The  f Masquerader”) 


A new  aid  in  differential  diagnosis 

HBST0PLAS?V8SN,TBNE  TEST 

(Rosenthal) 

The  LEDERTINEIM  Applicator  with  the  Blue  Handle 
Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  pat.ents 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  comnounds). 


Ask  your  representative  tor  uetails  ur  wrtie  Medical  Advisory  Dept., 
Lederle  Laboratories.  Pearl  River.  New  York  10965  4 06-8 
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Gotta  make  a 
pit  stop  to  take 
my  cough  syrup. 


Y 


Full  speed  ahead, 
Fred.  These  solid 
\ Cough  Calmers 
can  control  that 
cough  tor  6 to 
8 hours. 


Each  Cough  Calmer”''  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM®  Glyceryl  guaiaco- 
late,  50  mg  , Dextromethorphan  hydrobromide,  7 5 mg 
A.  H Robins  Company,  Richmond,  Virginia  23220 


AH-^OBINS 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


Yoube  the  judge,  Docto 


Summation: 

In  addition  to  its  primary  indications  for  duodenal 
and  gastric  ulcer,  Robinul  Forte  (glycopyrrolate) 
is  indicated  for  other  G-I  conditions  that  may 
benefit  from  anticholinergic  therapy.  Robinul-PH 
Forte  (glycopyrrolate  2 mg.  with  phenobarbital) 
is  indicated  when  these  situations  are  complicated 
by  mild  anxiety  and  tension. 
Contraindications : Glaucoma,  urinary  blad- 
der neck  obstruction,  pyloric  obstruction,  stenosis 
with  significant  gastric  retention,  prostatic 
hypertrophy,  duodenal  obstruction,  cardiospasm 
(megaesophagus),  and  achalasia  of  the  esophagus, 
and  in  the  case  of  Robinul-PH  Forte,  sensitivity 
to  phenobarbital. 

Precautions:  Administer  with  caution  in  the 
presence  of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side 
effects  associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash. 

Dosage:  Should  be  adjusted  according  to  indi- 
vidual patient  response.  Average  and  maximum 
recommended  dose  is  1 tablet  three  times  a day; 
in  the  a.m.,  early  p.m.,  and  at  bedtime.  See 
product  literature  for  full  prescribing  information. 
Supply:  Robinul  (glycopyrrolate  1 mg.):  Robinul 
Forte  (glycopyrrolate  2 mg.):  Robinul-PH  (glyco- 
pyrrolate 1 mg.)  with  phenobarbital  16.2  mg. 
(Warning:  may  be  habit  forming);  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  may  be  habit  forming),  in 
bottles  of  100  and  500  tablets.  A.  H.  Robins 
Company,  Richmond,  Va.  23220. 


/1'H'DOBINS 


In  peptic  ulcer  therapy,  wont  you 
give  Robinul  Forte  a FairTrial? 

(glycopyrrolate) 


Six  years  ago  the  A.  H.  Robins 
Company  introduced  glycopyrro- 
late, a unique  anticholinergic  agent 
described  in  the  prescribing  litera- 
ture as  more  closely  approaching  the 
ideal  compound  for  controlling 
gastric  hyperacidity  and  hyper- 
f motility  of  the  G-I  tract.  Although 
glycopyrrolate  (Robinul  Forte) 
found  good  acceptance  among  numerous  physicians, 
many  others  just  didn’t  seem  to  want  to  give  it  a try, 
probably  because  the  anticholinergic  they  were  al- 
ready using  was  giving  acceptable  results. 

However,  we  believe  you’ll  agree  there’s  always 
room  for  a better  anticholinergic.  This  is  why  we’re 
asking  you  to  give  Robinul  Forte  a fair  trial.  Robinul 
Forte  exerts  a highly  specific  antisecretory  action  and 
marked  inhibitory  effect  on  intestinal  tone.  We’re  con- 
vinced you’ll  agree  that  this  is  indeed  an  outstanding 
drug  when  you  observe  its  outstanding  suppression  of 
ulcer  symptoms.  Furthermore,  it  is  unique  in  that  it 
reduces  intestinal  tone,  yet  has  little  or  no  effect  on 
peristalsis.  In  addition,  the  incidence  of  the  more 
bothersome  peripheral  side  effects  is  low. 

No  longer  does  the  physician  have  to  look  for  extreme 
dry  mouth  as  the  measure  of  his  anticholinergic’s  ef- 


fectiveness. The  only  way  we  can  demonstrate  to  you 
firsthand  the  efficacy  of  glycopyrrolate  (Robinul 
Forte)  is  for  you  to  try  it  in  your  practice.  That’s 
why  we’re  asking  you  to  give  it  a Fair  Trial.  How  can 
you  give  it  a Fair 
Trial?  You  do  it  this 


• c(L- 


way: 

First:  When  you  see 
your  very  next  ulcer 
patient,  write  him  a 
script  as  shown . 

Next : Wait  1 0 days 
or  until  your  patient  comes  in  for  his  next  appointment 
and  get  his  “verdict”  as  to  how  he  feels.  Examine  all 
the  evidence  and  make  your  evaluation  of  his  condition. 

Finally:  Render  your  ver- 
dict. Hit’s  “significant  im- 
provement and  marked  relief  of 
symptoms,”  then  we  believe 
you’ll  agree  that  Robinul  Forte 
has  proved  its  worth,  and  we 
rest  our  case.  If  not,  consider 
our  case  for  Robinul  Forte 
closed.  That’s  a Fair  Trial, 
Doctor,  and  it’s  all  we  ask. 


Robinul  Forte 

(glycopyrrolate,  2 mg.) 

The  summation  is  an  important 
part  of  every  case.  Y ou’ll  find  ours 
on  the  preceding  page,  Doctor. 


n osteoarthr  itic  pain 


If  aspirin  doesn't  help,  move  in 
t Tandearil. 

The  trial  period  is  brief:  1 week, 
^one  tablet  q.i.d.  at  first.  Tandearil 
tally  starts  working  within  3 to  4 days, 
fen  response  occurs,  as  little  as  1 or 
Diets  daily  may  hold  back  pain  and 
hess,  and  increase  joint  motion. 

On  the  next  page  isasummary 
adverse  reactions,  contraindications, 
aaing  and  precautions. 


Tandearil. 

It  can  help  get  his  mind  off  his  knee. 

Please  review  full  Prescribing 
Information  carefully  before  prescribing. 

For  osteoarthritic  knees,  spines, 
shoulders,  hips,  etc.: 

Tandearil 8 

oxyphenbutazone 


n earil.  oxyphenbutazone: 

>r  irief  summary  see  next  page. 


Geigy 
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Tandearil 

oxyphenbutazone 


(jtty  Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Contraindications:  Edema;  dan- 
ger of  cardiac  decompensation;  his- 
tory or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of 
blood  dyscrasia  The  drug  should 
not  be  given  when  the  patient  is  se- 
nile or  when  other  potent  drugs  are 
given  concurrently. 

Warning  This  drug  is  an  analog 
of  phenylbutazone;  sensitive  pa- 
tients may  be  cross-reactive.  If  cou- 
marin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  In- 
stances of  severe  bleeding  have  oc- 
curred. Persistent  or  severe  dyspep- 
sia may  indicate  peptic  ulcer;  perform 
upper  gastrointestinal  x-ray  diagnos- 
tic tests  if  drug  is  continued.  Pyrazole 
compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea, 
sulfonamide-type  agents  and  insu- 
lin. Carefully  observe  patients  receiv- 
ing such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy,  and 
in  patients  with  thyroid  disease. 

Precautions:  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated  pa- 
tients. Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  ex- 
amination, including  a blood  count. 
The  patients  should  not  exceed  rec- 
ommended dosage,  should  be  closely 
supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  im- 
mediately if  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood 
dyscrasia),  sudden  weight  gain  (water 
retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  in- 
testinal hemorrhage  occur.  Make 
complete  blood  counts  at  weekly  in- 
tervals during  early  therapy  and  at 
2-week  intervals  thereafter.  Discon- 


tinue the  drug  immediately  and  in- 
stitute countermeasures  if  the  white 
count  changes  significantly,  granu- 
locytes decrease,  or  immature  forms 
appear  Use  greater  care  in  the  el- 
derly and  in  hypertensives. 

Adverse  Reactions:  The  more 
common  are  nausea  and  edema. 
Swelling  of  the  ankles  or  face  may 
be  minimized  by  withholding  die- 
tary salt,  reduction  in  dosage  or  use 
of  diuretics.  In  elderly  patients  and 
in  those  with  hypertension,  the  drug 
should  be  discontinued  with  the  ap- 
pearance of  edema.  The  drug  has 
been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ul- 
cer. The  patient  should  be  instructed 
to  take  doses  immediately  after  meals 
or  with  milk  to  minimize  gastric  up- 
set. Drug  rash  occasionally  occurs. 

If  it  does,  promptly  discontinue  the 
drug  Agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syn- 
drome, Lyell  s syndrome  (toxic  nec- 
rotizing epidermolysis),  or  a gen- 
eralized allergic  reaction  similar  to  a 
serum  sickness  syndrome  may  oc- 
cur and  require  permanent  with- 
drawal of  medication.  Agranulocy- 
tosis can  occur  suddenly  in  spite  of 
regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland 
enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and 
leukemoid  reactions  have  been 
reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  re- 
lationship cannot  be  excluded 
Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  re- 
ported. as  have  hyperglycemia,  hep- 
atitis. jaundice,  hypersensitivity 
angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With 
long-term  use.  reversible  thyroid  hy- 
perplasia may  occur  infrequently. 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur 

Dosage  in  Osteoarthritis: 

Initial;  3 to  6 tablets  daily  in  divided 
doses.  Usually  unnecessary  to  ex- 
ceed 4 tablets  daily.  A trial  period  of 
one  week  is  considered  adequate  to 
determine  the  therapeutic  effect  of 
the  drug  Maintenance:  Effective 
level  often  achieved  with  1 or  2 tab- 
lets daily,  should  not  exceed  4 tab- 
lets daily 

In  selecting  appropriate  dosage 
in  any  specific  case,  consideration 
should  be  given  to  the  patient's 
weight,  general  health,  age  and  any 
other  factors  influencing  drug 
response 

Availability:  Tan.  round,  sugar- 
coated  tablets  of  100  mg  in  bottles 
of  100  and  1000 
(B)R-46-800-A 

For  complete  details,  please 
see  full  Prescribing  Information. 
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An  antibiotic 
should  work  well 
in  either  acid 
or  alkaline  urine. 


It  isn't  always  necessary  to  adjust  urinary  pH 
in  treating  G.U.  infections. 

Not  when  the  causative  organism  is  a strain 
sensitive  to  DECLOMYCIN®  Demethylchlor- 
tetracycline,  as  is  often  the  case. 
DECLOMYCIN  remains  stable  and  active  in 
either  acid  or  alkaline  urine.  So  there’s  no  need 
to  acidify  the  urine  to  keep  the  antibiotic  at 
work. 

Why  match  the  urine  to  the  antibiotic. . .when 
you  can  match  the  antibiotic  to  the  urine ...  by 
prescribing  DECLOMYCIN.  A b.i.d.  dosage 
makes  therapy  convenient  for  your  patient. 

Effectiveness:  DECLOMYCIN  Demethylchlortetra- 
cycline  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections 
caused  by  organisms  sensitive  to  the  tetracyclines. 

Contraindication:  History  of  hypersensitivity  to  de- 
methylchlortetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indi- 
cated, and,  if  therapy  is  prolonged,  serum  level  de- 
terminations may  be  advisable.  A photodynamic 
reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifesta- 
tions. In  a smaller  proportion,  photoallergic  reac- 
tions have  been  reported.  Patients  should  avoid 
direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organ- 
isms may  occur.  Constant  observation  is  essential.  If 
new  infections  appear,  appropriate  measures  should 
be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  en- 
terocolitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  a rare  case  of  exfoliative  der- 
matitis has  been  reported.  Photosensitivity;  ony- 
cholysis and  discoloration  of  the  nails  (rare).  Kidney 
— rise  in  BUN,  apparently  dose-related.  Transient 
increase  in  urinary  output,  sometimes  accompanied 
by  thirst  (rare).  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given 
this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  in- 
stitute appropriate  therapy.  Demethylchlortetracy- 
cline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours 
after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of 
streptococcal  infections  should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


Capsules:  150  mg;  Tablets:  film  coated  — 300  mg, 
150  mg  and  75  mg  of  demethylchlortetracycline  HC1. 

355-8 

DECLOMYCIN 

DEM  CTHYLCH  L0RTETRACYCL1 NE 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  K®,  Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Penicillin 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections; infections  caused  by  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported;  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric, for  Oral  Solution,  125  mg.  (200.000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution  (approximately  one  tea- 
spoonful). [0«2567A] 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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FREQUENCY  OF  RUBELLA  ANTIBODY 
AMONG  FEMALES  IN  SOUTH  CAROLINA 

SARAH  J.  ROBINSON,  B.A.* 

DIANE  D.  SMITH,  M.T.** 

MARY  E.  BRODIE,  B.S.,  M.A.,  M.S.P.H.t 


It  is  well  established  that  prenatal  in- 
fection with  rubella  virus  causes  demon- 
strable congenital  malformations,  the  most 
damaging  injuries  occurring  during  the 
first  trimester  of  pregnancy. 

At  the  request  of  physicians,  the  Vir- 
ology Laboratory  of  the  South  Carolina 
State  Board  of  Health  routinely  deter- 
mines rubella  antibody  titers  in  pregnant 
women.  A summary  of  six  months  experi- 
ence in  this  laboratory  revealed  a suffi- 
ciently high  percentage  of  susceptibles  to 
emphasize  the  importance  of  determining 
immunity  before  pregnancy. 

Recent  reports  project  a vaccine  against 
rubella  infection  for  general  use  by  1971 
or  earlier.1’2  The  South  Carolina  State 
Board  of  Health  wished  to  determine 
whether  a statewide  immunization  pro- 
gram would  be  necessary.  This  required 
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that  the  status  of  rubella  immunity  be 
determined  among  females  who  will  be 
of  the  child  bearing  age  by  1970. 

This  report  establishes  the  frequency  of 
antibody  to  rubella  virus  among  females  in 
South  Carolina. 

Materials  and  Methods 

Ten  high  schools  in  Hampton,  Estill,  St.  George, 
Irmo,  and  Chapin,  South  Carolina  were  selected 
for  this  study.  Health  educators  of  the  State  Board 
of  Health  and  representatives  of  the  local  county 
health  departments  met  with  school  officials  for 
the  preliminary  planning  sessions.  The  study  was 
publicized  in  local  papers  and  given  coverage  by 
local  radio  stations.  Whenever  possible,  a club 
within  the  school  was  encouraged  to  take  the  pro- 
motion of  this  study  as  a club  project.  In  the  several 
schools  where  this  was  done,  participation  was 
as  high  as  90%.  Parental  permission  to  participate 
was  required,  and  a written  report  of  the  results 
was  sent  to  each  participant  as  well  as  her  family 
physician. 

A total  of  1194  blood  specimens  were  collected 
from  volunteers  ranging  from  less  than  13  years  to 
over  20  years  of  age.  This  included  both  students 
and  teachers. 

For  comparison,  a summary  was  also  made  of  the 
specimens  submitted  to  this  laboratory  by  phy- 
sicians during  the  same  nine  months  period.  A 
total  of  152  pregnant  females,  all  over  the  age  of 
20,  were  tested  for  rubella  antibody. 

The  rubella  virus  hemagglutination-in- 
hibition test  described  by  Stewart,  et  al3 
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Table  1. 


Frequency  of  Rubella  Antibody  by  Race  and  Age  in  Special  Study  Population 


White 

Females 

No. 

No. 

% 

No. 

Age 
*LT  13 

Tested 

Positive 

Positive 

Tested 

17 

13 

52 

39 

75.2% 

17 

14 

164 

138 

84.3% 

88 

15 

149 

135 

90.8% 

114 

16 

135 

121 

89.4% 

112 

17 

101 

93 

92.8% 

90 

18 

33 

28 

84.5% 

36 

19 

4 

4 

100  % 

12 

20 

GRAND 

55 

52 

94.5% 

15 

TOTAL 
*LT — Less 

693 

Than 

610 

88.0% 

501 

Negro  Females 

Total 

Total 

Total 

No. 

% 

No. 

No. 

Positive 

Positive 

Positive 

Tested 

Positive 

% 

10 

58.8% 

17 

10 

58.8% 

13 

76.9% 

69 

52 

75.4% 

67 

75.7% 

252 

205 

81.3% 

78 

68.5% 

263 

213 

80.9% 

96 

84.4% 

247 

217 

87.9% 

81 

90.0% 

191 

174 

91.9% 

31 

86.2% 

69 

59 

85.5% 

12 

100  % 

16 

16 

100  % 

13 

86.6% 

70 

65 

92.9% 

401 

80.0% 

1,194 

1,011 

84.7% 

with  modifications  recommended  by  the 
National  Communicable  Disease  Center4 
was  used  throughout.  Tests  were  per- 
formed using  microtiter  equipment.* 

Rubella  antigen  was  obtained  commer- 
ciallyt  as  were  the  red  blood  cells.t  Other 
reagents  were  available  from  our  local 
laboratory  sources. 

Sera  to  be  tested  were  first  absorbed 
with  kaolin  and  adult  chick  red  blood  cells 
to  remove  non-specific  inhibitors.  Anti- 
body titer  was  reported  as  the  highest 
dilution  of  serum  causing  inhibition  of 
agglutination. 

Results 

It  will  be  seen  in  Table  1 that  of  the 
study  group  tested,  a total  of  1011  showed 
a positive  titer  for  rubella.  This  repre- 
sented 84.7%  of  those  tested.  Of  those 
tested,  610  white  females,  or  88%  and  401 
Negro  or  80%  showed  positive  titers. 

These  figures  correlate  well  with  simi- 
lar studies  by  other  investigators.5  7 Sever 
found  17.5%  susceptibility  rate  in  his 
study  of  600  pregnant  women  while  Rawls 
and  Melnick,  et  al,  found  13-20%  of  their 
study  group  susceptible.  In  most  studies, 
it  has  been  found  that  the  susceptibility 

♦Available  from  Cooke  Engineering  Company, 
Alexandria,  Virginia. 

FFlow  Laboratories,  Rockville,  Maryland. 

IMicrobiological  Associates,  Inc.,  Bethesda,  Mary- 
land. 


rate  is  significantly  greater  among  Ne- 
groes than  whites.  In  the  current  study 
white  females  showed  a 12%  susceptibil- 
ity rate  as  compared  to  a 20%  rate  for 
the  Negroes  tested.  The  reason  for  this 
difference  is  not  definite,  although  it  fol- 
lows the  same  immunological  pattern 
found  in  other  viral  diseases. 

As  would  be  expected,  susceptibility  de- 
creased with  increase  in  age.  That  age  19 
showed  100%  with  antibody  is  not  con- 
sidered significant  and  may  be  related  to 
the  fact  that  this  age  group  represents  the 
smallest  sampling.  The  under-thirteen 
grouping  is  also  a very  small  sample 
and  represents  students  from  only  two 
schools. 

Paired  specimens  were  available  for 
most  of  the  152  pregnant  women  in  the 
concomitant  study.  Of  this  number,  11 
showed  a four-fold  difference  in  the  speci- 
mens taken  in  the  acute  and  convalescent 
stages.  Three  showed  titers  of  320  or 
greater  in  both  speciments  and  recent  in- 
fection could  be  postulated  on  the  basis  of 
the  time  interval  between  exposure  and 
collection  of  the  first  specimen. 

That  21%  of  the  pregnant  women  tested 
had  either  a negative  titer  or  a serocon- 
version indicating  a previously  negative 
titer  may  be  due  to  several  variables. 
The  race  of  these  patients  was  not  re- 
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corded,  and  physicians  are  more  apt  to 
send  sera  to  the  laboratory  for  testing 
when  they  elicit  a history  of  exposure 
during  early  pregnancy  from  the  patient. 

Table  2. 

Results  of  Paired  Sera  in  Adult  Pregnant  Females 
in  South  Carolina 


No. 

% 

Previous  Infection 

120 

79.0% 

Current  Infection 

14 

9.2% 

Negatives 

18 

11.8% 

Total  Tested 

152 

100  % 

Figure  1 compares  graphically  the  per- 
centage of  positives  represented  in  each 
titer  grouping,  by  race  and  study  groups. 


Fig.  1.  Distribution  of  Antibody  Responses  to 
Rubella  in  Special  Study  Population  and  Adult 
Pregnant  Women. 

The  titers  of  the  white  populations, 
both  student  and  adult,  peaked  very 
sharply,  then  dropped  significantly  to 
much  lower  percentages  in  the  higher 
titers.  This  could  represent  infection  in 
epidemic  years,  since  rubella  follows  a 
seven  year  cycle.  It  would  also  account 
for  the  lower  peak  in  the  group  of  preg- 
nant women,  all  over  the  age  of  20.  Their 
infection  probably  occurred  in  an  earlier 
epidemic  than  the  one  affecting  the  study 
population. 


It  appears  that  the  Negro  population 
was  not  affected  by  epidemics,  but  that 
infection  occurred  at  an  even  rate.  The 
plateau,  which  begins  at  the  1 :40  level 
and  remains  constant,  shows  each  in- 
creasing dilution  represented  by  20%  of 
the  positive  population.  It  is  also  note- 
worthy that  20%  of  the  total  Negro 
population  remained  negative  for  rubella 
antibody. 

The  mean  titer  for  each  group  can  also 
be  determined  from  Figure  1.  The  white 
females  of  the  study  group  showed  a 1 :80 
mean  titer,  the  Negro  females  1:120,  and 
the  pregnant  women  a 1 :60  mean  titer. 

Another  interesting  observation  con- 
cerned the  participant’s  statement  of 
whether  or  not  she  had  suffered  from 
german  measles.  Table  3 shows  that  over 
80%  of  the  girls  and  women  who  stated 
they  had  not  had  german  measles  proved 
to  have  a positive  titer,  conversely,  8.6% 
of  the  white  and  21.5%  of  the  Negro  fe- 
males who  believed  they  had  suffered  from 
the  disease  proved  to  have  negative  titers. 

Conclusion 

Females  in  South  Carolina  show  a sus- 
ceptibility rate  to  rubella  in  accordance 
with  that  found  by  other  investigators  in 
similar  populations. 

While  a greater  number  of  Negro  fe- 
males in  the  study  population  were  with- 
out antibody  to  rubella  than  were  white 
females,  more  than  80%  of  the  total  num- 
ber tested  had  immunity  to  rubella. 
Whether  the  Negro  race  has  some  non- 
specific immunity  factor  is  not  known. 

It  has  been  proven  that  the  HI  test  is  a 
reliable  means  of  determining  rubella 
immunity  and  that  the  presence  of  this 
antibody  offers  life-long  protection  to  the 
individual.  Since  sub-clinical  infections 
account  for  a great  portion  of  the  total 
rubella  infection,  history  given  by  the 
patient  concerning  rubella  is  not  reliable. 
Furthermore,  the  clinical  picture  is  not 
always  clear-cut  in  those  cases  showing 
overt  signs  of  illness.  Much  concern  to 
both  patient  and  physician  could  be  elimi- 
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Table  3. 


Association 

of  Rubella 

Antibody  and  History 

of  Infection 

Antibody 

No  Antibody 

History  of 

Total 

Rubella 

No. 

% 

No. 

% 

No. 

White  Females 

Yes 

160 

91.4% 

15 

8.6% 

175 

No 

100 

82.7% 

21 

17.3% 

121 

Not  sure 

350 

88.1% 

47 

11.9% 

397 

Negro  Females 

Yes 

11 

78.5% 

3 

21.5% 

14 

No 

194 

81.8% 

43 

18.2% 

237 

Not  sure 

196 

78.4% 

54 

21.6% 

250 

nated  if  the  immune  status  of  the  patient 
were  known. 

The  authors  conclude  that  the  immune 
status  of  all  females  of  the  child-bearing 
age  should  be  determined  before  their  first 
pregnancy.  They  suggest  that  this  test  be 
made  part  of  a required  pre-marital  ex- 
amination. 

Whether  a statewide  immunization  pro- 
gram will  be  necessary  when  a vaccine  be- 
comes available  for  general  use,  is  open 
to  question.  Certainly,  it  would  be  recom- 
mended for  all  females  in  the  child-bear- 
ing age  with  a negative  titer. 

Summary 

A study  of  the  frequency  of  rubella 


antibody  in  1194  females  from  ten  high 
schools  in  South  Carolina  was  made.  The 
presence  of  antibody  to  rubella  was  found 
in  84.7%  of  the  sera  tested.  The  average 
susceptibility  rate  was  15.3%.  A greater 
percentage  of  the  Negroes  tested  were 
found  to  be  susceptible  (20%)  than  the 
white  females  tested  (12%). 

There  was  no  correlation  between  the 
presence  of  rubella  antibody  and  the  his- 
tory of  past  exposure  given  by  the  par- 
ticipants. 

A concomitant  group  of  152  pregnant 
women  were  tested.  They  were  found  to 
have  a susceptibility  rate  of  21%  and  a 
current  infection  rate  of  9.2%. 


REFERENCES 


1.  Krugman,  S. : Prospects  for  vaccination  against 
rubella.  Bol  Ofic  Sanit  Panamer  63:8,  April,  1967. 

2.  Sever,  J.  L.:  Rubella  epidemiology  and  vaccines. 
Sightsav  Rev  37:68,  1967. 

3.  Stewart,  G.  L.,  Parkman,  P.  D.,  Hopps,  H.  E., 

Douglas,  R.  D.,  Hamilton  J.  P.,  Meyer,  H.  M., 
Jr.:  Rubella-virus  hemagglutination-inhibition 

test.  New  Eng  J Med  276:554,  1967. 

4.  Biological  Reagents  Section,  National  Communi- 
icable  Disease  Center,  Atlanta,  Georgia.  Per- 
sonal Communication,  March,  1967. 

5.  Sever,  J.  L.,  Schiff,  G.  M.,  and  Heubner,  R.  J.: 
Frequency  of  rubella  antibody  among  pregnant 


women  and  other  human  and  animal  popula- 
tions. Obstet  Gynec  23:153.  1964. 

Rawl,  W.  E.,  Melnick,  J.  L.,  Bradstreet,  C.  M.  P., 
Bailey,  M.,  Ferris,  A.  A.,  Lehmann,  N.  I.,  Nag- 
ler,  F.  P.,  Furesz,  J.,  Kono,  R.,  Ohtawara,  M., 
Halonen,  P.,  Stewart,  J.,  Ryan,  J.  M.,  Strauss, 
J.,  Zdrazilek,  J.,  Leerhoy,  J.,  Von  Magnus,  H., 
Schier,  R.,  and  Ferreira,  F.:  WHO  Collabora- 
tive Study  on  the  sero-epidemiology  of  rubella. 
Bull  WHO  37:  79,  1967. 

7.  Henry,  M.,  and  Sohier,  R.:  An  immunological 
survey  of  rubella  (search  for  neutralizing  anti- 
bodies on  201  sera  from  female  patients).  Rev 
Hyg  Med  Soc  15:  255,  1967. 


492 


The  Journal  of  the  South  Carolina  Medical  Association 


TREATMENT  OF  BACTERIAL  UPPER 
RESPIRATORY  INFECTIONS: 

SULFONAMIDE  OK  ANTIBOTIC? 


W.  STEVE  LANG,  JR.,  M.D.* 
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In  instituting  treatment  of  any  bac- 
terial upper  respiratory  infection  it  is 
imperative  to  determine  whether  or  not 
Group  A beta-hemolytic  streptococci  are 
present,  and,  if  so,  to  treat  the  patient 
harboring  these  pathogens  for  at  least  10 
days  with  adequate  dosages  of  penicillin 
or  erythromycin.1  Once  this  basic  prac- 
tice is  universally  adopted,  particularly  in 
children  and  adolescents,  the  sequelae  of 
rheumatic  fever  and  glomerulonephritis1’3 
could  become  virtually  extinct. 

In  acute  secondary  bacterial  infec- 
tions, which  form  the  bulk  of  everyday 
URLs  seen  in  office  practice  and  outpa- 
tient clinics,  the  choice  of  the  appropriate 
drug  depends  upon  a number  of  factors, 
varying  with  the  individual  patient:  the 
severity  of  the  infection ; its  duration ; 
the  known  sensitivity  of  the  patient  to  a 
sulfonamide  or  an  antibiotic;  and,  us- 
ually, the  determined  susceptibility  of  the 
implicated  pathogen  to  the  antibacterial 
drug  selected. 

However,  two  factors  are  of  overriding 
imnortance : 1)  the  relative  and  compara- 
tive safetv  of  the  drug  with  regard  to  the 
side  effects,  toxic  propensities,  and  the 
tendency  to  produce  radical  changes  in  the 
floral  ecoWy  which  may  lead  to  the 
emergence  of  resistant  bacterial  strains 
and  funcal  overgrowth;  and  21  the  in- 
advisability of  using  an  antibiotic  in  treat- 


*TTW>vn (ho  TV>nnr*rr|ont  nc  Otol  c'»'vn  crologv. 
kal  Collage  0f  South  Carolina,  Charleston,  South 
Carolina. 

Ranrint  reoue«t  to  W.  St°w  Lang,  M.D.;  24  Var- 
dry  St.;  Greenville,  S.  C.  29601 


ing  the  common  and  recurrent  URI,  thus 
blunting  its  future  effectiveness  against 
serious  or  fulminating  bacterial  illnesses. 

In  general,  the  foregoing  considera- 
tions have  determined  the  use  of  a sulf- 
onamide in  the  ENT  Clinic  of  the  Medical 
College  of  South  Carolina  Hospital.  A 
comparative  study  was  conducted  to  eval- 
uate the  clinical  efficacy  of  sulfadime- 
thoxine  (Madribon)  and  oxytetracycline 
HC1.  (Terramycin)  Both  drugs  are  so 
widely  employed  in  bacterial  infections, 
that  their  pharmacologic  action  and  anti- 
mocrobia]  activity  need  but  brief  review. 

Sulfadimethoxine  is  a potent  antibac- 
terial4 of  low  toxicity  and  sustained 
chemotherapeutic  action  ;5  a single  1-gram 
oral  dose  produces  peak  plasma  concentra- 
tion within  4 to  6 hours  with  therapeutic 
blood  levels  maintained  for  24  hours.  The 
drug  is  slowly  excreted  as  a highly  soluble 
glucuronide. 

Oxytetracycline  HC1,  a broad  spectrum 
antibiotic  is  effective  against  numerous 
susceptible  strains  of  gram-positive  and 
gram-negative  microorganisms7  at  1 gram 
daily  (250  mg,  q.i.d.).  Current  research 
indicates  that  the  mechanism  of  its  bac- 
teriostatic action  is  through  interference 
with  microbial  protein  synthesis,  involv- 
ing specifically  the  transfer  of  amino 
acids  from  soluble  RNA  to  the  polypeptide 
on  the  organism’s  ribosome.8 

Materials  and  Methods 
A total  of  96  outpatients  made  up  the  study- 
group.  The  ages  of  the  subjects  (68  female,  28  male) 
ranged  from  3 to  57  years;  over  55  per  cent  were 
children  or  adolescents  under  age  19. 
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Table  1 

Clinical  Response  To  Sulfadimethoxine  vs  Oxytetracycline 


Diagnoses 

No.  of 

Pts. 

Exc. 

Sulfadimethoxine 

No 

Good  Fair  Poor  Eval. 

No.  of 
Pts. 

Exc. 

Oxytetracycline 
Good  Fair  Pool 

Totals 

Tonsillitis,  acute 

40 

13 

16 

7 

4 — 

24 

10 

10 

3 

1 

64 

Pharyngitis,  acute 

9 

3 

0 

0 

0 1 

2 

0 

1 

0 

1 

11 

Otitis  media,  acute 

5 

1 

3 

1 

0 — 

3 

1 

0 

2 

0 

8 

Streptococcic  sore  throat 

2 

0 

0 

1 

1 — 

2 

2 

0 

0 

0 

4 

Abscesses  (peritonsillar) 

2 

2 

0 

0 

0 — 

2 

1 

0 

1 

0 

4 

Other  (otitis  externa;  sinus- 
itis; c-erv.  lymphadenopathy) 

2 

0 

1 

0 

0 1 

3 

2 

0 

1 

0 

5 

TOTALS: 

60* 

21 

23 

9 

5 2* 

36 

16 

11 

7 

2 

96 

75% 

*Since  2 patients  on  sulfadimethoxine  were 

75% 

not  evaluated,  the  percentage  shown  was 

based 

upon 

a tota 

of  58  patients. 


Prior  to  their  seeking  medical  attention,  the 
patients  had  symptoms  of  respiratory  infection  for 
an  average  of  4 days.  Diagnoses  confirmed  were: 
acute  tonsillitis  in  64  patients,  acute  pharyngitis  in 
11,  otitis  media  (acute  and  chronic)  in  8,  periton- 
sillar abscess  in  4,  streptococcic  sore  throat  in  4, 
and  miscellaneous  infections  in  5 others  (Table  I). 

At  the  first  clinic  visit,  after  examination  and 
diagnosis,  each  patient  received  either  sulfadime- 
thoxine or  oxytetracycline.  Bacteriologic  cultures 
were  made  of  exudates  (from  nares,  nasopharyn- 
ges,  or  tonsils  and  tonsillar  fauces,  or  from  aural 
canals)  taken  from  all  96  patients  prior  to  therapy. 
Inocula  were  plated  on  blood-agar  media  with 
occasional  additions  of  broth.  The  decision  as  to 
which  drug  to  administer  was  left  to  each  of  the 
8 physicians  rotated  on  the  ENT  Clinic  Service. 
Each  patient  was  questioned  as  to  prior  treatment 
with,  or  sensitivity  to  either  drug.  The  second 
weekly  clinic  visits  were  so  scheduled  that  each 
patient  was  evaluated  by  the  same  clinician  who 
examined,  diagnosed  and  initiated  treatment.  On 
the  seventh  treatment  day,  second  cultures  were 
done  for  all  but  2 patients,  the  results  of  which— 
together  with  clinical  assessments — dictated  whether 
or  not  the  assigned  antibacterial  drug  should  be  con- 
tinued for  a second  week. 

Drug  Regimens  and  Dosages.  A 1-week  supply  of 
oral  sulfadimethoxine  tablets  was  dispensed  to  60 
patients;  the  average  starting  dose  was  4 tableis 
(2  gm)  followed  by  1 tablet  (0.5  gml,  twice  daily. 
Similarly,  oxytetracycline  was  distributed  to  36  pa- 
tients, given  at  an  average  initial  dose  of  250  mg, 
with  the  same  dosage  q.i.d.  as  maintenance.  In  ad- 
dition to  the  2 test-drugs,  saline  gargles,  aspirin, 
mild  antiseptic  mouth  washes,  antitussives,  and 
expectorants  were  prescribed  as  adjunctive  therapy 
for  40  patients. 

Criteria  for  evaluating  the  clinical  responses  to 
each  drug  were  as  follows:  “Excellent,”  if  the  pa- 
tient became  asymptomatic  within  2 or  3 days  and 


showed  a bacteriologically  negative  culture  1 week 
post-therapy;  “Good,”  if  clinically  asymptomatic 
within  3 to  4 days  with  a pathogen-free  culture  1 
week  post-therapy;  “Fair,”  if  symptom  free  within 
a week,  but  with  a second  culture  positive  for  the 
known  pathogen  or  for  newly  emergent  organisms; 
a rating  of  “Poor”  might  indicate  minimal  or  no 
clinical  improvement  with  bacteriologic  cultures 
persistently  positive  after  2 weeks  of  treatment. 

Comparative  Results 

Clinical  Responses.  Judged  by  the  75 
per  cent  of  patients  who  had  obviously 
good-to-excellent  responses  to  each  drug, 
sulfadimethoxine  and  oxytetracycline 
were  equally  effective  (Table  I). 

Of  the  60  sulfadimethoxine-treated  pa- 
tients, the  9 showing  “Fair”  responses 
were  clinically  asymptomatic  within  a 
week  or  less,  despite  bacteriologically  posi- 
tive cultures  on  the  seventh  treatment  day. 
Of  these,  7 had  acute  tonsillitis  (4  cases 
due  to  beta-hemolytic  streptococci  and  3 
attributable  to  virulent  staphylococci, 
coagulase-positive)  ; 1 had  recurrence  of 
the  acute  otitis  media,  also  due  to  Staphy- 
lococcus aureus,  while  the  ninth  had  a 
streptococcal  sore  throat  from  which  both 
alpha-hemolytic  streptococci  and  virulent 
staphylococci  were  isolated,  with  the  lat- 
ter persistent  on  repeated  culture. 

Of  the  5 patients  with  “Poor”  results, 
3 showed  marked  clinical  improvement 
within  7 days,  although  resistant  strains 
of  beta-hemolytic  streptococci  and/or 
coagulase-positive  staphylococci  were  still 
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Table  2 


Bacteriologic  Response  To  Sulfadimethoxine  vs  Oxytetracycline 
No.  of  Cultures  in  Which  Organisms  were  Isolated,  Eradicated,  Persistent,  or  in  which  New  Strains  Emerged 

Sulfadimethoxine  Oxytetracycline 

Pre-therapy  Post-therapy  Pre-therapy  Post-therapy 

Isolated  Eradicated  Persistent  Emerged  Emerged 


Strains 

Isolated  Eradicated  Persistent 

Strains 

Streptococcus  (Beta-hemolyticus) 
(non-group  A) 

31 

24 

7 

3* 

22 

21 

1 

2* 

Streptococcus  viridans 
( Alpha-hemolyticus) 

12 

7 

5 

2** 

0 

6 

4 

2 

2t 

14 

2t 

Staphylococcus  aureus  (coag.  +) 

17 

10 

7 

0 

5 

4 

1 

■y#* 

Staphylococcus  albus 

2 

— 

2 

0 

1 

1 

— 

0 

Neisseria  species 

3 

3 

— 

0 

4 

4 

— 

0 

Gram-negative  bacilli  (not 
otherwise  identifiable) 

2 

2 

0 

1 

1 

_ 

0 

Diplococcus  pneumoniae 

1 

1 

— 

0 

2 

2 

— 

0 

Hemophilus  influenzae 

0 

— 

— 

0 

1 

1 

— 

0 

Psuedomonas  species 

0 

— 

— 

0 

1 

1 

— 

0 

Clostridium  species 

0 

— 

— 

0 

1 

1 

— 

0 

Paracolon  bacilli  (possible 
contaminants) 

1 

1 

0 

1 

1 

0 

Cultures  negative  (not  added) 

(2) 

negative 

— 

0 

0 

— 

— 

0 

TOTALS: 

69 

48(70%) 

21 

5(7%) 

45 

4K91%) 

4 

10(22%) 

*Streptococcus  viridans  (alpha-hemolyticus)  fStaphylococcus  aureus 

**  Pneumococcus  species  JNeisseria  species 


present  on  culture  after  2 weeks  of  ther- 
apy. All  5 cases  were  considered  to  repre- 
sent chemotherapeutic  failures.  Following 
disc-sensitivity  tests,  the  5 patients  were 
treated  with  an  appropriate  antibiotic. 
Two  patients  were  not  evaluated  due  to 
inadequate  sulfadimethoxine  treatment 
through  failure  of  the  patient  to  adhere 
to  assigned  dosage  schedules. 

Of  the  36  oxytetracycline-treated  pa- 
tients, 7 showed  only  “Fair”  results.  In- 
cluded were  3 cases  of  acute  tonsillitis 
(one  due  to  alpha-hemolytic  streptococci 
and  two  due  to  beta-hemolytic  strepto- 
cocci). These  three  patients  had  positive 
cultures  after  two  weeks.  Two  patients 
with  acute  otitis  media  (one  due  to  alpha- 
hemolytic  streptococci,  and  one  due  to 
staphylococci)  had  positive  cultures  with 
emergent  strains  of  pneumococcus  and 
alpha-hemolytic  streptococcus,  respective- 
ly, after  7 days  on  the  antibiotic.  Another 
patient  with  otitis  media  had  a poor  clin- 
ical outcome,  even  though  the  pathogen, 


beta-hemolytic  streptococcus,  was  eradi- 
cated. A seventh,  with  acute  frontal  sinu- 
sitis, had  cultures  positive  for  virulent 
staphylococcus  for  2 weeks,  post-therapy 
“Poor”  ratings  were  accorded  2 patients 
with  acute  tonsillitis  and  pharyngitis:  1 
with  beta-hemolytic  streptococcus ; the 
other  with  emergent  staphylococcus  col- 
onies found  on  repeated  cultures,  2 weeks 
post-treatment. 

Bacteriologic  Results.  The  bacteriologic 
findings  are  summarized  in  Table  II.  From 
96  pre-therapy  cultures,  114  organisms 
were  isolated.  In  order  of  frequency  of 
isolation,  the  pathogens  were  Streptococ- 
cus pyogenes  (beta-hemolyticus)  ; Staphy- 
lococcus aureus  (coagulase-positive)  ; 
Streptococcus  albus;  a Pseudomonas  spe- 
cies; Streptococcus  viridans  (alpha-hemo- 
lyticus) ; and  Diplococcus  pneumoniae. 
Other  organisms  isolated,  but  rarely  im- 
plicated as  pathogens  in  secondary  up- 
per respiratory  infections,  were  Hemo- 
philus influenzae,  Neisseria  and  Clostri- 
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dium  species,  and  gram-negative  bacilli 
(not  otherwise  identified). 

As  will  be  noted  in  Table  II,  the  total 
percentage  of  bacteriologic  conversions 
was  higher  for  the  oxy tetracycline-treat- 
ed group  (91%)  than  for  those  on  sul- 
fadimethoxine  therapy  (70%).  Detracting 
from  the  antibiotic’s  efficacy,  however, 
was  the  22  per  cent  of  newly  emergent 
organisms  following  one  week’s  therapy. 
In  four  repeated  cultures,  following  eradi- 
cations of  alpha-  or  beta-streptococci,  domi- 
nant colonies  of  coagulase-positive  Staphy- 
lococcus aureus  emerged.  Superinfection 
by  oxytetracycline-resistant  staphylococci 
has  long  been  recognized  as  a problem 
with  its  use  in  the  other  bacterial  infec- 
tions.9'12 

Side  Effects.  Aside  from  3 instances  of 
skin  rash — 2 occurring  in  two  patients 
taking  sulfadimethoxine  and  one  in  a pa- 
tient on  oxytetraycline,  no  other  side  ef- 
fects were  reported.  One  of  these  patients 
had  a maculopapular  rash  which  disap- 
peared spontaneously;  in  the  other  2 pa- 
tients, fine  pruritic  rashes  appeared  on 
the  extremities,  subsiding  upon  discon- 
tinuance of  each  drug. 

Discussion 

The  equivalent  effectiveness  of  the  com- 
pared drugs  is  apparent  from  the  above 
results.  Similar  results  are  also  reported 
in  2 comparative  double-blind  studies13'14 
— one  in  118  pediatric  patients;  the  other 
in  96  children  and  adults  treated  for  URIs 
with  sulfadimethoxine  or  oxytetracycline 
and  both  studies  demonstrated  parallel 
safety  and  efficacy. 

What,  then,  are  the  advantages  of  a 
sulfonamide  over  an  antibiotic,  or  vice 
versa?  The  factors  determining  one’s 
choice  warrant  the  following  qualifing  re- 
statement : 

Minor  Side  Effects.  Reactions,  such  as 
allergenic  skin  rash,  transient  nausea, 
diarrhea,  metallic  taste  and  the  like,  have 
presented  no  serious  problems  with  the 
use  of  either  drug.  Considering  their  wide 


usage,  the  incidence  of  minor  side  effects 
has  been  negligible.10 

Toxicity  and  Metabolic  Derangements. 

Hepatotoxicity  or  renal  complications  are 
rare  during  sulfadimethoxine  therapy, 
but  are  not  infrequent  with  the  extended 
use  of  oxytetracycline;15  additionally,  the 
latter  produces  antianabolic  effects  that 
can  be  detrimental  in  patients  with  re- 
duced renal  function.11  The  brown  dis- 
coloration and  faulty  enamel  formation  of 
children’s  teeth  which  may  follow  the  use 
of  oxytetracycline  either  in  mothers  dur- 
ing late  pregnancy,  or  in  children  under 
the  age  of  6 is  well  documented. 10'11-1<! 
These  complications  have  never  been  as- 
sociated with  any  of  the  sulfonamides. 

Recent  cautions  issued17  relative  to  an 
association  of  the  long-acting  sulfona- 
mides with  the  Stevens-Johnson  syndrome 
merit  comment.  The  fact  remains  that  this 
syndrome — described  by  Hebra  over  100 
years  ago  and  appearing  sporadically18 
(sometimes  in  epidemics)  worldwide 
since  then — has  no  known  cause.19  A re- 
view of  the  world  literature  would  sug- 
gest that  this  syndrome,  briefly  defined 
as  “acute  inflammatory  systemic  disease 
producing  a spectrum  of  clinical  pat- 
terns”20 must  have  a multiple  etiology. 
It  has  been  associated  with  a vast  array 
of  drugs,  with  viral  and  bacterial  infec- 
tions, vaccinations,  pregnancy,  deep  x- 
ray  therapy  and  even  various  foods.1819 
While  its  association  with  long-acting 
sulfonamide  therapy  is  the  most  recent  of 
numerous  hypotheses,19  before  credulous 
acceptance  of  this,  the  clinician  is  refer- 
ed  to  a recent  informative  article19  on  the 
syndrome. 

Superinfections.  An  important  reason 
for  selecting  a sulfonamide  over  an  anti- 
biotic is  the  documented  propensity  of  the 
latter  (the  tetracyclines,  in  particular)  to 
1)  promote  superinfections  by  staphylo- 
cocci,11-12 B.  proteus  and  Pseudomonas 
aeruginosa ;41  and  2)  encourage  monilial 
overgrowth.  Bacterial  resistance  (rare. 
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and  slow  to  develop  during  sulfonamide 
use)21  is  a requisite  in  the  genesis  of 
superinfection.  Additionally,  such  resis- 
tance may  not  only  reflect  therapy  with 
a specific  antibiotic,  such  as  tetracycline, 
but  of  kindred  drugs,  due  to  bacterial 
cross-resistance.1  !’12 

The  Long  Range  Effect.  The  long-range 
consideration  of  possible  bacterial  resis- 
tance to  antibiotics  represents  the  ultimate 
determinant  for  the  choice  of  a sulfona- 
mide. To  use  antibiotics  in  acute  and  re- 
current upper  respiratory  infections  may 
well  nullify  their  efficacy  against  future 
life-threatening  infections. 

Summary  and  Conclusions 

1.  An  evaluation  of  the  comparative  ef- 
ficacy of  sulfadimethoxine  (Madribon) 
and  oxytetracycline  (Terramycin)  was 
conducted  in  96  ENT  Clinic  outpatients 
with  acute  bacterial  upper  respiratory  in- 
fections, primarily  tonsillitis  and  pharyn- 
gitis. Also  treated  were  8 patients  with 
acute  otitis  media. 

2.  Dosages  of  the  sulfonamide  in  60  pa- 
tients averaged  2 Gm,  stat,  and  0.5  Gm 
twice  daily.  The  antibiotic  dosage  in  36 
patients  averaged  250  mg,  q.i.d.  (1  Gm 
day) . Drug  treatments  averaged  1 week. 

3.  Pre-therapy  bacteriologic  cultures 
repeated  on  the  seventh  day  of  medication, 
together  with  assessment  of  clinical  im- 
provement, were  the  criteria  for  com- 
parative evaluations. 

4.  Clinical  responses  to  the  2 drugs 
demonstrated  equal  efficacy,  with  75%  of 
patients  on  each  antibacterial  becoming 


asymptomatic  within  3 to  7 days.  Simi- 
larly, fair  and  poor  results  (the  latter 
representing  therapeutic  failures)  were 
found  in  equivalent  numbers. 

5.  The  total  percentage  of  bacteriologic 
conversions  was  higher  in  patients  on 
oxytetracycline  therapy  than  in  those  on 
sulfadimethoxine  (91%  vs  70%).  How- 
ever, repeat  cultures  after  oxytetracycline 
revealed  a 22%  rate  of  newly  emergent 
organisms;  in  particular,  pathogenic 
Staphylococcus  aureus,  coagulase-positive, 
which  followed  the  eradication  of  alpha- 
or  beta-hemolytic  streptococci. 

6.  Side  effects  were  minimal ; 3 instan- 
ces of  skin  rash  occurred — 2 associated 
with  sulfadimethoxine;  1 with  oxytetracy- 
cline. 

7.  Primary  considerations  favoring  the 
use  of  a sulfonamide  rather  than  an  anti- 
biotic in  the  treatment  of  URI  are:  2) 
with  antibiotic  use,  the  possibility  of  de- 
velopment of  bacterial  resistance,  super- 
infections and  mondial  overgrowth;  and 
b)  the  inadvisability  of  using  an  antibiotic 
in  common,  recurrent  bacterial  URI, 
thereby  nullifying  its  efficacy  against 
future  life-threatening  infections. 

8.  In  the  treatment  of  secondary  bac- 
terial upper  respiratory  infections,  the 
advantages  of  this  long-acting  sulfona- 
mide, sulfadimethoxine,  are  its  rapid  ab- 
sorption and  chemotherapeutic  action,  low 
toxicity  index,  ease  of  1 or  2-a-day  ad- 
ministration, low  cost,  and  its  ability  to 
maintain  adequate  protective  blood  levels 
(despite  “missed  doses”).  These  assets 
are  of  a signal  value  in  ENT  clinic  out- 
patients. 
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“Death”  From  Lightning  and  the  Possibility  of  Liv- 
ing Again— H.  B.  Taussig  Ann  Intern  Med  68:1345- 

1353  < June'  1968 

A review  of  a number  of  persons  who  were  struck 
by  lightning  and  recovered  is  presented.  Statistics 
indicated  more  persons  recover  after  being  struck 
than  are  killed.  A person  struck  by  lightning  is 
instantaneously  rendered  unconscious.  Heart  action 
and  respiration  cease.  Spontaneous  recovery  may 
occur  if  respiratory  narcosis  is  not  too  long.  The 
heart  usually  starts  in  sinus  rhythm  with  marked 
bradycardia.  Minor  electrocardiographic  changes 
are  common;  myocardial  infarction  is  rare.  When 
the  patient  first  regains  consciousness  he  may  be 
mute  and  unable  to  move.  Burns  may  be  severe  but 
heal  remarkably  easily.  Transient  headache  and 
hypertension  are  common.  Fractures  of  the  limbs  or 
skull  may  occur  when  the  person  is  thrown  to  the 
ground.  Most  of  the  reports  concern  spontaneous 
recovery.  In  strikingly  few  reports  was  any  effort 
made  to  resuscitate  the  person  who  had  been  killed. 
Nevertheless,  cardiopulmonary  resuscitation  and 
prolonged  artificial  respiration  are  important  for  a 
person  who  appears  to  have  been  killed  by  lightning. 
Furthermore,  if  recovery  occurs,  it  is  usually  com- 
plete except  for  possible  impairment  or  loss  of  sight 
or  hearing.  If  a group  of  persons  are  struck  by 
lightning,  attention  should  first  be  directed  to  the 
dead,  as  those  who  show  signs  of  life  will  in  all 
probability  recover  even  though  burns  or  injuries 
may  need  treatment. 
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NEWBORNS  AND  FOLIC  ACID 


SAMUEL  K.  MORGAN,  M.D. 


Serum  folic  acid  levels  in  premature 
and  full  term  newborn  infants  are  ele- 
vated at  birth  and  in  the  early  neonatal 
period.1'3  These  levels  are  considerably 
higher  than  maternal  levels  at  parturi- 
tion.4 The  present  study  confirms  these 
findings  and  attempts  to  correlate  folic 
acid  concentration  with  other  maternal 
and  neonatal  values. 

Methods  and  Materials 

Microbiologic  assay  of  serum  folic  acid 
activity  was  performed  utilizing  lacto- 
bacillus  casei  according  to  the  method  of 
Baker5  and  Herbert.6 

Sterile  specimens  of  cord  blood  were 
collected  promptly  from  the  placental  end 
of  the  cord  of  premature  (less  than  2500 
gm  birth  weight)  and  full  term  infants. 
Maternal  blood  specimens  were  collected 
at  or  closely  following  delivery.  In  addi- 

Assistant  Professor  of  Pediatrics,  Medical  College 
of  South  Carolina,  80  Barre  Street,  Charleston,  South 
Carolina. 


tion  to  those  included  in  this  study,  con- 
current specimens  from  normal  children 
and  adult  controls  were  assayed. 

Results 

The  comparison  between  the  mean 
serum  folic  acid  levels  of  the  maternal 
and  newborn  groups  is  shown  in  Figure 
1.  The  means  for  both  the  premature  and 
full  term  infants  are  elevated  above  the 
normal  for  our  laboratory  and  the  means 
for  both  maternal  groups.  There  is  no 
significant  difference  between  the  means 
of  the  term  and  premature  groups.  The 
means  for  the  maternal  groups  are  below 
the  normal  mean  for  adult  non-pregnant 
females  and  are  not  significantly  different 
from  each  other. 

Figure  2 relates  maternal  folate  to  in- 
fant value  levels  for  premature  and  term 
deliveries.  Low  maternal  and  high  infant 
levels  are  seen  in  both  premature  and  term 
deliveries.  Therefore,  the  low  maternal 
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Fig.  1.  Relationship  of  the  mean  serum  folic  acid 
level  in  the  maternal  and  newborn  groups. 


Fig.  2.  Scatter  diagram  of  relationship  of  mater- 
nal and  infants’  folate  levels. 


December,  1968 


499 


NEWBORNS  AND  FOLIC  ACID 


fr  Premature  Intanh. 


50- 

45- 

40 


Serum 
Folic  36' 
A:id  ^ 


NG/ML 


25~ 

20- 


* •••.  * 


V • 


ism  m 
Birth  Weight  in  Grams 


• • •• 

» moo  m saw  «oo  m 


Fig.  3.  Scatter  diagram  showing  the  serum  folic 
acid  plotted  against  the  birth  weight  in  grams  of 
both  infant  groups. 

serum  folate  activity  is  probably  not  an 
influencing  factor  in  spontaneous  prema- 
ture delivery. 

The  gestational  age  of  premature  in- 
fants ranged  from  24  to  36  weeks  and 
their  weight  ranged  from  670  to  2460 
grams.  Figure  3 relates  the  folate  activity 
to  birth  weight.  It  is  apparent  that  there 
is  a lack  of  appreciable  correlation. 

Figure  4 indicates  the  relationship  of 
maternal  hematocrit  values  at  delivery 
with  newborn  values  in  paired  specimens 
for  both  premature  and  term  infants.  As 
is  apparent,  maternal  anemia  is  not  di- 
rectly related  to  neonatal  anemia. 

Figure  5 shows  that  maternal  hemato- 
crit values  ranged  from  30  to  43  volumes 
per  cent  and  did  not  correlate  with  folate 
activity  (observed  correlation  coefficient 
— .029).  Since  hematocrit  alone  is  not  a 
valid  criterion  of  megaloblastic  anemia  of 
pregnancy,  the  maternal  peripheral  blood 
smear  and  the  bone  marrow  were  ex- 
amined. These  specimens  did  not  reveal 
megaloblastic  morphologic  changes  de- 
spite low  serum  folate  activity  and  regard- 
less of  the  degree  of  anemia.  Therefore, 
low  maternal  serum  folate  acid  activity 
is  not  necessarily  reflected  as  megalo- 
blastic anemia.  No  other  studies  relative 
to  the  maternal  hemogram  were  per- 
formed. 

Hematocrit  values  on  infant  blood  spe- 
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Fig.  4.  Scatter  diagram  of  paired  maternal-infant 
hematocrit  values. 


cimens  ranged  from  20  volumes  per  cent 
(in  an  Rh  erythroblastotic  infant)  to  65 
volumes  per  cent.  Most  were  in  the  nor- 
mal or  near  normal  range  for  age,  or  be- 
tween 55  and  65  volumes  per  cent.  Peri- 
pheral blood  smears  and  bone  marrow  ex- 
aminations on  the  infants  were  normal. 

Parity  had  no  demonstrable  relation- 
ship with  serum  folate  levels  (Figure  6). 
There  was  no  gradual  decline  of  serum 
folate  with  increasing  parity. 

As  shown  in  Figure  7 there  is  no  signi- 
ficant difference  in  mean  maternal  folate 
levels  at  parturition  by  race.  The  mean 
serum  folate  activity  for  non-white 
mothers  of  premature  infants  is  low.  The 
number,  however,  in  this  group  is  too 
small  for  adequate  statistical  comparison. 
Availability  of  medical  care,  adequate 
diet,  and  other  socio-economic  factors  may 
be  of  importance  here. 

Discussion 

Formation  and  development  of  all  hu- 
man cells  is  dependent  on  an  adequate 
supply  of  folic  acid.  The  body’s  require- 
ment for  folic  acid  is  related  to  the  amount 
of  cellular  reproduction  occurring  at  any 
given  time.  The  fetus  with  its  uniquely 
rapid  rate  of  growth  must  have  excessive 
demands  for  folic  acid  which  can  be  met 
only  through  the  maternal  circulation. 
Under  these  circumstances,  one  might  ex- 
pect to  find  that  maternal  and  fetal 
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Fig.  5.  Scatter  diagram  indicating  the  relationship 
of  hematocrit  and  serum  folic  acid  level  on  both 
maternal  groups. 

serum  folic  acid  activity  depart  from  the 
non-pregnant  adult  norm.  Our  studies 
confirm  those  of  previous  investiga- 
tors4’7'10, and  show  that  maternal  folic 
acid  activity  is  low  early  in  pregnancy 
and  that  cord  folic  acid  activity  is  ele- 
vated in  both  premature  and  mature  in- 
fants. In  this  series  significant  elevation 
was  observed  as  early  as  24  weeks  gesta- 
tion. No  correlation  between  both  birth 
weight  and  folate  activity  was  found. 

The  ability  of  the  materno-fetal  unit  to 
maintain  folic  acid  activity  in  fetal  cir- 
culation at  5 to  20  times  the  activity  in  the 
maternal  circulation  probably  assures  the 
rapidly  growing  fetus  a supply  of  folic 
acid  adequate  to  meet  its  needs.  Low  folic 
acid  activity  and  megaloblastic  anemia 
are  extremely  rare  in  the  immediate  neo- 
natal period.  Even  the  small  premature 
infants  who  manifest  folic  acid  deficiency 
after  the  first  month  of  life  have  elevated 
serum  folate  activity  at  birth  and  appar- 
ently develop  folic  acid  deficiency  as  a re- 
sult of  inadequate  dietary  intake.3  Wil- 
loughby’s11 finding  of  an  association  be- 
tween folate  deficiency  in  pregnancy  and 
the  development  of  megaloblastic  anemia 
in  the  child  after  the  first  month  of  life 
probably  reflects  exposure  of  the  infant  to 
a folate  deficient  diet  rather  than  a signi- 
ficant breakdown  of  the  partitioning  of 
folic  acid  between  the  mother  and  fetus. 

Maternal  protection  against  sympto- 


Figs.  6 and  7.  Parity  in  all  mothers  studied.  All 
fall  below  the  mean  normal  value  of  8.4  nanograms/ 
ml  and  in  the  low  or  low-normal  range  for  our 
laboratory’.  Mean  maternal  folate  levels  at  parturi- 
tion by  race. 

matic  folic  acid  deficiency  seems  less  com- 
plete. The  vast  majority  of  pregnant 
women  do  not  show  hematologic  changes 
attributable  to  folate  deficiency  despite 
their  low  serum  levels.  None  was  found 
in  this  study.  However,  megaloblastic 
changes  are  reported  in  two  to  four  per 
cent  of  some  obstetric  series.11’12 

Increasing  parity  which  correlates  posi- 
tively with  increasing  birth  weight,  and 
racial  differences,  which  demonstrate 
lower  birth  weight  (after  36  weeks)  and 
shorter  gestation  in  the  Negro13,  were  not 
associated  with  changes  in  mean  folic  acid 
activity  of  premature  or  term  newborns  or 
their  mothers. 

Several  authors4-0  suggest  that  high 
fetal  demand  for  folic  acid  results  in 
lowered  maternal  stores  and  causes  the  oc- 
casional megaloblastic  anemia  of  preg- 
nancy. In  the  absence  of  differential  ma- 
terno-fetal partitioning,  high  fetal  demand 
should  result  in  fetal  folate  activity  which 
is  equal  to  or  lower  than  that  of  the 
mother.  All  reports  indicate  that  this  does 
not  occur.  Instead,  there  appears  to  be  a 
mechanism  characteristic  of  pregnancy 
which  maintains  a 5 to  10  fold  gradient  of 
folate  activity  across  the  placenta  and  re- 
sults in  a moderate  depression  of  mater- 
nal and  a marked  elevation  of  fetal  serum 
folic  acid.  These  changes  are  associated 
with  effective  protection  of  the  fetus  and 
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neonate  from  folate  dependent  megalo- 
blastic anemia,  and  some  increase  in  the 
likelihood  of  megaloblastic  anemia  in  the 
mother. 

Summary 

Maternal,  premature  and  term  newborn 
infants’  serum  folic  acid  levels  were 
measured.  In  keeping  with  previous  re- 
ports, the  infant  folate  levels  were  found 
considerably  higher  than  maternal  levels 

The  author  gratefully  acknowledges  the  assistance 
of  Drs.  William  G.  Thurman  and  Milton  C.  Westphal 
in  the  preparation  of  this  manuscript. 


at  parturition.  No  megaloblastic  anemia 
was  identified  in  the  mothers.  No  correla- 
tion was  found  between  birth  weight  and 
folic  acid  levels,  between  maternal  or  in- 
fant hematocrits  and  folic  acid  levels,  nor 
with  race  or  parity  and  folic  acid  levels. 
No  correlation  between  low  maternal 
serum  folate  levels  and  premature  delivery 
was  found.  The  existence  of  a mechanism 
characteristic  of  pregnancy  which  protects 
the  fetus  from  megaloblastic  anemia  while 
somewhat  increasing  the  risk  of  such 
anemia  in  the  mother  is  discussed. 
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Laiyngoeele— F.  Johnson  Putney,  M.D.  (Charles- 
ton), Laryngoscope  78:  749-755,  May,  1968. 

Laryngoceles  are  probably  more  common  than 
the  literature  indicates.  Seven  cases  were  reported, 
two  of  which  were  accompanied  by  unusual  cir- 
cumstance. The  classification  of  internal,  external, 
and  combined  is  used  to  denote  the  location  of  the 
laryngocele.  The  sac  may  contain  either  fluid,  pus 
or  air,  but  the  basic  pathologic  process  remains 
the  same.  The  lesion  is  predominantly  found  in 
males  and  arises  from  the  sacculus  of  the  laryngeal 
ventricle. 

The  external  approach  has  practically  replaced 
all  other  methods  of  surgical  treatment  and  has 
the  advantage  of  sparing  the  vocal  cords  from 
injury,  trauma  or  fibrosis  which  may  occur  when 
the  interior  of  the  larynx  is  opened 
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ARTHUR  F.  DISALVO,  M.D.* 


Today,  the  most  widely  used  method 
for  detecting  syphilis  is  the  VDRL 
(Venereal  Disease  Research  Laboratory) 
test  on  serum  or  spinal  fluid.  This  serolog- 
ical test  for  syphilis  was  explained  in  a 
recent  paper  from  the  South  Carolina. 
State  Board  of  Health.1** 

The  examination  is  economical  and 
easily  adapted  for  doing  a large  quantity 
of  specimens.  However,  it  does  not  deter- 
mine antibody  to  Treponema  pallidum  but 
is  a test  for  reagin,  a substance  like  an 
antibody  that  can  be  readily  measured. 
This  system  is  used  because  it  is  prac- 
tical while  sacrificing  some  specificity.  To 
be  highly  specific,  an  antigen  of  T.  palli- 
dum is  necessary.  Due  to  the  nature  of  the 
organism  such  an  antigen  has  not  been 
readily  available. 

A standard  method  in  a public  health 
laboratory  is  to  use  a non-treponemal  test 
(such  as  the  VDRL)  as  the  routine  pro- 
cedure. In  certain  instances  the  more  spe- 
cific (and  more  expensive)  treponemal 
tests  are  performed.  Until  recently  this 
was  the  Treponema  pallidum  Immobiliza- 
tion test  (TPI).  When  physicians  re- 
quested this  examination,  the  specimens 
were  sent  to  the  National  Communicable 
Disease  Center  in  Atlanta,  Georgia  where 
this  test  is  performed.  Now  the  TPI  is 
superseded  by  the  Flourescent  Treponemal 
Antibody-Absorption  Test,  which  is  per- 
formed at  the  South  Carolina  State  Board 
of  Health  Laboratory  in  Columbia. 

*Chief,  Bureau  of  Laboratory  Services  and  Re- 
search South  Carolina  State  Board  of  Health,  Colum- 
bia, South  Carolina. 

**Reprints  are  available  from  Venereal  Disease 
Control,  S.  C.  State  Board  of  Health,  Columbia,  S.  C. 


Fluorescent  Treponemal  Antibody- 
Absorption  Test 

The  fluorescent  treponemal  antibody- 
absorption  test  (FTA-ABS)  is  the  cul- 
mination of  many  years  of  development 
of  a serological  test  for  syphilis  which  is 
sensitive  and  specific.  This  procedure  is 
known  as  an  indirect  fluorescent  anti- 
body staining  reaction  and  resembles  the 
Coombs  test.  As  demonstrated  in  Figure 
1,  with  a reactive  serum,  the  virulent 
treponemes  (Nichols  strain)  are  “tagged” 
with  fluorescein  and  become  fluorescent. 

A POSITIVE 

STEP  I 

ANTIBODY  ANTIGEN 

> WlENT'S  , Un  \ 

^ SERUM  T poll.dumj  


ANTIGEN/ANTIBODY 

complex 


■) 


STEP  n 


ANTI-HUMAN  ANTIGEN/ ANTIBODY  FLUORESCENT  T palhdum 

GLOBULIN  + FLUORESCEIN  COMPLEX 


With  a nonreactive  serum,  the  antibody  is 
washed  away  in  Step  I and  the  fluores- 
cent anti-human  globulin  is  washed  away 
in  Step  II  (Fig.  2).  The  treponemes  which 
remain  are  non-fluorescent.  The  speci- 
ficity of  this  test  is  obtained  by  absorbing 
the  patient’s  serum  with  an  extract 
of  non-pathogenic  treponemes  (Reitsr 
strain)  thus  leaving  antibody  specific  for 
T.  pallidum. 

The  exacting  requirements  of  this  pro- 
cedure have  not  been  discussed,  however 
it  should  be  understood  that  this  test  re- 
quires more  sophisticated  equipment  than 
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the  VDRL  and  the  reaction  is  visible  only 
under  ultra-violet  light. 

Information  Obtained  from  the 

FTA-ABS 

The  main  occasion  for  ordering  an 
FTA-ABS  is  when  there  is  a discrepency 
between  the  clinical  impression  of  the 
physician  and  the  VDRL  report.  It  is 
useful  in  confirming  a diagnosis  of  late 
syphilis  in  patients  with  central  nervous 
system,  cardiovascular  system  or  oph- 
thalmological  problems  when  the  VDRL 
test  is  non-reactive,  because  reagin  titers 
tend  to  drop  below  detectable  levels  in 
late  syphilis. 

B NEGATIVE 


STEP  I 

NO 

ANTIBOOY 


ANTIGEN 


NO  REACTION 


PATIENTS 

SERUM 


T pollidum 


such  as  drug  addiction,  leprosy,  malaria, 
non-venereal  treponematoses  (yaws,  pinta, 
bejel),  anemia,  blood  dyscrasias,  collagen 
disease  as  lupus  erythematosis  or  auto- 
immune disease.  The  VDRL  may  be  re- 
active for  short  periods  of  time  due  to 
fever,  vaccination  or  immunization.  The 
FTA-ABS  test  is  specific  and  does  not 
react  in  these  instances. 

The  FTA-ABS  is  of  no  value  in  evaluat- 
ing therapy.  The  reagin  antibodies  will 
progressively  decline  after  therapy  and 
the  VDRL  may  become  non-reactive  in  1 
to  3 months.  Treponema]  antibodies,  how- 
ever, tend  to  persist,  and  the  FTA-ABS 
may  remain  reactive  as  long  as  13  years 
after  adequate  therapy.  It  is  unnecessary 
to  do  an  FTA-ABS  test  for  CNS  syphilis 
when  the  spina]  fluid  VDRL  is  reactive 
because  a BFP  spinal  fluid  is  extremely 
rare. 


The  FTA-ABS  Report  Form 


STEP  II 


ANTI  —HUMAN 
GLOBULIN  -t-  FLUORESCEIN 


NO  FLUORESCENCE 


FLUORESCENT  « 

’ TAG  * - 
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The  VDRL  test  may  be  reactive  in  sev- 
eral instances  when  the  physician  feels 
a diagnosis  of  syphilis  is  not  warranted. 
A normal  serum  may  be  reactive  if  there 
is  any  variation  in  performance  of  the 
examination.  The  proportion  of  reagents, 
temperature,  time  of  mixing  reagents  and 
time  of  reading  the  test  are  all  critical 
in  the  proper  procedure. 

Since  the  VDRL  is  not  a test  for  anti- 
body to  T.  pallidum,  but  a test  for  reagin, 
this  examination  may  be  reactive  in  the 
face  of  almost  irrefutable  evidence  against 
syphilis.  We  then  refer  to  such  cases  as 
biological  false  positive  reactions.  The 
biological  false  positive  reaction  (BFP) 
has  often  been  a problem  with  the  VDRL. 
The  BFP  may  be  due  to  systemic  diseases 


The  first  section  of  this  form  requests 
information  on  the  patient  for  identifica- 
tion of  the  specimen.  The  second  portion 
requests  clinical  and  laboratory  informa- 
tion which  is  helpful  in  the  interpreta- 
tion of  the  results  of  the  FTA-ABS  as 
these  factors  may  have  an  influence  on 
the  reaction.  At  least  two  VDRL  examina- 
tions, 2-3  weeks  apart,  should  be  per- 
formed before  requesting  an  FTA-ABS. 
If  the  second  test  is  non-reactive,  with  a 
negative  history  and  physical  examina- 
tion, a diagnosis  of  syphilis  is  not  war- 
ranted, and  there  would  be  little  reason 
for  requesting  an  FTA-ABS.  An  increas- 
ing VDRL  titer,  however,  is  compatible 
with  a diagnosis  of  syphilis.  If  the  titer 
remains  static  (usually  weakly-reactive) 
a FTA-ABS  should  be  requested.  It  must 
be  kept  in  mind  that  a variation  of  one 
two-fold  dilution  is  within  the  realm  of 
the  laboratory  error  (i.e.  a change  from 
1:16  to  1:8  or  1:32  may  not  be  signi- 
ficant) . The  laboratory  uses  the  previous 
VDRL  results  to  help  evaluate  the  overall 
effectiveness  of  the  FTA-ABS  test. 
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The  bottom  part  of  the  request  form 
is  filled  in  with  the  result  of  the  examina- 
tion by  the  laboratory.  The  FTA-ABS  is 
reported  as  reactive,  non-reactive,  or 
borderline.  A quantitative  test  is  not  per- 
formed. 

Interpretation  of  the  FTA-ABS 
A reactive  FTA-ABS  with  a non-reac- 
tive VDRL  may  indicate  either  an  un- 
treated, adequately  treated  or  inade- 
quately treated  patient  with  late  syphilis. 
If  the  VDRL  was  reactive  and  the  FTA- 
ABS  is  non-reactive,  this  probably  indi- 
cates a false-positive  VDRL.  In  the  latter 
case  the  physician  should  look  for  an  un- 
derlying cause  as  mentioned  previously 
in  the  discussion  of  BFP. 

Occasionally  an  FTA-ABS  may  be  re- 
ported as  “borderline”.  A second  FTA- 
ABS  should  be  performed  2 to  3 weeks 
later  to  see  if  there  is  any  quantitative 
change  in  antibody.  If  the  second  speci- 
ment  is  also  borderline  then  a TPI  may 
be  indicated.  Information  on  the  proced- 
ure to  collect  this  specimen  may  be  ob- 
tained from  the  South  Carolina  State 
Board  of  Health  Laboratory. 

General  Information 
Because  of  the  time  and  expense  in  per- 
forming this  procedure,  FTA-ABS  ex- 
aminations are  done  only  once  each  week, 
therefore  the  results  are  not  available  as 
quickly  as  the  VDRL.  The  South  Carolina 
State  Board  of  Health  Laboratory  is  now 
doing  approximately  1,200  VDRL  speci- 


mens every  day.  At  a cost  of  25£  each  the 
expenditure  is  $1, 500/week  for  this  one 
examination.  The  FTA-ABS  costs  approx- 
imately $2.50  per  specimen.  As  you  can 
see,  since  there  is  a tenfold  increase  in  the 
expense  of  this  examination,  certain  poli- 
cies must  be  established  as  to  when  it  is 
performed. 

Summary 

In  summary,  the  FTA-ABS  is  a highly 
specific  and  sensitive  test  for  antibody  to 
T.  pallidum.  It  requires  expensive  equip- 
ment and  highly  skilled  personnel  to  per- 
form this  examination.  Because  the  cost  is 
10  times  that  of  a non-treponemal  test 
(the  VDRL)  it  is  reserved  for  problem 
cases. 

Indications  for  the  FTA-ABS  are:  a 
static  weakly-reactive  VDRL  in  the  ab- 
sence of  a history  or  physical  findings 
compatible  with  a diagnosis  of  syphilis; 
when  the  VDRL  is  suspected  of  being 
a false  positive  reaction;  and  in  the  diag- 
nosis of  late  latent  syphilis. 

The  information  requested  on  the  re- 
port form  is  for  the  benefit  of  the  labora- 
tory in  the  constant  evaluation  of  a new 
diagnostic  procedure  and  must  be  sub- 
mitted with  the  specimen. 

For  additional  information  on  this  sub- 
ject requests  can  be  made  either  to  the 
Bureau  of  Laboratory  Services  and  Re- 
search in  Columbia  or  to  the  Venereal  Dis- 
ease Control  Section,  Bureau  of  Preven- 
tive Health  Services,  also  in  Columbia. 
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Heart  transplantation  is  now  emerging 
from  the  realm  of  experimental  endeavor 
to  assume  the  role  of  an  accepted  thera- 
peutic measure.1  There  have  been  to  date 
over  90  heart  transplants  performed ; half 
of  the  patients  are  living.  This  is  a decided 
improvement  over  the  initial  survival 
rate  of  renal  transplantation  and  has 
served  to  heighten  the  guarded  optimism 
manifest  by  most  when  the  first  success- 
ful heart  transplants  were  achieved. 

Virtually  every  patient  who  has  re- 
ceived a transplanted  heart  has  been  stud- 
ied extensively  with  emphasis  for  ob- 
vious reasons  on  immunologic  competence 
and  cardiac  dynamics.  This  has  resulted 
in  the  accumulation  of  a mass  of  data 
which  through  retrospective  analysis  now 
serves  as  the  control  or  point  of  reference 
in  directing  further  efforts  in  this  field. 

The  ethical,  moral,  legal,  and  social 
storm  that  was  precipitated  by  Dr.  Bar- 
nard’s first  transplant,  and  which  has 
clouded  the  milieu  of  many  subsequent 
transplants,  has  now  largely  subsided. 
The  dissident  voices  raised  in  protest  of 
heart  transplantation  as  representing  “ex- 
perimentation on  human  subjects”2  have 
either  withdrawn  to  a vantage  point  of 
skeptical  observation,  or  as  in  most  cases 
have  acknowledged  the  tremendous  ac- 
complishment that  heart  transplantation 
represents.  Medical  guidelines  as  state- 
ments of  policy  relating  to  heart  trans- 
plantation have  been  formulated  by  vir- 
tually every  medical  advisory  board,  in- 

*Division of  Thoracic  Surgery,  Medical  College 
of  South  Carolina,  Charleston,  South  Carolina. 
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“Courage  ...  is  the  quality  that  enables  the 
surgeon  to  assume  responsibility  for  the  remote 
chance  of  helping  the  desperately  ill  patient  no 
matter  what  the  risk.  It  is  the  quality  that  re- 
fuses to  consider  mortality  rates  or  public  reac- 
tion. It  is  fearlessness  of  any  consequence  ex- 
cept harm  to  the  patient.” 

Edwin  P.  Lehman  (1888-1954) 


eluding  the  Board  of  Medicine  of  the  Na- 
tional Academy  of  Sciences,'1  the  AMA 
Judicial  Council,4  and  the  Veterans  Ad- 
ministration Advisory  Council.5  There  are 
in  addition  published  reports  relating  to 
heart  transplantation  representing  the 
opinions  of  discussion  groups  and  semi- 
nars occurring  at  many  major  medical 
meetings,  some  of  which  have  convened 
especially  to  deal  with  the  propriety  of 
heart  transplantation. 

Transplantation  of  the  human  heart  did 
not  occur  dc  novo;  rather,  it  has  taken 
place  in  the  wake  of  a mass  of  carefully 
controlled  basic  animal  experimentation 
covering  a period  of  some  65  years  dating 
from  the  turn  of  the  century.6  Criticism 
has  been  directed  at  the  inconclusiveness 
of  this  data;  however,  a thorough  and  un- 
biased analysis  will  reveal  that  even  less 
was  known  of  the  fate  of  renal  transplants 
when  this  obviously  successful  endeavor 
was  given  clinical  trial  in  1959.  This  is  of 
itself  inadequate  justification  for  a pro- 
cedure that  embodies  such  finality;  how- 
ever, in  every  reported  clinical  case  of 
heart  transplantation  the  alternative  to 
the  procedure  has  been  equally  final. 

Medical  centers  around  the  world  are 
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now  undergoing  a thorough  self  analysis 
in  an  effort  to  determine  their  respective 
capabilities  in  terms  of  heart  transplanta- 
tion. It  is  reasonable  to  assume  that  this 
activity  is  motivated  by  the  desire  to 
afford  their  patients  the  best  and  most 
modern  medical  care  available.  The  crit- 
icism of  “personal  aggrandizement”  level- 
ed by  Dr.  Ames,  a psychiatrist  attending 
the  Capetown  Conference  could  have  been 
applied  to  practically  every  major  innova- 
tive human  endeavor  in  history.1 

There  is  a distressingly  large  patient 
population  with  intractable  heart  disease, 
a significant  number  of  whom  are  dying 
in  and  out  of  hospitals  daily  due  to  the  in- 
ability of  medical  science  to  aid  them  short 
of  transplanting  a heart.  The  majority 
of  these  patients  are  seen  in  centers  where 
open-heart  surgery  is  routinely  per- 
formed, such  as  the  Medical  College  of 
South  Carolina,  and  it  is  natural  that  in 
such  an  environment  the  urgency  of  the 
matter  would  be  more  deeply  sensed.  An 
assessment  of  the  capabilities  at  the  Medi- 
cal College  of  South  Carolina  conducted 
with  complete  awareness  of  the  guidelines 
and  directives  of  various  governing  boards 
reveals  that  a state  of  readiness  exists 
at  this  institution  to  offer  heart  trans- 
plantation to  a carefully  selected  patient 
population.  The  largest  obstacle  now  pre- 
sent to  the  initiation  of  this  procedure  as 
a therapeutic  modality  is  a logistic  one 
which  relates  to  the  mechanics  of  accom- 
plishing selection  of  an  appropriate  recip- 
ient and  donor  in  the  same  segment  of 
time  and  space. 

The  specifics  are  as  follows : 

(1)  There  is  at  the  Medical  College  of 
South  Carolina  an  available  surgical  team 
with  extensive  laboratory  experience  in 
cardiac  transplantation  which  has  demon- 
strated technical  competence  and  a 
thorough  understanding  of  the  known 
biological  processes  that  threaten  func- 
tional transplant  survival.  Cardiologists 
and  an  immunologist,  the  latter  trained  in 
the  assay  and  control  of  immunologic 


surveillance,  are  available  to  collaborate 
in  the  multidiscipline  approach. 

(2)  A systematic  protocol  of  intent  has 
been  designed  to  include  all  eventualities 
relating  to  the  patient  and  donor  selection, 
technical  aspects  of  heart  replacement, 
and  postoperative  patient  care,  monitoring 
of  physiologic  changes,  and  data  collation 
for  subsequent  review.  All  personnel  have 
been  advised  of  their  respective  roles  and 
responsibilities  so  as  to  reduce  or  elimi- 
nate time-consuming  delays  in  the  pro- 
cedural logistics. 

(3)  Patient  selection  according  to  gen- 
eral concensus  will  be  limited  to  that 
group  of  patients  suffering  from  end- 
stage  heart  disease,  with  coronary  artery 
disease  the  primary  indication  at  present. 
No  specific  contraindications  based  on 
coexisting  organic  dysfunction  will  be  es- 
tablished due  to  the  many  discrepancies 
already  encountered  in  heart  transplant 
patients.  The  criteria  of  donor  selection 
will  be  simply  that  the  donor  must  have 
a normal  heart  and  no  evidence  of  any 
transferable  disease.  ABO  and  HLA  focus 
compatibility  will  be  established  but  may 
not  serve  as  a deterrent  to  organ  trans- 
plantation. Determination  of  donor  death 
will  be  based  on  respiratory  and  circula- 
tory failure  with  unequivocal  absence  of 
brain  stem  function.7 

(4)  Control  of  graft  rejection  will  be 
managed  by  attenuation  of  immunologic 
competence  with  ALG  (anti-lymphocyte 
globulin),  Imuran,  (azathioprine)  and 
steroids.  It  is  realized  that  there  is  a con- 
siderable depth  of  knowledge  yet  to  be 
plumbed  in  this  particular  aspect  of  the 
problem.  Investigation  presently  taking 
place  at  the  Medical  College  will  continue 
with  increasing  intensity  in  hopes  of  of- 
fering some  enlightment,  and  new  avenues 
of  approach,  to  the  phenomenon  of  graft 
rejection. 

In  summary,  the  capability  for  trans- 
plantation of  the  human  heart  as  a means 
of  treating  intractable  heart  disease  is 
available  at  the  Medical  College  of  South 
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Carolina.  There  is  a thorough  realization 
of  the  problems  attendant  upon  the  en- 
deavor as  well  as  to  the  present  limita- 
tions of  our  knowledge  in  the  realm  of 
graft  and  host  interaction.  When  these 
factors  are  weighed  in  the  balance  with 
the  alternatives  available  to  the  patient 
population  in  question  there  is  not  only 
ample  justification  for  heart  transplanta- 


tion, but  a sense  of  urgency  to  expedite 
employment  of  this  therapeutic  modality. 
Cooperation  and  assistance  from  the  med- 
ical community  of  the  state  providing  ac- 
cess to  potentially  suitable  recipients  and 
donors  will  be  an  essential  prerequisite  to 
clinical  utilization  of  this  expression  of 
modern  day  surgery. 
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Early  Management  of  Battle  Casualties  in  Vietnam — 

E.  L.  Jones,  A.  F.  Peters,  and  R.  M.  Gasior  Arch 

Surg  97:1-15  (July)  1968 

Recent  experience  in  the  early  management  of 
battle  casualties  at  a 60-bed  surgical  hospital  in 
Vietnam  is  reviewed.  Distribution  of  wounds  was 
similar  to  that  encountered  in  World  War  II  and 
Korea.  Of  all  vascular  injuries  treated,  reversed 
autogenous  saphenous  vein  grafts  were  used  most 
frequently  and  accounted  for  50%  of  all  repairs. 
Metallic  plate  or  rod  fixation  of  long  bone  fractures 
in  the  theatre  of  war  is  generally  contraindicated 
because  of  the  degree  of  wound  contamination.  The 
one  exception  occurs  when  there  is  instability  of 
bone  fragments  in  the  presence  of  arterial  injury 
and  movement  of  the  fragments  would  endanger 
the  graft  site.  There  were  three  amputations  follow- 
ing 31  vascular  repairs  (9.7%).  There  were  158  pene- 
trating missile  wounds  of  the  abdomen  (12.4%  of  all 
injuries).  The  small  bowel,  colon,  and  liver  were 
the  most  frequently  injured  intra-abdominal  organs. 
Rapid  helicopter  evacuation  and  availability  of  whole 
blood  in  the  combat  zone  are  the  most  significant 
factors  in  the  unparalleled  reduction  in  mortailty  and 
morbidity  in  this  war. 
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GAS  IN  GALLSTONES 

THE  MERCEDES-BENZ  SIGN 

FRANK  H.  GRUBER,  M.D.** 


More  exotic  than  the  sports  car  carry- 
ing this  emblem  is  the  diagnosis  based  on 
this  rare  sign.  For  here  is  an  unusual 
situation  whereby  the  gallstone  is  shown 
not  by  a calcific  opacity,  nor  through  its 
lucent  shadow  amidst  contrast  media, 
but  rather  through  a sharply  defined,  tri- 
radiate  gas  shadow.  The  shadow  is  much 
like  the  Mercedes-Benz  three-pointed  star. 
Actually,  one  of  the  three  lines  may  not 
be  seen,  resulting  in  a sea-gull  appear- 
ance or,  on  the  other  hand,  there  may  be 
more  than  three  radii. 

*From  McClennan  Banks  Memorial  Hospital 

♦^Director  and  Chairman,  Department  of  Radi- 
ology, McClennan  Banks  Memorial  Hospital,  Charles- 
ton, S.  C. 


Gas  in  the  fissured  gallstones  produces 
this  sign.  Of  the  theories  offered  to  ex- 
plain this  mechanism,  the  most  attrac- 
tive and  the  only  one  supported  by  any 
experimental  effort  is  the  one  presented 
by  Hinkel2.  Centrally,  the  gallstone  con- 
tracts while  the  outer  shell  maintains  its 
integrity.  Fissures  produced  by  this  loss 
of  volume  are  like  those  seen  in  a dry  river 
bed  or  drying  sliced  watermelon.  If  the 
shell  of  the  stone  is  left  intact,  a negative 
pressure  is  produced  by  the  fissure,  caus- 
ing a diffusion  of  gas  from  the  bile 
through  the  gallstone  into  the  fissure.  Gas 
diffuses  easier  than  liquid  through  a 
crystalline  substance.  Hinkel3  placed  gas- 
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containing  gallstones  in  water  with  a 
negative  pressure  of  10  pounds  per  square 
inch  above,  reversing  this  theoretical  pro- 
cess. In  30  minutes  the  gas  in  the  gall- 
stone had  disappeared.  Johnson'  believes 
that  the  gas  present  in  the  fissures,  rather 
than  being  absorbed  from  gases  dissolved 
in  the  bile,  actually  is  derived  from  air 
which  enters  the  gallbladder  from  the  duo- 


denum through  a patulous  sphincter  of 
Oddi.  Incidentally,  gas  shadows  in  the 
biliary  tract  are  usually  associated  with 
chronic  cholecystitis  and/or  cholangitis 
rather  than  a fistula.5  This  lends  some 
support  to  Johnson’s  theory  as  the  Mer- 
cedes-Benz sign  has  been  associated  with 
cholecystitis  in  all  of  the  cases  reported.1 
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THE  WORD  WAS  GOD 

By  Robert  Quinn,  M.I). 

In  the  ages  since  the  Christ  was  born 
Mankind  has  been  with  strife  so  torn 
Over  what’s  allowed  and  what  forbidden, 
The  shocking  truths  in  his  words  are 
hidden. 
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“DISTINGUISHED  ALUMNUS” 

In  the  rough  and  tumble  life  we  live  today,  men  seldom 
take  time  to  count  their  blessings,  or  voice  the  apprecia- 
tion of  a fellowman  unless  he  becomes  a national  hero. 
This  is  wrong. 

Within  the  ranks  of  the  medical  profession  in  the  state 
of  South  Carolina,  there  is  a man  who  would  not  want 
to  become  a national  hero.  A man  dedicated  to  his  up- 
right principles  and  beliefs;  a gentle  man,  yet  firm;  a 
man  who  has  given  years  of  his  time  to  the  preservation 
of  our  profession’s  past.  He  has  given  equal  time  to  the 
forward  progress  of  medicine  and  the  Medical  College. 
His  wisdom,  his  knowledge,  and  his  sound  advice  have  been  graciously  offered  to  all  of 
us  at  one  time  or  another.  Because  of  him,  we  are  linked  to  the  past  and  looking  to  the 
future. 

We  have  now  come  to  “a  pause  in  the  day’s  occupation”  to  honor  this  man ; and 
voice,  all  too  briefly,  our  longfelt  appreciation  of  him.  Of  what  he  is,  what  he  has  done 
and  is  doing  for  us,  both  as  individuals  and  as  members  of  our  profession. 

THIS  MAN  IS  DR.  JOSEPH  IOOR  WARING  OF  CHARLESTON. 

To  show  but  a small  measure  of  our  deep  appreciation  of  him,  the  Board  of 
Trustees  of  the  Medical  College  of  South  Carolina  has  voted  unanimously  to  name  the 
Historic  Library  at  the  Medical  College,  now  known  as  the  Hoffman  Library,  the  War- 
ing Historic  Medical  Library.  To  this  small  measure  of  appreciation  has  been  added  a 
well  deserved  accolade  by  the  Alumni  Board,  “Distinguished  alumnus”. 

In  the  Waring  Historic  Medical  Library,  which  Dr.  Waring  built  up  almost  single 
hancledly  with  very  limited  funds,  are  many  rare  books — without  bindings.  Again  let  us 
“Pause  in  the  day’s  occupation.”  Are  you  proud  of  your  profession?  Are  you  desirous  of 
preserving  the  history,  records  and  implements  of  your  profession  for  your  children 
and  children’s  children’s  awe  and  wonder?  Then  let  us  face  reality. 

Those  rare  books  need  tender,  loving  care.  Those  records  and  implements  need 
protective  cases.  You  can  become  a part  of  the  Waring  Historic  Medical  Library  by 
showing  that  you  are  mindful  of  the  need  for  future  doctors  to  be  able  to  share  in  the 
history  of  medicine.  In  plain  words,  money  is  needed.  Recall  all  those  who  have  lived 
before  us,  and  who  by  leaving  histories  and  records  have  contributed  so  much  to  help  us. 

Your  name  on  a bronze  wall  plaque  in  the  Waring  Historic  Medical  Library  will 
make  you  a part  of  it  for  the  ages  to  come.  You  can  insure  this  by  simple  procedures — 
any  old,  historical  medical  books,  records  and  implements  in  your  possession  can  be  sent 
to  “Health  Sciences  Foundation,”  Medical  College  of  South  Carolina,  earmarked  for  the 
Waring  Historic  Medical  Library,  80  Barre  Street,  Charleston,  South  Carolina.  The  most 
urgent  need,  of  course,  is  money,  and  it  is  tax  deductible.  We,  as  individuals,  should  be 
more  than  willing  to  do  our  part  in  contributing  to,  and  maintaining  for  posterity,  the 
history  of  medicine. 

AYE,  JOE  WARING! 


December,  1968 


Joel  Wyman,  M.D. 
President 
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Prosperity  At  Last  for  the  House  Officer 

For  those  few  surviving  physicians  who 
can  remember  when  the  compensation  for 
a hospital  house  officer  consisted  of  rather 
poor  quarters,  monotonous  and  somewhat 
doubtful  quality  of  food,  and  a few  hand- 
me-down  uniforms,  along  with  the  oppor- 
tunity for  learning  in  spite  of  the  scut 
work,  the  present  state  of  affluence  of 
interns  and  residents  seems  fantastic. 
Interns  in  some  of  the  larger  municipal 
hospitals  receive  salaries  up  to  $7,500  and 
fourth  year  residents  may  reach  the 
$10,000  figure,  with  added  fringe  bene- 
fits amounting  to  a considerable  sum. 

In  New  York  a “union”  of  house  offi- 
cers has  brought  about  an  extensive  pay 
raise  for  some  15,000  physicians.  This 
collective  bargaining  has  proven  so  effec- 
tive that  it  is  more  than  likely  to  spread 
to  other  areas.  Obviously  the  money  to 
meet  these  increases  in  salary  must  come 
from  two  sources,  either  the  patient, 
whose  room  rates  must  be  increased,  or 
indirectly  from  the  tax  payer  through 
some  federal  program.  Predictions  are 
that  New  York’s  voluntary  hospitals  will 
soon  be  charging  the  patient  $100  a day. 

Time  and  attitudes  change.  It  is  hard 
to  believe  that  the  present  house  officer 
is  worth  thousands  of  times  more  than  his 
counterpart  of  the  old  days. 


Medicine  and  the  Socio-Economists 

The  voices  of  the  many  people  deter- 
mined to  make  medicine  over  in  their 
severally  conceived  images  become  more 
audible  and  more  strident.  Many  of  them 
are  inclined  to  regard  the  recognized  de- 
fects of  the  medical  mechanism  as  due 
entirely  to  medicine  and  its  practitioners. 
They  are  ready  with  elaborate  schemes 
for  revolutionizing  our  whole  professional 
activity.  The  lone  practioner  is  consigned 
to  limbo,  and  multiple  schemes  for  build- 
ing up  group  practices  are  aired  daily.  The 


thinking  physician  not  only  views  with 
alarm  these  varied  threats  to  his  con- 
tinuation in  a kind  of  existence  which  he 
finds  not  unappealing,  but  also  must  be 
ready  to  answer,  deny,  amend,  or  improve 
upon  the  various  schemes  currently  cir- 
culating. The  unfortunate  apathy  which 
many  physicians  exhibit  in  the  face  of 
real  threats  to  their  way  of  life  is  as  ob- 
vious as  usual.  How  can  these  people  who 
should  be  chiefly  concerned  be  aroused? 

Elsewhere  in  this  issue  a member  of 
our  profession  reports  his  impressions 
from  a relatively  recent  meeting  entitled 
the  Second  National  Congress  on  the  Socio- 
Economics  on  Health  Care.  His  observa- 
tions are  sharp  and  pertinent.  All  physi- 
cians would  do  well  to  take  heed  of  this 
report  and  what  it  portends.  The  criti- 
cisms and  proposals  are  very  real ; they  are 
gathering  strength  and  variety  and  must 
be  met  with  some  reasonable  answer  from 
the  profession.  How  to  get  the  physician 
vitally  interested  is  a problem. 


Time  Changes  All,  Including  the  Air 

Half  a century  ago  when  the  flu  was 
rampant  the  advice  given  by  an  eminent 
public  health  authority  to  the  public  was 
“keep  your  windows  and  your  bowels 
open.”  He  had  little  to  offer  in  the  way 
of  specific  treatment,  and  indeed  we  have 
not  much  more  now. 

However  there  has  been  a little  reversal 
in  attitude  in  the  passage  of  50  years.  We 
read  in  a bulletin  of  an  organization  emi- 
nent in  its  interest  in  respiratory  ailments 
that  “if  you  suffer  from  a respiratory  ail- 
ment or  heart  condition — remain  indoors 
with  the  windows  closed.”  We  would  won- 
der if  that  stuffy  indoor  air  is  much  bet- 
ter for  the  respiratory  tract  than  that 
polluted  atmosphere  outside  or  is  it  just 
as  polluted?  After  all,  perhaps  pollution 
isn’t  yet  so  universally  intense  for  us 
South  Carolinians  that  we  can’t  breathe 
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with  reasonable  safety  to  the  linings  of  our 
lungs,  especially  if  we  live  near  any  of 
the  great  open  spaces. 


Letter  To  The  Editor 
Dear  Dr.  Waring: 

I have  just  returned  from  a postgrad- 
uate course  in  Internal  Medicine  spon- 
sored by  the  Department  of  Medicine  of 
the  Medical  College.  The  course  was  most 
instructive,  enjoyable,  and  appropriate  in 
its  application  to  clinical  medicine.  It 


was  most  amazing  to  me  to  see  such  a pro- 
gram put  on  by  young  men  at  the  Medical 
College  who  have,  despite  the  recent  dif- 
ficulties in  leadership  of  departments  and 
indeed  deanship  of  the  College  itself,  per- 
sisted in  their  knowledge  and  clinical  in- 
vestigation with  abilities  and  performance 
unsurpassed  in  any  other  educational  in- 
stitution in  the  country.  We  are  proud  of 
our  Medical  College  and  we  are  proud  of 
those  who  “keep  their  eye  on  the  ball” 
despite  the  distractions,  confusion,  and 
disturbances  on  the  sidelines. 

N.  B.  Baroody,  M.D. 


50  YEARS  AGO 


December  1918 

An  editorial  noted  that  it  was  “highly  important 
that  the  County  Society,  now  that  the  war  is  over, 
resume  active  work  at  once.” 


December,  1968 
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THE  DOCTOR  AND  THE  SOCIO-ECONOMISTS 

A report  on  the  Second  National  Congress  on  the  Socio-Economics  on 
Health  Care  Meeting  in  Chicago,  March  22-23,  1968. 


The  goals  of  the  Congress  were  to  ex- 
plore and  discuss  the  public  demands  for 
improvement  in  delivery  of  medical  care 
to  the  general  population  and  the  adjust- 
ments required  of  the  medical  profession 
to  meet  these  demands.  This  was  a very 
abrasive  meeting  as  far  as  the  physicians 
are  concerned,  as  many  speakers  were 
outside  of  the  medical  profession  and  in  a 
nice  way  pulled  no  punches  in  their  criti- 
cism of  present  methods  of  medical  prac- 
tice and  their  threats  of  what  is  to  come 
if  extensive  socio-economic  changes  are 
not  made  in  the  delivery  of  medical  care. 
Private  solo  practice  was  almost  ignored 
and  the  only  methods  of  practice  consid- 
ered and  acceptable  were  the  different 
types  of  group  practice,  as  the  economi- 
cally oriented  speakers  considered  this  the 
most  efficient  and  productive  type. 

The  keynote  speech  was  given  by  an 
economist  who  forcefully  presented  the 
public  demands  for  an  equitable  health 
service  with  the  threat  of  government  in- 
terference if  the  profession  did  not  read- 
just and  deliver  this  voluntarily.  How- 
ever, his  attitude  was  that  government 
financing  should  be  only  for  the  unem- 
ployed poor  and  medical  care  of  under- 
privileged children  with  employer  type 
of  insurance  covering  everyone  else  plus 
private  coverage  over  and  beyond  a basic 
coverage.  He  offered  the  following 
propositions : 

1.  Finance  medical  insurance  through 
employers. 

2.  Permit  anyone  to  buy  more  than  the 
minimum  required  health  insurance  cover- 
age if  able  to. 

3.  The  government  to  pay  for  insurance 
only  for  the  unemployed  poor. 

4.  Special  attention  to  medical  care  of 
children. 

5.  That  physicians  must  accept  the  de- 
manded changes  of  technology,  economic 


pressure,  and  shifting  of  social  and  poli- 
tical attitudes. 

Six  representative  types  of  group  prac- 
tice were  presented  under  the  following 
headings:  Single  specialty  group;  private 
multi-specialty  group;  prepayment  group; 
institutionally-based  group;  health  cam- 
pus or  private  offices  grouped  together; 
and  so-called  group  practice  without  walls 
which  is  a central  hospital  with  several 
outlying  clinics. 

The  non-physician  speakers  were  made 
up  of  economists,  medical  and  lay  educa- 
tors, insurance  and  hospital  administra- 
tors, public  health  and  government  offi- 
cials, industrial  technologists,  labor  and 
management  representatives,  besides  rep- 
resentatives of  the  American  Medical 
Assn.  Private  practice,  fee  for  service 
system,  lack  of  around-the-clock  emer- 
gency and  non-emergency  service,  and 
high  cost  of  medical  service  were  criticized 
and  the  reasons  discussed.  Speakers  from 
management  and  labor  were  very  specific 
and  overt  in  presenting  their  side  of  the 
demands.  They  forcefully  expressed  the 
opinion  that  since  they  were  putting  so 
much  money  in  health  coverage  they  were 
entitled  to  and  were  demanding  more 
participation  in  planning,  more  orienta- 
tion and  consideration  of  their  person- 
nel, a higher  quality  medical  care  given 
equitably  to  all  financial  catagories  of 
personnel  and  their  families,  as  well  as 
adequate  and  efficient  delivery  of  this 
high  quality  medical  care  at  a reasonable 
price.  All  speakers  felt  that  the  medical 
profession  must  take  a lead  in  health 
planning  locally  as  well  as  statewide  and 
nationally  or  the  public  will  demand  legis- 
lation which  may  reduce  the  medical  pro- 
fession to  a vocation. 

Most  professional  and  lay  speakers  en- 
forced the  idea  of  more  efficiency  and 
greater  production  by  better  organiza- 
tion, use  of  more  well  trained  ancillary 
personnel,  and  modern  methods  of  busi- 
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ness  and  industry  to  step  up  the  unit  pro- 
duction of  physicians  and  hospitals. 

The  two  major  dissenters  were  the 
president  of  the  Ohio  Medical  Society  and 
the  president  of  the  American  Medical 
Association.  The  Ohio  Medical  Society 
President  condemned  labor  and  HEW 
for  the  impending-  socialized  medicine 
takeover.  Dr.  Rouse,  the  President  of  the 
American  Medical  Association,  closed  the 
meeting  by  attacking  the  critics  who  dis- 
tort the  facts  about  the  medical  profes- 
sion, admitted  that  the  medical  profes- 
sion was  behind  in  some  aspects  of  pro- 
gressive overall  medical  care  but  that  it 
took  time  to  adjust  to  this  over-whelming 


problem.  He  noted  that  many  of  these 
socio-economic  problems  were  not  the  busi- 
ness of  physicians,  such  as  poverty,  un- 
employment, racial  prejudice,  ghettos, 
dietary  deficiencies  and  environmental 
flaws  as  well  as  medical  cost  inflation  by 
the  government  and  labor  groups.  He 
asked  for  time  to  develop  this  new  leader- 
ship. 

The  crux  of  the  whole  meeting  was 
indicative  of  the  fact  that  the  present 
method  of  medical  service  delivery  is  un- 
satisfactory to  the  general  public  and  that 
a change  must  be  made  or  legislative  ac- 
tion will  forcefully  bring  it  about. 

R.  K.  Charles,  Jr.,  M.D. 


GIFT  OF  THE  PAST 
By  Robert  Quinn,  M.D. 

With  these  few  words  may  you  recapture 
One  moment  of  your  childhood’s  rapture 
When  simple  faith,  warm  hearth,  bright 
fire 

Brought,  Christmas  morning,  heart’s 
desire. 


FOR  RENT 

Suite  of  Doctor’s  offices,  on  first  floor, 
with  on  premise  parking  available  No- 
vember 1st.  Suite  consists  of  large  wait- 
ing room,  nine  private  offices,  equipped 
with  central  heating  and  cooling.  Utili- 
ties and  jantor  services  furnished. 
Located  one  block  from  Columbia  Hos- 
pital and  five  blocks  from  Baptist 
Hospital,  1420  Gregg  Street,  Columbia, 
S.  C.  29202.  Write  or  call  John  H. 
Young,  Jr.,  P.  O.  Box  67,  Columbia, 
S.  C.  29202.  OND 


County  Medical  Society 
Officers  Meeting  Planned 

A one-day  meeting  similar  to  those 
held  in  recent  years  will  be  held  in 
Columbia  in  February,  on  a Sunday  not 
yet  determined.  The  program  is  incom- 
plete, but  subjects  of  general  interest 
to  the  profession  will  be  discussed.  In 
previous  years  they  have  included  Blue- 
Cross-Blue  Shield,  Medicare,  Medicaid, 
Health  Insurance,  the  Regional  Medical 
Program,  AMA  activities,  the  Legisla- 
tive Scene  and  other  pertinent  mat- 
ters. This  year  similar  subjects  will  be 
under  discussion. 

These  meetings  are  open  to  all  inter- 
ested persons,  not  only  the  society  of- 
ficers. The  invitation  is  general  to  our 
membership.  The  Association  provides 
a luncheon. 

A more  definite  announcement  will 
be  made  later. 
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Report  Made  to  Council  of  the  South  Carolina  Medical 
Association  by  the  Medical  Service  Committee 


Study  has  been  made  of  the  methods  by  which  charity  patients  are  cared  for  in  the 
various  counties  of  the  state  and  a copy  of  this  is  being  presented. 

An  Analysis  of  Methods  for  Charity  Patients  in  the  Various  Counties  of  South  Carolina 


There  are  three  counties  which  do  not  have  an  organized  County  Medical  Society — 

i* 

Population  (I960  census  No.  of  Doctors  in  County 


nearest  1000) 

[(  ) Not  in  private  practice] 

Jasper 

12,000  (Has  a hospital) 

4 

Lee 

22.000  (Has  a hospital) 

5 

(1) 

McCormick 

9,000  (No  hospital) 

2 

There  are  two 

district  societies  which  include  three  counties — 

Edisto  District 

Bamberg 

16,000  (Has  a hospital) 

9 

Calhoun 

12,000  (No  hospital) 

4 

Orangeburg 

Itidtre  District 

69,000  (Has  a hospital) 

50 

(1) 

Edgefield 

16.000  (No  hospital) 

9 

Lexington 

61,000  (No  hospital) 

19 

Saluda 

15,000  (No  hospital) 

3 

There  are  five  counties  which  do  not  have  a hospital- 

Calhoun 

12,000 

4 

Edgefield 

16,000 

16 

Lexington 

61,000 

19— 

Hospital  under  construction 

McCormick 

9,000 

2 

Saluda 

15,000 

3 

The  following  counties  have  neither  an  organized  general  outpatient  charity  clinic  nor 
inhospital  organized  charity  service.  In  these  counties  the  individual  physician  serves 

the  charity  patient  in  his  office  and  in  the  hospital. 

A 

number  of 

counties  have  a Well 

Baby,  Venereal 

Disease,  Cancer,  Birth  Control  or 

Heart  Disease 

Clinic  attended  by  a 

county  health  officer  or  a local  physician — 

Population  (1960  census 

No.  of  Doctors  in  County 

nearest  1000) 

[(  ) Not  in  private  practice] 

Abbeville 

21,000 

6 

(1) 

Allendale 

11,000 

3 

Anderson 

98,000 

82 

(2) 

Bamberg 

16,000 

9 

(9) 

Barnwell 

18,000 

10 

(1) 

Beaufort 

44,000 

15 

(2) 

Calhoun 

12,000 

4 

Cherokee 

32,000 

14 

Chester 

31,000 

13 

(1) 

Chesterfield 

34,000 

13 

Clarendon 

29,000 

7 

Colleton 

28,000 

11 

Darlington 

52,000 

23 

(1) 

Dillon 

30,000 

11 

Dorchester 

24,000 

8 
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Edgefield 

16,000 

9 

(1) 

Fairfield 

21,000 

6 

(l) 

Florence 

84,000 

76 

(3) 

Georgetown 

35,000 

17 

Hampton 

17,000 

8 

Jasper 

12,000 

4 

Kershaw 

34,000 

25 

Lee 

22,000 

4 

(1) 

Lexington 

61,000 

19 

(1) 

Marion 

32,000 

23 

(1) 

McCormick 

9,000 

2 

(1) 

Newberry 

29,000 

16 

(1) 

Orangeburg 

69,000 

50 

(1) 

Pickens 

46,000 

22 

Saluda 

15,000 

3 

Sumter 

75,000 

42 

<2> 

Williamsburg 

41,000 

14 

Four  counties  have 

a general  charity  outpatient 

clinic  but  no 

organized  inhospital 

charity  service — 

Berkeley 

38,000 

6 

(l) 

Horry 

68,000 

47 

(2) 

Marlboro 

29,000 

16 

(l) 

Oconee 

40,000 

24 

(In  Marlboro  the 

attending  physicians  receive  some  remuneration;  in  the  other  counties  they  do  not). 

Five  counties  have  organized  charity  inhospital 

services  but  no  charity  outpatient 

clinic — no  physicians  receive  remuneration — 

Aiken 

81,000 

42 

(2) 

Lancaster 

39,000 

19 

(2) 

Laurens 

47,000 

17 

Union 

30,000 

9 

York 

79,000 

55 

(1) 

Five  counties 

have 

organized  charity  general  outpatient  clinics  and  inhospital  services — 

Charleston 

216,000 

275 

(150) 

Greenville 

210,000 

218 

(30) 

Greenwood 

44,000 

48 

(2) 

Richland 

200,000 

247 

(100) 

Spartanburg 

157,000 

140 

(6) 

In  Greenville, 

Greenwood  and  Spartanburg  none 

of  the  physicians  caring  for  the  charity 

patients  receives  any  remuneration.  In  Charleston  and  Richland  counties  most  of  the 
physicians  attending  the  charity  patients  receive  financial  compensation. 

A.  Izard  Josey,  Chairman 
Medical  Services  Committee  of  the 
South  Carolina  Medical  Association 


Recommendations: 

1.  That  all  counties  not  having  an  organized  society  affiliate  themselves  with  a neighboring  county. 

2.  All  counties  or  associated  county  societies  with  a population  of  30,000  or  more  develop  an  organized 
charity  outpatient  clinic  and  inhospital  service.  U | v ! j 

3.  That  the  Council  and  officers  of  the  South  Carolina  Medical  Association  develop  plans  for  the  above  recom- 

mendations. Considering  the  changing  attitudes  in  the  doctor-patient  relationship  it  is  suggested  that  the 
physicians  attending  charity  patients  be  recompensed  on  a salary  basis  by  the  local  county  government. 

4.  That  there  should  be  more  cooperation  between  the  practicing  physicians  in  all  counties  and  the  activities 

of  the  State  Board  of  Health  and  its  local  county  units  in  establishing  outpatient  clinics. 

5.  Attention  be  directed  to  the  report  of  Dr.  Roland  Charles  incorporated  in  his  summary  report  of  the 

proceedings  of  the  Second  National  Congress  on  the  Socio-economics  on  Health  Care.  American  Medical 

Association,  held  in  Chicago  March  22-23,  1968. 

6.  Attention  of  Council  and  the  membership  of  the  South  Carolina  Medical  Association  be  directed  to  South 
Carolina  State  Law  (R1062,  H2459''  March  19,  1968,  cited  as  “State  Comprehensive  Health  Planning  Act.” 
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7.  Attention  of  the  Council  and  membership  of  the  South  Carolina  Medical  Association  be  directed  to  the 
formation  of  the  South  Carolina  Health  Forum  which  held  an  organizational  meeting  on  July  9,  1968,  in 
the  South  Carolina  Health  Department  in  Columbia,  presided  over  by  Dr.  E.  Kenneth  Aycock.  This  is  an 
organization  to  act  in  an  advisory  capacity  to  implement  the  aforementioned  South  Carolina  law  en- 
acted to  comply  with  Public  Law  (United  States  Congress)  89-749.  This  Forum  consists  of  people  interested 
in  public  health,  such  as  physicians  and  laymen  involved  in  various  activities  of  public  health:  such  as 
hospital  administrators,  pharmacists,  social  workers,  members  of  various  health  organizations  such  as 
tuberculosis,  heart,  cancer,  etc.,  public  health  workers  and  others  interested  in  the  public  at  large  with 
no  association  with  any  health  organization  but  representative  of  consumers  of  medical  care.  The 
Forum  consists  of  92  members,  12  of  whom  are  physicians.  It  should  be  recognized  that  this  Forum  will 
be  influential  in  the  future  planning  and  directing  of  the  methods  of  provision  of  medical  care  in  South 
Carolina. 


MEDICARE  IS  HERE!  MEDICAID  IS 
HERE!  THE  ELECTIONS  ARE  OVER! 
??WILL  THE  PRIVATE  PRACTICE  OF 
MEDICINE  SURVIVE  ? ? 


Below  are  excerpts  from  an  article  en- 
titled “Labor  Urges  Group  Practice  Pre- 
Payment  Plans  to  Halt  Rising  Medical 
Costs”  in  the  November  issue  of  The 
Carpenter,  the  official  publication  of  the 
United  Brotherhood  of  Carpenters  and 
Joiners  of  America  : 

"There  is  only  one  ultimate  answer  to 
this  problem — national  health  insurance, 
which  has  long  been  the  AFL-CIO  goal. 

“The  AFL-CIO  does  not  believe  that 
Congress  established  the  Medicare  and 
Medicaid  programs  or  that  unions  have 
sacrificed  to  win  health  protection  for 
their  members  to  enrich  physicians  and 
other  providers  of  medical  care.” 

"The  decisions  of  physicians  largely 
determine  hospital  cost.  The  physician 
decides  whether  a patient  goes  to  a hos- 
pital or  receives  much  less-expensive  but 
often  equally  or  more  effective  treatment 
on  an  out-patient  basis. 

“Old-fashioned.  fee-for-service  solo 
practice  is  out-date,  inefficient  and  ex- 
cessively costly. 

“Reimbursing  physicians  on  a usual  and 


customary  fee  basis  invites  fee  escalation 
because  fees  are  unilaterally  determined 
by  doctors. 

Labor’s  study  of  medical  costs  sug- 
gested these  specific  steps  for  reducing 
the  cost  while  maintaining  the  quality  of 
medical  care: 

“1.  Promotion  of  the  fastest  possible 
growth  of  comprehensive  group  practice 
prepayment  plans. 

"2.  Encouragement  of  more  efficient 
utilization  of  the  supply  of  doctors,  nurses 
and  other  health  personnel  including  ade- 
quate opportunities  for  training  and  pro- 
motion at  all  levels. 

“3.  Payment  of  medical  care  on  a capi- 
tation basis:  that  is,  an  actuarially  deter- 
mined amount  paid  at  periodic  intervals 
covering  total  health  care.  Capitation  pay- 
ments should  cover  not  only  physician 
services  but  hospitalization,  extended  care 
and  home  health  services  as  well. 

“4.  To  the  maximum  extent  possible 
physicians,  especially  hospital  based  phy- 
sicians and  the  heads  of  various  medical 
departments,  should  be  made  administra- 
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tively  responsible  to  the  hospital. 

“5.  Reimbursement  of  hospitals  on  the 
basis  of  average  cost  for  all  hospitals  in 
similar  circumstances  thereby  rewarding 
the  efficient  and  penalizing  the  inefficient. 

“6.  The  artificial  distinction  in  medicine 
between  the  method  of  financing  physi- 
cians services  and  hospitalization  should 
be  eliminated  by  establishing  a single  sys- 
tem of  financing  both,  requiring  no  addi- 
tional out-of-pocket  payment  from  bene- 
ficiaries. 

“7.  The  Food  and  Drug  Administration 
should  have  the  authority  to  evaluate  the 
relative  effectiveness  of  drugs.  On  the 
basis  of  such  objective  scientific  and  clin- 


ical information,  this  information  should 
be  made  available  to  physicians  and  hos- 
pitals in  an  official  governmental  or  gov- 
ernment approved  generic  name  formu- 
lary which  would  indicate  the  most  appro- 
priate drug  for  different  diseases.” 

It  is  vitally  important  that  all  physi- 
cians support  our  State  and  National  Poli- 
tical Action  Committees  (SCALPEL  and 
AMPAC)  in  the  crucial  years  ahead. 

A statement  will  be  mailed  from  the 
State  Medical  Association  Office  at  Flor- 
ence early  in  the  new  year.  Dues  for  1969 
are  $20.00.  The  cost  is  cheap — the  rewards 
can  be  many. 


Medical  College  of  South  Carolina 


More  than  ninety  physicians  from 
throughout  South  Carolina  and  bordering 
states  attended  a recent  Postgraduate 
Seminar  on  Internal  Medicine,  held  in  the 
Medical  College. 

John  A.  Moncrief,  M.D.,  has  been  ap- 
pointed Professor  of  Surgery  and  Director 


of  the  Cancer  Clinic  at  the  Medical  Col- 
lege of  South  Carolina. 

Dr.  Moncrief  is  the  former  director  of 
the  U.  S.  Army  Surgical  Research  Unit 
at  Brooke  Army  Medical  Center,  Fort  Sam 
Houston,  Texas. 


Meeting 

The  American  College  of  Physicians  will 
present  a program  on  Hormonal  Regula- 
tion in  Health  and  in  Disease  January  20- 
23,  1969  at  Columbia  University  College  of 
Physicians  and  Surgeons,  630  West  168th 
Street,  New  York,  N .Y. 

Send  all  registrations  and  requests  for 
more  information  to:  Dr.  Edward  C.  Rose- 
now,  Jr.,  Executive  Director,  American 
College  of  Physicians,  4200  Pine  Street, 
Philadelphia,  Pa.  19104. 
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Dr.  John  Hal  Jameson  of  Easley  has 
been  re-elected  to  active  membership  in 
the  American  Academy  of  General  Prac- 
tice. Dr.  M.  G.  Whitlock  of  Trenton  was 
honored  this  fall  on  his  85th  birthday  by 
his  friends  and  former  patients.  Dr.  John 
H.  Boulware  has  begun  general  medical 
practice  in  association  with  Dr.  R.  W.  Pat- 
ton of  Rock  Hill.  Dr.  Gerald  E.  McDaniel, 
a native  of  Honea  Path,  has  recently  re- 
tired from  the  staff  of  the  S.  C.  State 
Board  of  Health.  New  officers  of  the 
South  Carolina  Obstetrical  and  Gynecol- 
ogical Society  are  Dr.  J.  Richard  Sosnow- 
ski,  president;  Dr.  Willard  C.  Hearin  Jr., 
president-elect ; Dr.  Harwood  Beebe,  secre- 
tary-treasurer, and  Dr.  Mary  E.  Blanch- 
ard, secretary-treasurer  elect.  The  next 
annual  meeting  of  the  Society  will  be  held 
Oct.  3-4,  1969  at  Hilton  Head  Island,  S.  C. 

Dr.  W.  F.  Ward  Jr.  has  returned  to  the 
general  practice  of  medicine  at  3014  Platt 
Springs  Road  in  Springdale.  He  has  re- 
cently completed  a two-year  tour  in  the 
Medical  Corps  of  the  United  States  Army. 
Dr.  Hans  J.  Heller  has  announced  the  open- 
ing of  his  office  for  the  practice  of  gen- 
eral medicine  and  rehabilitation  medicine 
at  134-B  Rutledge  Avenue,  Charleston.  Dr. 
Ambrose  G.  Hampton  Jr.  of  Columbia, 
chairman  of  the  S.  C.  Heart  Association’s 
Cardiopulmonary  Resuscitation  Commit- 
tee, was  speaker  at  the  committee’s  work- 
shop held  in  Greenville  this  fall.  Dr.  Hazel 
King  of  Florence  was  medical  director  for 
a tri-county  cancer  clinical  service  de- 
signed to  detect  cervical  cancer  in  women 
in  the  Darlington,  Florence  and  Marlboro 
area  this  fall. 

Dr.  E.  Kenneth  Aycock,  state  health  of- 
ficer, addressed  the  Greenville  County 


Medical  Society  at  a meeting  this  fall.  Dr. 
Prentiss  McLeod  Kinney  was  presented 
the  Bennettsville  Lions  Club’s  first  “Citi- 
zen of  the  Year”  award  recently.  Dr.  Col- 
quitt Sims  Jr,  of  Anderson  is  the  new 
president  of  the  South  Carolina  Pediatric 
Society.  Dr.  Lewis  M.  Jones  is  now  as- 
sociated with  Dr.  William  R.  Ameen  in  the 
practice  of  general  medicine  in  Green- 
wood. Their  offices  are  1132  Spring  Street. 
Dr.  M.  B.  Nickles  Jr.  has  been  elected 
chief  of  staff  of  The  Byerly  Hospital  in 
Hartsville.  Dr.  Herbert  B.  Niestat,  an  or- 
thopedic surgeon  formerly  of  Passaic, 
N.  J.,  has  joined  the  Moore  Clinic  in 
Columbia  as  an  associate. 

Dr.  James  E.  Padgett  has  returned  to 
the  State  Board  of  Health  as  assistant 
chief  of  the  Bureau  of  Personal  Health 
Services  after  receiving  the  master  of  pub- 
lic health  degree  at  the  University  of 
North  Carolina  where  his  major  work  was 
in  maternal  and  child  health. 

Dr.  Roland  W.  Penick  has  returned  to 
his  post  as  health  officer  of  the  Green- 
ville County  Health  Department  after  re- 
ceiving the  master  of  public  health  de- 
gree at  the  University  of  North  Carolina. 
His  major  work  was  in  maternal  and  child 
health. 


New  Fellows  of  the 
American  College  of  Surgeons 

Robert  T.  James,  M.D.,  Anderson 
Peter  Hairston,  M.D.,  Oliver  C.  Mitchell, 
M.D.,  Charleston 

James  C.  Hughes  III,  M.D.,  Conway 
William  E.  Bomar  Jr.,  M.D.,  Thomas  C. 
Mann,  M.D.,  Frank  R.  Wrenn,  M.D., 
Greenville. 
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THE  MOODY  REPORT 


E.  KENNETH  AYCOCK,  M.D. 
State  Health  Officer 


The  Moody  Report  has  been  labeled  as 
“a  blueprint  for  progress”  and  as  such  is 
interpreted  by  me  to  be  a blueprint  for 
economic  progress  in  the  State.  It  is  in 
particular  not  a comprehensive  health 
plan  for  South  Carolina.  It  does  not  take 
into  consideration  many  of  the  important 
and  vital  issues  such  as  the  total  health 
needs  of  our  people  or  many  other  press- 
ing related  problems. 

The  Moody  Report  states  that  for  eco- 
nomic growth  to  occur  in  South  Carolina, 
we  must  improve  the  quantity  and  quality 
of  flow  of  students  into  our  high  schools, 
technical  education  schools,  colleges,  and 
universities  of  higher  learning.  Its  cen- 
tral thesis  is  that  a better  educated  popu- 
lation can  do  higher  quality  work  and  this 
will  attract  the  more  highly  specialized 
industries  that  provide  the  higher  paying 
jobs.  Right  now,  South  Carolina  graduates 
from  high  school  about  half  the  number 
of  students  who  entered  first  grade  12 
years  before.  The  nation  graduates  two- 
thirds.  South  Carolina  sends  only  one- 
sixth  of  the  college-age  group  to  college, 
while  the  average  state  sends  two-sixths. 
This  means  that  we  are  operating  at  half 
the  level  of  the  nation — and  that  one  fact 
says  a lot  about  why  our  income  is  so 
much  lower  than  the  rest  of  the  nation. 

To  start  the  improvement  in  quantity 
and  quality  of  flow  of  students,  the  Moody 
Report  recommends  starting  at  the  be- 
ginning with  a universal  system  of  state- 
supported  pre-school  and  kindergarten 
classes.  Moody’s  educational  experts  as- 
sure us  that  no  serious  student  of  the  field 


will  contradict  the  statement  that  half  the 
child’s  learning  capacity  or  intelligence  is 
developed  before  he  is  five  years  old  and 
that  if  he  is  deprived  of  desirable  learning 
experiences  before  age  five,  no  amount  of 
wonderful  education  after  that  can  make 
up  for  the  lack.  Therefore,  the  Moody  Re- 
port so  strongly  recommends  that  the 
child  attend  pre-school  and  kindergarten 
because  it  gives  him  a start  in  the  world 
of  education  that  is  extremely  important 
to  his  subsequent  achievement. 

I interpret  the  Moody  Report  as  stat- 
ing that  the  key  factor  to  the  improve- 
ment of  all  the  many  needs  of  South  Caro- 
lina is  to  improve  its  economic  growth — 
to  improve  its  economic  growth  through 
the  improvement  of  its  productivity.  This 
can  be  accomplished  by  increasing  both 
numbers  and  quality  of  people  available 
for  employment,  or  more  specifically,  by 
increasing  the  knowledge  and  understand- 
ing of  our  people  in  order  that  they  may 
in  turn  gain  better  employment.  Through 
gainful  employment,  they  can  increase  the 
productivity  of  South  Carolina  and,  hence, 
lead  to  its  economic  growth.  By  and 
through  improvement  of  the  education 
system  in  South  Carolina,  according  to  the 
Moody  Report,  South  Carolina  will  be  able 
to  close  the  economic  gap  between  it  and 
the  rest  of  the  country.  The  financial  bene- 
fits resulting  from  an  increased  economy 
will  provide  additional  funds  for  meeting 
the  other  pressing  needs  not  included  in 
the  report. 

I shall  not  labor  the  pros  and  cons  of  the 
educational  aspects  of  the  Moody  Report 
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but  will  center  my  remarks  briefly  upon 
the  health  aspects  of  the  Report.  However, 
the  demands  for  a qualified  staff  and  the 
need  for  higher  education  to  train  man- 
power are  acutely  felt  by  all  of  us  in  the 
business  of  providing  services  to  people. 

As  regards  health,  it  would  appear  that 
health  assumes  an  incidental  role  in  the 
“blueprint  for  economic  progress  in  South 
Carolina.”  The  Moody  Report  recognizes 
the  need  for  healthy  people  in  order  to 
have  a healthy  economy.  The  Moody  Re- 
port also  considers  the  contribution  of  the 
total  environment  to  the  health  of  the 
people.  Most  health  professionals  focus 
their  immediate  responsibility  on  disease, 
but  the  fate  of  the  population  itself  is 
closely  intertwined  in  issues  that  have 
not  been  identified  primarily  as  health 
issues.  Health  cannot  be  considered  apart 
from  the  environmental,  social,  and  eco- 
nomic influences  which  have  such  a pro- 
found effect  on  health.  Personal  and  en- 
vironmental health  services  are  inex- 
tricably intertwined.  The  Moody  Report 
recognizes  that  one  lives  in  an  environ- 
ment of  things  and  people  and  that  much 
of  man’s  health  is  dependent  upon  the 
quality  of  his  relation  to  his  environment. 
Although  it  is  not  stated  in  the  report, 
it  is  implied  that  the  access  to  work  and 
job  security  are  as  essential  to  man’s 
health  as  access  to  a physician  or  hospital. 

With  these  concepts  I must  in  essence 
concur,  and  indeed  a close  look  at  the 
health  statistics  of  South  Carolina  makes 
it  extremely  difficult  to  decide  just  what 
would  have  the  greater  positive  effect  on 
the  health  of  the  people  of  our  State. 
Should  we  spend  our  limited  state  funds 
on  the  improvement  of  health  education 
of  the  individual  and  provide  those  educa- 
tional opportunitias  which  would  improve 
the  productivity  of  the  State  and  the  eco- 
nomic level  of  its  people?  Or  should  we 
stress  an  improvement  in  the  health  man- 
power resources  through  the  education  of 
a greater  number  of  highly  skilled  physi- 
cians? These  are  questions  which  I am  not 
in  a position  to  answer  at  this  time  since 


all  the  facts  are  not  yet  known  or  avail- 
able. 

However,  as  regards  the  Moody  Report 
and  the  socio-economic  improvement  of 
the  people  of  South  Carolina,  I would  have 
to  concur  that  a health  input  at  the  lower 
end  of  the  scale,  using  paramedical  per- 
sonnel as  opposed  to  highly  skilled  physi- 
cians, would  indeed  improve  the  health  of 
the  people  who  are  in  most  need  of  up- 
graded health  care.  These  are  the  people 
who  represent  a drag  not  only  on  the 
health  statistics  of  the  State  but  on  the 
educational  and  economic  statistics  as 
well. 

Although  information  concerning  the 
total  health  needs  of  South  Carolina  is  at 
the  present  limited,  the  State  Board  of 
Health  through  its  Office  of  Comprehen- 
sive Health  Planning  is  undertaking  the 
responsibility  of  accumulating  data  in  this 
area.  It  is  my  personal  impression  that 
malnutrition — either  in  the  form  of  obes- 
ity, undernutrition,  or  intestinal  parasites 
— is  one  of  our  greatest  health  problems 
in  this  State.  High  on  the  list  of  health 
problems  are  dental  care  and  mental  ill- 
ness. The  leading  causes  of  death  in  South 
Carolina  are  heart  disease,  cancer,  stroke, 
diabetes,  pneumonia,  tuberculosis,  syph- 
ilis, and  influenza.  A recent  study  under- 
taken by  the  State  Board  of  Health  showed 
that  South  Carolina  experienced  an  ex- 
cessively high  number  of  deaths  due  to 
tuberculosis,  cancer,  diabetes,  cardiovas- 
cular-renal diseases,  influenza,  pneu- 
monia, and  cirrhosis. 

The  traditional  method  of  meeting  health 
needs  has  been  largely  that  of  providing 
more  providers  of  health  services,  be  they 
physicians,  hospital  beds,  nurses,  etc.  Un- 
til very  recently,  few  persons  engaged  in 
health  services  other  than  public  health 
workers  concerned  themselves  with  the 
true  causative  factors  of  many  of  our  dis- 
eases or  health  hazards.  A recollection  of 
yesterday’s  health  problems  of  yellow 
fever,  typhoid,  diphtheria,  scarlet  fever, 
polio,  etc.,  will  serve  to  illustrate  that  the 
breakthrough  in  the  control  of  these  dis- 
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eases  was  due  chiefly  to  the  planning  ef- 
forts of  public  health. 

Realizing  our  extremely  limited  resour- 
ces and  our  total  inability  to  ever  produce 
enough  physicians  to  meet  all  the  health 
needs  of  South  Carolina,  I as  state  health 
officer  must  recommend  or  seek  alternate 
ways  of  meeting  the  State’s  health  needs. 

I would  favor  the  realignment  of  existing 
resources  into  the  development  of  a better 
system  for  the  delivery  cf  health  care. 
Such  a system  would  of  necessity  be  dif- 
ferent for  many  areas  of  the  State,  hence 
the  concept  of  the  13  health  districts  for 
South  Carolina.  Out  of  the  13  health  dis- 
tricts could  come  planning  under  the 
leadership  of  local  physicians  and  persons 
interested  in  health  which  would  meet  the 
health  needs  of  their  communities. 

In  addition  there  must  be  an  enlarge- 
ment of  the  paramedical  field  in  order  to 
achieve  improvement  or  relief  in  our 
health  needs  in  a lesser  period  of  time.  A 
great  many  young  people  are  interested 
in  the  paramedical  professions.  Most  stu- 
dents of  the  health  manpower  situation 
are  looking  to  the  allied  health  profes- 
sions— those  now  existing  and  those  in- 
novative roles  to  be  created — for  great  as- 
sistance in  extending  the  physician's  arms 
and  time. 

Many  of  the  things  which  I have 
touched  upon  remain  to  be  determined 
and  elaborated  upon  in  depth  by  the  State 
Advisory  Committee  on  Comprehensive 
Health  Planning.  It  is  the  responsibility 
of  this  State  Advisory  Committee  on  Com- 
prehensive Health  Planning  to  determine 
ways  and  means  of  meeting  the  total 
health  needs  of  South  Carolina.  The 
Moody  Report  recognizes  only  one — the 
need  to  raise  the  lower  level  of  health 
care,  that  is,  the  health  needs  of  those 
persons  in  the  lower  socio-economic  strata. 

This,  it  says,  can  be  accomplished  best 
through  the  use  of  paramedical  person- 
nel and  public  health  efforts.  To  this  I 
would  add  paramedical  personnel  working 
within  an  organized  framework  for  pro- 
viding health  care  (i.e.,  hospital,  private 


physician’s  office,  group  practice,  or  pub- 
lic health  agency)  and  better  organization 
of  existing  resources  within  the  frame- 
work of  the  13  health  districts  as  pro- 
posed by  the  Comprehensive  Health  Plan- 
ning Advisory  Council,  beginning  at  the 
local  level  and  coordinated  on  a state  level. 

The  Moody  Report  recommends  that 
this  be  accomplished  through  the  improve- 
ment of  the  existing  State  Board  of  Health 
and  through  the  improvement  of  the  Med- 
ical College  at  Charleston  and  its  School 
of  Allied  Health  Services  by  affiliation 
with  the  University  of  South  Carolina. 
The  Report  concludes  that  the  cost  of 
establishing  a second  medical  school  at 
present  is  prohibitive  for  South  Carolina 
and  that,  as  the  Medical  College  now  suf- 
fers from  an  unenviable  reputation  among 
its  peers  in  American  medical  education, 
the  resources  must  be  concentrated  for 
the  present  on  a major  strengthening  and 
upgrading  of  it  to  the  point  where  it  can 
perform  the  important  role  required  of 
a medical  college. 

The  Moody  Report  recognizes  that  it 
is  essential  that  health  planning  be  closely 
attached  to  operation  and  that  there  be 
a direct  line  of  responsibility  between 
planning  for  health  services  and  the  im- 
plementation of  programs  to  meet  health 
needs.  Furthermore,  the  Moody  Report 
places  strong  emphasis  on  the  involve- 
ment of  the  private  sector — private  medi- 
cine, private  hospitals,  private  industry, 
the  general  public  citizenry — in  a coordi- 
nated statewide  effort  for  the  improve- 
ment of  the  health  of  the  people  of  South 
Carolina. 

As  stated  earlier,  I do  not  consider  the 
Moody  Report  in  any  manner  a total  com- 
prehensive plan  for  South  Carolina.  It 
has  not  set  forth  a plan  meeting  the  total 
health  needs  of  our  State.  The  health  pro- 
gram set  forth  in  the  Moody  Report  is 
only  secondary  to  that  of  an  educational 
program  upon  which  the  economic  growth 
of  the  State  is  based.  As  has  been  empha- 
sized throughout  the  Moody  Report,  it 
states  that  the  root  of  all  the  State’s 
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growth  is  in  the  public  schools  which, 
properly  nurtured,  will  turn  out  larger 
numbers  of  better  qualified  students  for 
industry,  technical  education  centers,  col- 
leges and  universities,  and  the  Medical 
College. 


and  solutions  offered  by  the  Moody  Re- 
port can  be  evaluated  against  the  many 
other  pressing  needs  of  the  State,  and 
how  the  apparently  insurmountable  prob- 
lems facing  us  can  be  resolved  within  the 
limits  of  our  resources  are  matters  which 
concern  us  all. 


How  the  limited  problems  recognized 


Ossifying  Fibroma  of  the  Sinuses — Frank  W.  Young, 
M.D.  and  F.  Johnson  Putney,  M.D.  (Charles- 
ton), Ann  Otol,  77:425-434,  June,  1968. 

The  true  nature  of  ossifying  fibroma  is  undeter- 
mined and  it  is  considered  either  a monostotic 
fibrous  dysplasia  or  a variant  thereof  while  there 
is  additional  evidence  to  suggest  that  it  may  be 
an  entirely  separate  lesion  formed  by  the  neoplastic 
proliferation  of  young  osteogenic  connective  tissue 
cells  in  the  marrow  spaces  of  the  spongiosa. 

Clinically  the  lesion  is  a benign  process  occurring 
as  a painless  swelling  of  the  face  usually  in  adoles- 
ent  females  and  the  maxilla  is  more  often  involved 
than  the  mandible.  The  radiographic  appearance 
varies  with  the  amount  of  osseous  tissue  that  is 
present  and  those  with  less  osseous  elements  may 
have  the  appearance  of  a bone  cyst.  The  preferred 
treatment  is  surgical  excision  which  is  as  conserva- 
tive as  possible  consistent  with  total  removal  of  the 
lesion  since  recurrence  is  not  unusual  if  the  lesion 
is  incompletely  excised. 


524 


The  Journal  of  the  South  Carolina  Medical  Association 


REPORTING  VENEREAL  DISEASE 


Recently,  a resident  at  one  of  the  na- 
tion’s leading  hospitals  diagnosed  dark- 
field  positive,  primary  syphilis  in  a young 
man.  Immediately  after  the  diagnosis  was 
made,  the  doctor  telephoned  his  local 
health  department  to  report  the  case  and 
request  epidemiologic  assistance.  The  pa- 
tient was  interviewed  that  same  day  by  a 
trained  venereal  disease  health  depart- 
ment representative.  As  a result  of  the  in- 
terview, five  sex  contacts  were  located 
and  examined.  In  one,  secondary  syphilis 
was  diagnosed  at  the  local  health  depart- 
ment clinic.  This  infected  patient,  in  turn, 
was  interviewed  for  her  sex  partners,  and 
in  three  additional  young  men  diagnoses 
of  either  primary  or  secondary  syphilis 
were  made,  while  a fourth  was  found  to 
have  been  previously  treated  for  primary 
syphilis  by  a private  physician — the  pri- 
vate physician  had  not  reported  the  case 
to  the  health  department. 

When  the  medical  history  of  this  unre- 
ported patient  was  studied,  it  became  ap- 
parent, from  reviewing  the  patient’s  on- 
set of  symptoms  and  his  dates  of  sexual 
exposure,  that  his  was  the  first  case  of 
syphilis  in  this  particular  outbreak.  If  the 
private  physician  had  reported  the  case 
and  requested  case-finding  assistance, 
there  is  an  excellent  possibility  that  this 
chain  of  syphilis  infection  would  never 
have  gained  momentum. 

I wish  I could  say  that  the  above  situa- 
tion is  a rare  one.  The  evidence  indicates 
that  it  is  not.  In  a communication  in  this 
issue  (p  941)  Cleere  and  associates  ex- 
amine the  reasons  behind  the  private  phy- 
sicians’ lack  of  complete  reporting.  Their 
article  is  not  a scathing  denouncement  of 
physicians’  practices,  nor  do  the  authors 
chide  physicians  for  not  reporting  all  their 
VD  cases  to  their  local  health  depart- 
ments. If  the  communication  tells  any- 
thing, it  tells  us  that  physicians  as  a group 
are  highly  intelligent  professionals  who 


carefully  weigh  their  decision  to  report. 
I think  physicians  in  private  practice 
should  read  this  communication  carefully 
and  reexamine  their  own  attitudes  toward 
reporting  sensitive  medical  conditions  of 
community  concern. 

An  excellent  example  of  the  importance 
of  cooperation  between  private  medicine 
and  the  public  health  was  described 
previously  in  The  Journal.  We,  in  public 
health,  of  course,  hope  that  physicians 
will  report  and  permit  interviewing,  and 
that  they  will  agree  with  Milford  0.  Rouse, 
M.D.,  who  made  the  following  statement 
at  a Conference  of  VD  Control  Officers 
and  Senior  Public  Health  Advisors  in  New 
Orleans,  Jan  10,  1967: 

Venereal  disease  reporting  and  investigation  is  as 
important  as  other  medical  problems  that  over- 
lap the  public  domain,  such  as  narcotic  addiction, 
abortion,  poisonings,  knife  and  gunshot  wounds,  and 
battered  children.  And  it  requires  the  same  kind 
of  cooperation  by  the  physician. 

Physicians  resist  the  requirement  that  they  report 
venereal  disease  cases  because  they  consider  it  a 
breach  of  confidence  to  reveal  an  illness  without 
the  patient’s  consent.  They  also  find  it  distasteful  to 
their  patients.  But  patients  must  be  taught — by  their 
physicians— that  it  is  essential  to  their  health,  and 
to  the  welfare  of  their  sexual  partners,  that  re- 
ports be  made. 

Physicians  will  not  be  made  to  report 
by  regulation.  In  the  final  analysis,  the 
physician  himself  must  make  the  decision 
to  report  and  permit  interviewing.  In  the 
communication  by  Cleere  et  al,  the  physi- 
cian can  see  if  his  attitudes  toward  report- 
ing are  similar  to  those  of  his  colleagues. 
Physicians  have  some  excellent  reasons  for 
not  reporting,  but  each  physician  must  ask 
himself  if  these  reasons  are  good  enough 
to  risk  the  health  and  welfare  of  an  entire 
community. 

William  J.  Brown,  M.D. 

Atlanta 

JAMA  202:981-982 
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half  a ladder 
• ••will  only 
take  you 

so  far 


Sooner  or  later  you  have  to  fall. 
And  if  you’re  covered  by  half 
health  care  protection  you  fall  that 
much  harder,  when  it’s  time  to  pay 
hospital  and  doctor  bills.  With  Blue 
Cross-Blue  Shield  your  medical  ex- 
penses can  be  adequately  taken 
care  of.  Blue  Cross-Blue  Shield  is 
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DEATH 


Dr.  Francis  Eugene  Zemp 

Dr.  F.  E.  Zemp  died  October  24  in 
Columbia. 

A Columbia  physician  for  more  than  30 
years,  Dr.  Zemp  was  born  in  Camden  in 
1897,  the  son  of  Dr.  Frank  Zemp  and 
Katherine  DeLoache  Zemp. 

A graduate  of  The  Citadel,  he  received 
his  degree  in  medicine  from  Jefferson 
Medical  College,  Philadelphia,  Pa.,  in  1924 
and  following  graduation  was  resident 
physician  at  Protestant  Episcopal  Hos- 
pital in  Philadelphia. 

He  also  did  postgraduate  study  at  the 
Psychiatric  Institute,  Morristown,  N.  J., 
at  Massachusetts  General  Hospital  and  at 
the  University  of  Vienna. 

In  addition  to  maintaining  an  extensive 
private  practice,  Dr.  Zemp  served  at  var- 
ious times  as  chief  of  medical  service, 


chief  of  staff  and  consultant  at  Columbia 
Hospital,  and  as  chief  of  staff  and  chief 
of  medical  service  at  Providence  Hospital 
in  Columbia. 

Dr.  Zemp  belonged  to  the  American, 
Southern  and  South  Carolina  Medical  As- 
sociations, the  Columbia  Medical  Society 
and  the  Columbia  Medical  Club.  He  also 
held  membership  in  the  American  College 
of  Physicians,  the  American  College  of 
Chest  Physicians  and  the  American  Heart 
Association. 

Active  in  Columbia  civic,  cultural  and 
social  life,  he  was  a member  of  the  Colum- 
bia Rotary  Club,  the  Columbia  Cotillion 
Club,  and  the  Tarantella  Club.  He  also  be- 
longed to  Forest  Lake  Club  and  the  Pine 
Tree  Hunt.  Dr.  Zemp  was  a member  of 
Trinity  Episcopal  Church  in  Columbia. 
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"will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


1 1 lw  ulcer: 

antacid 

puzzle 


solved  by 

Mylanta 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy  .*  *Danhof,  I.  E.:  Report  on  file. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


No  two  women  are 

quite  alike... 


and  no  other  oral 
contraceptive  is  quite 
like  Ovulen-21 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 


The  progestin  is  distinctive,  and  for  some  women  this  may  mean  a 
different  clinical  response.  The  Compack  tablet  dispenser 
is  distinctive;  its  functional  simplicity  makes  it  virtually 
patient-proof.  The  acceptance  of  Ovulen-2 1 is  distinctive. . . 
together  with  Ovulen®,  it  is  more  often  prescribed  than  any  other 
individual  contraceptive  product  currently  available. 


Indication— Oral  contraception. 

Contraindications— Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings— Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis)  ; if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  19681’2  estimate  there  is  a seven- 
to  tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic”  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below: 


Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization 

Rates 

(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral 
Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/ 100,000 

0.5/100,000 

5/100,000 

No  comparable  studies  are  yet  available  in  the  United  States.  The 
British  data,  especially  as  they  indicate  the  magnitude  of  the  in- 
creased risk  to  the  individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences  of  spontaneously 
occurring  thromboembolic  disease  may  differ. 

Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  sudden  onset  of  proptosis, 
diplopia  or  migraine.  Withdraw  medication  if  papilledema  or  retinal 
vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  pregnancy  be  ruled  out  for  any 
patient  who  has  missed  two  consecutive  periods  before  continuing 
the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the  pre- 
scribed schedule  the  possibility  of  pregnancy  should  be  considered 
at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The 
long-range  effect  to  the  nursing  infant  cannot  be  determined  at  this 
time. 

Precautions— Pretreatment  physical  examination  should  include 
special  reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 


migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression 
and  discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when 
relevant  specimens  are  submitted. 

Adverse  Reactions— A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-ocular 
lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during 
and  after  treatment,  edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement,  secretion),  change  in  weight,  changes  in 
cervical  erosion  and  cervical  secretions,  suppression  of  lactation 
when  given  immediately  post  partum,  cholestatic  jaundice,  migraine, 
allergic  rash,  rise  in  blood  pressure  in  susceptible  individuals,  men- 
tal depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome, headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism, 
loss  of  scalp  hair,  erythema  multiforme  and  nodosum,  hemorrhagic 
eruption,  itching. 

The  following  laboratory  results  may  be  altered  by  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII, 
IX  and  X;  thyroid  function:  increase  in  PBI  and  butanol  extractable 
protein  bound  iodine,  and  decrease  in  T3  uptake  values ; metyrapone 
test;  pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  Brit.  Med. 
J.  2: 193-199  (April  27)  1968.  2.  Vessey,  M.  P.,  and  Doll,  R.:  Brit. 
Med.  J.  2:199-205  (April  27)  1968. 

Before  prescribing  see  Detailed  Product  Information. 

Where  “The  Pill"  Began 

G.  D.  SEARLE  & CO.,  P.  O.  Box  51 10, Chicago,  Illinois  60680 


SEARLE 


If  you  think  the 
pink  pill  for 
U.R.I.  symptoms 
is  built  for  speed 
and  endurance 
you’re  on  the 
right  track. 


hre  is  a tablet  that  begins  to  relieve 
smptoms  of  upper  respiratory  infec- 
t n quickly— a tablet  that  works  for 
f urs  to  make  it  easy  for  your  patient 
t enjoy  continuous  relief. 
r>vahistine  Singlet  combines  effective 
csage  of  an  antipyretic-analgesic 
v h a vasoconstrictor-antihistamine 
fimulation  to  relieve  not  only  the 
digestion,  but  also  the  fever  and 
I aches  and  pains  that  almost  always 
a :ompany  upper  respiratory  infections. 


A total  daily  dosage  of  3 or  4 tablets 
will  normally  provide  the  continuous 
relief  your  patient  expects.  Use  with 
caution  in  patients  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention.  Caution 
ambulatory  patients  that  drowsiness 
may  result. 

PITMAN-MOORE  Division  of 
The  Dow  Chemical  Company, 
Indianapolis,  Indiana. 


Novahistine 

Singlet  analgesic 

(Each  tablet  contains:  phenylephrine  hydrochloride, 
40  mg.;  chlorpheniramine  maleate,  8 mg.: 
acetaminophen,  500  mg.) 
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In  the  meantime...  Ornade0 


Prompt  relief  from  nasal  congestion  and  hypersecretion  due  to  colds. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or  PDR. 
Contraindications:  Glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  or 
bladder  neck  obstruction. 

Precautions:  Use  cautiously  in  the  presence  of  hypertension,  hyperthyroidism,  coronary  artery 
disease,  warn  vehicle  or  machine  operators  of  possible  drowsiness. 

Usage  in  Pregnancy:  Use  in  pregnancy,  nursing  mothers  and  women  who  might  bear  children  only 
when  potential  benefits  have  been  weighed  against  possible  hazards. 

Note:  The  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress  I13'  uptake; 
discontinue  'Ornade'  one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or  mouth,  nervousness; 
insomnia.  Other  known  possible  adverse  reactions  of  the  individual  ingredients : nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness  of  chest,  abdominal  pain,  irritability,  tachycardia, 
headache,  incoordination,  tremor,  difficulty  in  urination.  Thrombocytopenia,  leukopenia  and 
convulsions  have  been  reported. 

Supplied:  Bottles  of  50  capsules. 

One  capsule  q12h  for  round-the-clock  relief 


Ornade 


Trademark  Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of 
chlorpheniramine  maleate)  : 50  mg.  of  phenylpropanolamine 
hydrochloride,  2 5 mg.  of  isopropamide.  as  the  iodide. 


Spansule  capsules 


brand  of  sustained  release  capsules 
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Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin's  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 

PSYCHIATRIC  RESIDENCIES 
FOR  G.P.'s 

or 

HISTO? 

(Histoplasmosis  — "The  Masquerader”) 

NIMH  residency  training  in  approved  three 
year  program.  Stipend  $12,000  plus  fringe 
benefits.  Applicants  must  have  completed 

Jg., 

four  years  or  more  of  practice  in  field  of 

medicine  other  than  psychiatry  after  an  ap- 

proved  internship.  Applicants  should  not  be 

over  45. 

A new  aid  in  differential  diagnosis 

HISTOPLASMIN,TINE  TEST 

(Rosenthal) 

The  LEDERTINE™  Applicator  with  the  Blue  Handle 
Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 

Address  inquirie  to: 
Chairman 

Department  of  Psychiatry 
Medical  College  of  Virginia 
Richmond,  Virginia  23219 

Ask  your  representative  tor  aetails  or  write  Medical  Advisory  Dept., 
Lederle  Laboratories.  Pearl  River.  New  York  10965  4 06-8 

Include  curriculum  vitae  and  recent  photo- 
graph. 

Westbrook 

Psychiatric  Hospital,  Inc. 


Richmond,  Virginia 
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President 
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Assistant  Medical  Director 
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Associate 
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Associate 
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Administrator 


WESTBROOK  PSYCHIATRIC  HOSPITAL,  INC. 
P.  O.  Box  1514,  Richmond  23227,  Virginia 
Telephone  266-9671 


The  muscle  relaxant 
that  works 

before  you  write  a prescription 


Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a single  2 cc.  injection  of  NORFLEX. 
Then,  for  sustained  relief,  write  a prescription 
for  NORFLEX  tablets,  1 tablet  b.i.d. 


CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon*)  concurrently. 


WARNING:  T ransient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 


SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 


DOSAGE:  INJECTABLE  — Average  adult  dose 
one  ampul,  2 cc.  (60  mg.  orphenadrine  citrate) 
I.M.  or  I.V.  May  be  repeated  every  12  hours. 
Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS -Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 


For  full  information,  see  Package  Insert 
or  P.D.R . 


Riker  Laboratories 
Northridge,  California  91324 


Norflex 


(orphenadrine  citrate) 
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. because  psychic  tension 
may  not  stop  at  niyht 

The  calming  action  of  Valium  (diaz- 
epam) helps  counteract  psychic  ten- 
sion and  reduce  overreaction  to 
stresses  during  the  day.  Often  the  t.i.d. 
dosage  schedule  is  enough  to  prevent 
build-up  of  tenseness  that  may  inter- 
fere with  sleep  at  night. 

However,  when  psychic  tension  does 
contribute  to  sleeplessness,  Valium 
can  be  especially  useful.  A tablet  at 
bedtime,  added  to  the  daytime  t.i.d. 
dosage,  can  help  your  patient  be 
ready  for  bed  and  for  sleep. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomitants 
of  emotional  factors;  psychoneurotic  states 
manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation; 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal; 
adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to 
the  drug.  Children  under  6 months  of  age. 
Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations 
requiring  complete  mental  alertness.  When 
used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symp- 
toms have  occurred  following  abrupt 
discontinuance.  Keep  addiction-prone 
individuals  under  careful  surveillance 
because  of  their  predisposition  to  habituation 
and  dependence.  In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed.  Usual 
precautions  indicated  in  patients  severely 


depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  pre- 
cautions in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances,  stimulation,  have 
been  reported;  should  these  occur,  discon- 
tinue drug.  Isolated  reports  of  neutropenia, 
jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term 
therapy. 


Valium' 

( diazepam) 
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